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A  MANUAL 

OF  THE 

DISSECTION  OF  THE  HUMAN  BODY, 


DISSECTION  OF  THE  SCALP. 
An  incision  should  be  made  from  the  root  of  the 

SSECTION* 

nose  along  the  mesial  line  of  the  vertex  to  the 
external  protuberance  of  the  occipital  bone ;  another,  horizontally 
round  each  half  of  the  head,  to  join  at  right  angles  the  two  ends 
of  the  first  incision.  These  incisions  must  not  divide  more  than 
the  skin,  so  that  the  subcutaneous  vessels  and  nerves  be  not  in- 
jured. It  is  well  to  dissect  on  one  side  of  the  head  the  muscles 
only,  reserving  the  other  side  for  the  dissection  of  the  vessels  and 
nerves. 

Strata  compos-  The  several  strata  of  tissues  covering  the  skull- 
iNG  THE  Scalp.  cap  are — 1,  the  skin',  2,  a  thin  layer  of  adipose 
tissue  which  contains  the  cutaneous  vessels  and  nerves'  and  the 
bulbs  of  the  hair ;  and  by  which  the  skin  is  very  closely  connected 
to,  3,  the  broad  thin  aponeurosis  of  the  occipito-frontalis  muscle 
(aponeurosis  of  the  scalp)  ;  4,  an  abundance  of  loose  connective 
tissue.,  which  permits  the  free  motion  of  the  scalp  upon,  5,  the 
pericranium,  or  periosteum  of  the  skull-cap. 

Immediately  beneath  the  skin,  then,  we  expose  the  thin  stratum 
of  adipose  tissue  which  connects  it  with  the  aponeurosis  of  tlie 
scalp.  It  forms  a  bed  for  the  bulbs  of  the  hair  and  for  the  rami- 
fications of  the  cutaneous  arteries.    The  toughness  of  this  tissue, 
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DISSECTION  OF  THE  SCALP. 


in  which  the  arteries  ramify,  does  not  permit  them  to  retract  when 
divided ;  hence  the  haemorrhage  which  follows  incised  wounds  of 
the  scalp  ;  hence,  also,  the  difficulty  of  drawing  them  out  with  the 
forceps. 

OccipiTo-FRON-  "^^^^  cutaneous  muscle  is  closely  connected  to  the 
TALIS  Muscle  scalp.  Tt  consists  of  two  fleshy  portions,  one  on  the 
AND  Epiceanial  occiput,  thc  othor  on  the  forehead,  connected  by  a 
Aponeurosis.  ^^^^^  aponeurosis.  The  occipital  portion  of  the 
muscle  takes  origin  from  the  outer  two-thirds  of  the  upper  curved 
line  of  the  occipital  bone,  and  the  adjoining  part  of  the  mastoid 
process.  The  fibres  ascend  over  the  back  of  the  head,  and  terminate 
in  the  epicranial  aponeurosis.  The  frontal  portion,  commencing  in 
an  arched  form  from  the  epicranial  aponeurosis  near  the  coronal 
suture,  descends  over  the  forehead,  and  terminates  partly  in  the  skin 
of  the  brow,  partly  in  the  orbicularis  oculi  and  corrugator  super- 
cilii  and  in  the  internal  angular  process  of  the  frontal  bone.  Some 
fibres  run  down  the  nose  under  the  name  of  the  pyramidalis  nasi. 
The  aponeurosis  of  the  scalp  is  continued  over  the  temples  and 
side  of  the  head,  gradually  changing  from  tendinous  into  con- 
nective tissue.  This  muscle  enables  us  to  move  the  scalp  back- 
wards and  forwards.  But  its  chief  action  is  as  a  muscle  of  expres- 
sion. It  elevates  the  brows,  and  occasions  the  transverse  wrinkles 
in  the  expression  of  surprise.  It  is  supplied  by  the  posterior 
auricular  and  temporal  branches  of  the  facial  nerve. 

Muscles  OF  There  are  several  small  muscles  to  move  the 

THE  Ear.  cartilage  of  the  ear.    In  man  they  are  thin  and 

pale  ;  but  in  animals  who  possess  a  more  delicate  sense  of  hearing, 
they  are  much  more  developed,  for  the  purpose  of  quickly  direct- 
ing the  cartilage  of  the  ear  towards  the  direction  of  the  sound. 

M.  ATTOLLENs  To  iudicato  the  position  of  this  muscle  the 
AuREM.  student  should  draw  down  the  upper  part  of  the 

pinna  of  the  ear,  when  it  will  be  found  immediately  under  the  ridge 
of  skin  so  produced.  It  arises  from  the  epicranial  aponeurosis,  and 
is  inserted  into  the  cranial  aspect  of  the  upper  part  of  the  concha. 

M.  ATTRAHENs  This  musclo  is  smaller  than  the  preceding, 
AuREM.  and  its  situation  is  indicated  by  the  prominence 
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of  skin  produced  by  drawing  backwards  the  front  part  of  the  helix. 
It  arises  from  the  aponeurosis  of  the  occipito-frontalis,  and  is  in- 
serted into  the  front  of  the  helix. 

M.  EETRAHEN3  Tfais  musclc  Is  exposed  by  reflecting  the  skin 
AuREM.  from  the  ridge  produced  by  drawing  the  pinna 

forwards.  It  proceeds  from  the  base  of  the  mastoid  process  to  the 
lower  part  of  the  concha.  The  retrahens  and  the  attollens  aurem 
are  supplied  by  the  posterior  auricular  branch  of  the  facial  nerve  ; 
the  attrahens,  by  an  offset  from  the  temporal  branch  of  the  same 
nerve. 

Aktehies  of  The  arteries  of  the  scalp  are  derived,  in  front, 

ScAip.  from   the  sujpra-orbital   and  frontal  arteries, 

branches  of  the  ophthalmic  artery  which  is  a  branch  of  the  internal 
carotid ;  on  the  sides,  from  the  temporal ;  behind,  from  the  occi- 
pital and  posterior  auricular,  all  branches  of  the  external  carotid. 

The  jrontal  emerges  from  the  orbit  at  its  inner  angle ;  it  runs  up- 
wards for  a  short  distance  and  inosculates  with  the  following  artery. 

The  supra-orhital  passes  through  the  supra-orbital  notch  and  dis- 
tributes branches,  some  of  which  ascend  towards  the  top  of  the  head  and 
communicate  with  the  temporal  ai-tery. 

The  temporal,  about  an  inch  and  a  half  above  the  zygoma,  divides  into 
two  branches — an  anterior  and  a  posterior.  The  anterior  mns  forwards 
in  a  toituous  course  and  anastomoses  with  the  supra-oi'bital  artery ;  the 
posterior  (usually  the  larger)  arches  backwards  over  the  ear,  and  its 
branches  communicate  with  the  corresponding  branch  of  the  opposite 
side  and  with  the  occipital  and  posterior  auricular  arteries. 

The  posterior  auricular  is  a  small  vessel  seen  in  the  cleft  between  the 
ear  and  the  mastoid  process  :  it  ascends,  and  divides  into  two  branches  : 
one,  which  passes  backwards  and  inosculates  with  the  occipital,  the  other, 
which  runs  forwards  above  the  ear  and  communicates  with  the  temporal 
artery. 

The  occipital  may  be  noticed  piercing  the  trapezius  near  to  the 
extemal  occipital  protuberance  ;  ascending  over  the  back  of  the  head,  it 
divides  into  numerous  branches  which  inosculate  with  the  preceding 
artei-ies. 

The  veins  of  the  scalp  accompany  their  respective  arteries. 
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NERVES  OF  THE  SCALP. 


Nerves  of  the  The  sensory  nerves  of  the  scalp  are  supplied 
Scalp.  from  each  of  the  three  divisions,  namely  the 

ophthalmic,  the  superior  maxillary  and  inferior  maxillary,  of  the 
fifth  pair  ;  also  from  the  second  cervical  nerve.  The  nerves  to  the 
muscles  of  the  scalp  and  ear  come  from  the  portio  dura  or  seventh 
pair  (fig.  1). 

Fio.  1. 


DIAGBAM  OF  THE  NERVES  OF  THE  SCALP. 


1.  Supra-troch!ear. 

2.  Supra-orbital, 

3.  Temporal  br.  of  the  superior  maxillary. 

4.  Auriculo-temporal  br.  of  the  inferior  maxillary. 


5.  Facial  represented  by  dotted  lines. 

6.  Posterior  auricular. 

7.  Small  occipital. 

8.  Great  occipital. 


The  supra-trochlear  nerve  is  derived  from  the  frontal  branch  of 
the  ophthalmic  division  of  the  fifth.  It  appears  at  the  inner  angle 
of  the  orbit,  and  supplies  the  skin  of  the  forehead,  and  the  upper  eyelid. 

The  supra-orbital  nerve  is  a  continuation  of  the  frontal  branch  of  the 
fifth.  It  emerges  from  the  orbit  through  the  notch  in  the  frontal  bone, 
and  subdivides  into  branches,  which  are  covered  at  first  by  the  fibres  of 
the  orbicularis  and  occipito-frontalis ;  but  tliey  presently  become  subcu- 
taneous, and  terminate  in  two  branches — an  inner,  which  ascends,  to 
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supply  the  structures  as  high  as  the  parietal  bone ;  and  an  outer  and 
larger,  which  may  be  traced  over  the  vertex  as  far  as  the  occipital  bone. 

The  temporal  branch  of  the  superior  maxillary  nerve  pierces  the 
temporal  aponeurosis  about  an  inch  above  the  zygoma,  and  is  distributed 
to  the  skin  of  the  temple,  communicating  with  the  facial  nerve  'and  occa- 
sionally with  the  following. 

The  auriculo-temporal  nerve,  a  branch  of  the  inferior  maxillary  nerve, 
after  sending  a  small  filament  to  the  upper  part  of  the  pinna,  divides  into 
two  branches  which  accompany  the  divisions  of  the  superficial  temporal 
artery ;  of  these  the  posterior  is  the  smaller. 

The  temporal  branches  of  the  facial  nerve  lie  superficial  to  the  tem- 
poral aponeurosis,  and  supply  the  attrahens  aurem,  the  orbicularis 
oculi,  the  occpito-frontalis,  and  the  corrugator  supercilii. 

The  posterior  auricular  nerve  is  a  bi'anch  of  the  facial,  and  divides 
like  its  accompanying  artery  behind  the  pinna  of  the  ear,  into  a  posterior 
or  occipital  branch,  which  supplies  the  posterior  belly  of  the  occipito- 
frontalis,  and  into  an  anterior  or  auricular  branch,  which  ends  in  the 
auricle,  the  retrahens  aui'em  and  the  attoUens  aurem. 

The  great  occipital  nerve  is  the  posterior  branch  of  the  second  cervical 
nerve.  After  piercing  the  complexus  it  appears  on  the  occiput  with  the 
occipital  artery,  and  divides  into  wide-spreading  branches  which  supply 
the  skin.  It  communicates  with  the  posterior  auricular,  the  small  occi- 
pital, and  the  third  cervical  nerves. 

The  small  occipital  nerve,  a  branch  of  the  anterior  division  of  the 
second  cervical  (p.  21),  runs  along  the  posterior  border  of  the  sterno- 
mastoid  and  supplies  the  scalp. 

Occasionally,  though  rarely,  a  cutaneous  branch  of  the  suboccipital 
nerve  is  distributed  to  the  back  of  the  head. 

Points  of  Suk-  Eaise  the  aponeurosis  of  the  scalp,  and  observe 
GicAL  Interest.  the  quantity  of  loose  connective  tissue  which 
intervenes  between  it  and  the  pericranium.  This  tissue  never 
contains  fat.  There  are  some  points  of  surgical  interest  con- 
cerning it: — 1.  Its  looseness  accounts  for  the  extensive  effusions 
of  blood  which  one  often  sees  after  injuries  of  the  head.  2.  It 
admits  of  large  flaps  of  the  scalp  being  detached  from  the  skull- 
cap ;  but  these  flaps  rarely  slough,  unless  severely  damaged, 
because  they  carry  their  blood-vessels  with  them.  3.  In  phleg- 
monous erysipelas  of  the  scalp,  the  connective  tissue  becomes 
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infiltrated  with  pus  and  sloughs ;  hence  the  necessity  of  making 

incisions :  for  the  scalp  will  not  lose  its  vitality,  and  liberate  the 

sloughs  like  the  skin  of  other  parts  under  similar  conditions, 

because  its  vessels  run  above  the  diseased  tissue,  and  therefore  its 

supply  of  blood  is  not  cut  off. 

Lymphatics  of        The  lymphatics  of  the  scalp  run  for  the  most  part 

THE  Scalp.  backwards  towards  the  occiput ;  a  few  run  towards 

the  root  of  the  zygoma,  where  they  enter  the  lymphatic  glands  in 

those  situations,  respectively.   Here,  therefore,  one  finds  glandular 

enlargements  wlien  the  scalp  is  diseased. 

_  To  examine  the  brain  and  its  membranes,  the 

Dissection.  in 

skull-cap  must  be  removed  about  half  an  inch 

above  the  supra-orbital  ridges  in  front,  and  on  a  level  with  the 

occipital  protuberance  behind.    It  is  better  to  saw  only  through 

the  outer  table  of  the  skull,  and  to  break  through  the  inner  with  a 

chisel.    In  this  way  the  dura  mater  and  the  brain  are  less  likely 

to  be  injui-ed.    On  removing  the  skull  we  expose  a  tough  fibrous 

membrane,  the  dura  mater,  which  forms  the  most  external  of  the 

membranes  of  the  brain. 

The  meningeal  arteries  ramify  between  the  skull  and  the  dura 

mater.    We  cannot,  however,  with  the  brain  in  situ,  trace  their 

course,  at  present,  throughout ;  so  their  consideration  must  be 

deferred  until  the  brain  has  been  removed. 

^  This  membrane  is  so  called  because  it  was 

DuBA  Matek. 

thought  to  give  rise  to  all  the  other  fibrous  mem- 
branes in  the  body.  It  is  a  dense  white  fibrous  membrane,  rough 
on  its  outer  aspect,  where  it  is  more  or  less  adherent  to  the  inner 
surface  of  the  skull,  forming  its  internal  periosteum.  On  its  inner 
surface  it  is  smooth  and  shining,  being  lined  by  the  parietal  layer 
of  the  arachnoid  membrane,  which  most  a,natomists  now  describe 
as  constituting  a  part  of  the  dura  mater.  In  consequence,  the 
term  ^subdural  space^  is  now  substituted  for  the  old  one — Hhe 
cavity  of  the  arachnoid.^  The  dura  mater  differs  in  its  adhesion 
to  the  subjacent  bones  :  its  adhesion  is  firmest  at  the  sutures, 
the  petrous  portion  of  the  temporal  bone,  tlie  basilar  process,  the 
body  of  the  sphenoid,  the  cribriform  plate  of  the  ethmoid  bone, 
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the  depressions  for  the  Pacchionian  bodies,  and  at  the  margin  of 
the  foramen  magnum.  Its  remarkably  tough  and  fibrous  structure 
adapts  it  exceedingly  well  to  the  four  purposes  which  it  serves : — 
1.  It  forms  the  internal  periosteum  of  the  skull.  2.  It  forms,  for 
the  support  of  the  lobes  of  the  brain,  three  partitions — namely,  the 
falx  cerebri,  the  falx  cerebelli,  and  the  tentorium  cerebelli.  3.  It 
forms  the  sinuses  or  venous  canals  which  return  the  blood  from  the 
brain.    4.  It  forms  sheaths  for  the  nerves  as  they  leave  the  skull. 

Of  the  partitions  formed  by  the  dura  mater  for  the  support  of 
the  lobes  of  the  brain,  two  are  vertical,  and  separate,  respectively, 
the  two  hemispheres  of  the  cerebrum,  and  those  of  the  cerebellum  ; 
the  third  slopes  backwards,  and  supports  the  posterior  lobes  of  the 
cerebrum. 

Falx  Cek  ei  "^^^^  partition  is  named,  from  its  resemblance  to 
the  blade  of  a  sickle,  falx  cerebri.  It  is  received 
into  the  longitudinal  fissure,  and  separates  the  two  cerebral  hemi- 
spheres. It  begins  in  a  point  attached  to  the  crista  galli,  and 
gradually  becomes  broader  as  it  extends  backwards.  Its  upper 
edge  is  convex,  and  attached  to  the  median  groove  on  the  inner 
aspect  of  the  vertex  of  the  skull ;  its  lower  margin  is  concave  and 
free,  and  runs  along  the  upper  aspect  of  the  corpus  callosum. 
From  its  base  or  broadest  part  proceeds  the  sloping  partition 

Tentorium  named  tentorium  cerebelli.  This  forms  an  arch 
Cerebelli.  fo^  the  Support  of  the  posterior  lobes  of  the 

cerebrum,  so  that  they  may  not  press  upon  the  cerebellum  beneath. 
Observe  that  the  tentorium  is  attached  to  the  transverse  ridge  of  the 
occipital  bone,  to  the  superior  border  of  the  petrous  portion  of  the 
temporal  bone,  and  to  the  posterior  and  anterior  clinoid  processes 
of  the  sphenoid.     The  small  median  partition  which  separates  the 

Falx  Cere-        lobes  of  the  cerebellum  is  called  the  falx  cerebelli. 
_  It  is  placed  vertically  in  the  same  plane  with  the  falx 

cerebri,  and  its  point  is  downwards  towards  the  foramen  magnum. 

The  dura  mater  is  supplied  with  nerves  by  the  recurrent  branch 
of  the  fourth  nerve,  by  the  fifth  and  eighth  cranial  nerves.  Fila- 
ments have  likewise  been  traced  into  it  from  the  sympathetic- 
system  and  from  the  Gasserian  ganglion. 
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SINUSES  OF  THE  DURA  MATER. 


Sinuses  of  the        It  is  one  of  the  peculiarities  of  the  cerebral  cir- 
D0RA  Matkr.        culation,  that  the  blood  is  returned  through  canals 
or  sinuses  formed  by  the  dura  mater.    These  canals  are  produced 
Em.  2.  by  a  splitting  of  the  dura  mater  into  two 

layers  as  shown  in  fig.  2,  where  1  represents 
a  vertical  section  through  the  superior  longi- 
tudinal sinus.  They  are  lined  by  the  same 
smooth  membrane  as  the  rest  of  the  venous 
system.  Since  their  walls  consist  of  un- 
yielding structure,  and  are  always  on  the 
stretch,  it  is  obvious  that  they  are  admir- 
ably adapted  to  resist  the  pressure  of  the  brain.  There  are  fifteen 
of  these  sinuses ;  five  are  pairs,  and  five  are  single,  as  follows : 

The  five  pairs  of  sinuses  are —  The  fire  single  sinuses  are — 

The  lateral.  The  superior  longitudinal. 

The  superior  petrosal. 
The  inferior  petrosal. 
The  cavernous. 
The  occipital. 


DIAGRAM  TO  SHOW  FORMA' 
TION  OF  A  SINUS. 


The  inferior  longitudinal. 
The  circular. 
The  transverse. 
The  straight. 


GiTUDiNAL  Sinus. 


Fig.  3. 


The  blood  from  all  these  sinuses  is  eventually  discharged 
through  the  internal  jugular  veins. 
Superior  Lon-        This  runs  along  the  upper  edge  of  the  falx  cere- 
bri (fig.  3).    It  begins  very  small  at  the  crista 
galli,  gradually  increases  in  size 
in  its  course  backwards,  and  op- 
posite the   internal  protuberance 
of  the  occipital  bone  divides  into 
the  right  and  left  lateral  sinuses, 
the  right  being  generally  the  larger. 
Besides  numerous  veins  from  the 
cancellous  texture  of  the  skull-cap, 
the  superior  longitudinal  sinus  re- 
ceives large  veins  from  each  hemi- 
sphere of  the   cerebrum.    It  is 
interesting  to  observe  that  these 
veins  run  (  as  a  rule)  from  behind  forwards,  contrary  to  the  current 


1.  Superior  longitudinal  sinus. 

2.  Inferior  longitudinal  sinus, 
.'i.  Straight  sinus. 

4,  4.  Veuaj  Galeni. 


SUPERIOE  LONGITUDINAL  SINUS. 


9 


of  blood  in  the  sinus,  and  that  they  pass  through  the  wall  of  the 
sinus  very  obliquely,  like  the  ureter  into  the  bladder.  The  probable 
object  of  this  oblique  entrance  is  to  prevent  regurgitation  of  blood 
from  the  sinus  into  the  veins  of  the  brain. 

Cut  open  the  superior  longitudinal  sinus  :  observe  that  it  is 
triangular  with  its  base  upwards,  and  that  its  cavity  is  intersected 
in  many  places  by  slender  fibrous  cords,  termed  chordce  Willisii.* 
Their  precise  use  is  not  understood. 

aiANDUL^  In  the  neighbourhood  of  the  superior  longitu- 

Pacchiont.  dinal  sinus,  we  meet  with  small  white  elevated 

granulations,  sometimes  arranged  singly,  sometimes  in  clusters, 
which  are  received  into  the  depressions  on  the  inner  aspect  of  the 
skull-cap.  They  are  termed  glandulce  Paccliioni,]  and  are  found 
in  four  situations: — 1.  On  the  outside  of  the  dura  mater;  often 
so  large  as  to  occasion  depressions  in  the  bones.  2.  On  the  surface 
of  the  pia  mater.  3.  In  the  interior  of  the  longitudinal  sinus, 
covered  by  its  lining  membrane.  4.  On  the  posterior  and  antero- 
inferior parts  of  the  posterior  lobe  of  the  cerebrum. 

They  are  due  to  an  increased  growth  of  the  villi,  which  are  nor- 
mally found  in  the  arachnoid  membrane,  and  make  their  way, 
thi-ough  the  dura  mater  or  the  pia  mater,  to  the  different  situations 
in  which  they  are  found.  The  greatest  growth  takes  place  from 
the  visceral  layer,  as  may  be  seen  in  the  dissection  of  the  brain. 
These  bodies  are  not  found  at  birth,  but  usually  commence  their 
growth  about  the  third  year,  and  are  always  found  at  the  seventh 
year,  after  which  they  gradually  increase  as  life  advances. 

The  brain  should  now  be  removed,  and  preserved  in  spirit  for 
future  examination.  Its  anatomy,  with  that  of  its  remaining  mem- 
branes, will  be  described  in  a  subsequent  part  of  this  work. 

The  other  sinuses  should  now  be  examined. 
Latehal  These  are  the  two  great  sinuses  through  which 

Sinuses.  all  the  blood  from  the  brain  is  returned  to  the 

jugular  veins.    Their  course  is  well  marked  in  the  dry  skull.  The 

*  So  called  after  Willis,  who  first  described  them  in  his  work,  'De  Cerebri 
Anatome,'  1664, 

t  After  the  Italian  anatomist  who  first  described  thom,  in  1706. 
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SINUSES  OF  THE  DURA  MATER. 


right  is  usually  the  larger.  Each  commences  at  the  internal 
occipital  protuberance,  and  proceeds  at  first  horizontally  outwards, 
enclosed  between  the  layers  of  the  tentorium,  along  a  groove  in 
the  occipital  bone  and  the  posterior  inferior  angle  of  the  parietal ; 
it  then  descends  along  the  mastoid  portion  of  the  temporal  bone, 
and  again  indenting  the  occipital  bone,  turns  forwards  to  the 
foramen  lacerum  posterius,  and  terminates  in  the  internal  jugular 
vein.* 

Infeeioe  Lon-  This  is  of  small  size.  It  runs  in  the  inferior 
GiTUDiNAL  Sinus.  {^qq  border  of  the  falx  cerebri,  and  terminates  in 
the  straight  sinus  at  the  anterior  margin  of  the  tentorium 
(fig.  3). 

This  may  be  considered  as  the  continuation  of 
Stbaight  Sinus.  /  it 

the  preceding.    It  runs  along  the  line  of  junction 

of  the  falx  cerebri  with  the  tentorium  cerebelli,  and  terminates  at 

the  divergence  of  the  two  lateral  sinuses.    It  receives  the  two 

venoB  Galeni  (fig.  3),  which  return  the  blood  from  the  lateral 

ventricles  of  the  brain. 

Cayebnous  This  is  so  called  because  its  interior  is  inter- 

SiNus.  sected  by  numerous  cords.     It  extends  along 

the  side  of  the  body  of  the  sphenoid  bone,  outside  the  internal 

carotid  artery.     It  receives  the  ophthalmic  vein  which  leaves 

the  orbit  through  the  sphenoidal  fissure  ;  and  it  communicates 

with  the   circular   sinus  which  surrounds  the  pituitary  gland 

(fig-  4> 

This  surrounds  the  pituitary  body  (P  in  the 
CiECULAB  Sinus.  ,  .     ,  i     •  i  -xi. 

diagram  4),  and  communicates  on  eacb  side  witn 

the  cavernous  sinus. 

Petrosal  These  lead  from  the  cavernous  to  the  lateral 

Sinuses.  sinuses.    There  are  two  on  each  side.    The  supe- 

rior runs  along  the  upper  border  of  the  pars  petrosa,  in  the  attached 
border  of  the  tentorium  cerebelli ;  the  infeHor,  the  larger  of  the 
two,  runs  along  the  suture  between  the  pars  petrosa  and  the  occi- 


»  It  has,  in  some  subjects,  another  outlet,  through  the  foramen  mastoideum,  or  else 
through  the  posterior  condyloid  foriimeti. 
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pital  bone,  and  ends  in  the  lateral  sinus  just  before  this  termi- 
nates in  the  internal  jugular  vein. 

Transverse  This  extends  from  one  inferior  petrosal  to  the 

Sinus.  other,  across  the  basilar  process  of  the  occipital 

bone. 

Fig.  4. 


Ophtlialmic  vein. 


Third  nerve  .  .  .  . 
Fourth  nerve  .  .  . 
Sixth  nerve  .  .  . 
First  branch  of  the 
fifth  


Superior  petrosal  sinus 
Inf  srior  petrosal  sinus 


Carotid  artery. 
Cavernous  sinus. 


Lateral 
sinus. 


Superior  lon- 
gitudinal 
sinus. 


DIAGRAM  OF  THE  VENOUS  SINUSES  AT  THE  BASE  OF  THE  SKULL. 


These  are  very  small.    They  commence  around 
the  margin  of  the  foramen  magnum,  run  in  the 
falx   cerebelli,  and   open   into   the   divergence  of  the  lateral 


Occipital 
Sinuses. 


sinuses.' 


*  The  junction  of  the  several  sinuses  opposite  the  spine  of  the  occipital  bone  is 
termed  the  torcular  Herophili,  after  the  celebrated  anatomist  who  firs-t  described  it. 
It  is  a  kind  of  triangular  reservoir,  with  the  base  below,  and  presents  six  openings — 
namely,  that  of  the  superior  longitudinal  sinus,  those  of  the  two  lateral  and  of  the  two 
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MENINGEAL  AETEEIER. 


Meningeal  These  arteries  ramify  between  the  skull  and  the 

Arteuies.  dura  mater.    Their  course  may  be  traced  by  the 

grooves  which  they  make  in  the  bones.  They  are  termed  anterior, 
middle,  and  posterior,  from  the  fossse  in  which  they  ramify. 

The  anterior  meoiingeal  are  derived  from  the  ethmoidal  branches  of 
the  ophthalmic  artery,  and  supply  the  dura  mater  in  the  neighbourhood 
of  the  ethmoid  bone. 

The  middle  meningeal  are  three  in  number  :  the  most  important  is 
the  arteria  meningea  media,  a  branch  of  the  internal  maxillary  artery. 
It  enters  the  skull  through  the  foramen  spinosum,  and  divides  into  two 
principal  branches ;  one  runs  in  a  groove  near  the  anterior  border  of  the 
parietal  bone,  the  other  curves  backwards  over  the  temporal  bone,  and 
subsequently  ramifies  on  the  parietal  bone.  This  artery  gives  off  a  small 
branch — the  petrosal,  which  enters  the  hiatus  Fallopii  and  anastomoses 
with  the  stylo-mastoid  artery  in  the  aquasductus  Fallopii ;  and  one  or 
more  anastomosing  bi-anches  which  enter  the  oi'bit  through  the  si^henoidal 
fissm-e  to  communicate  with  the  ophthalmic  artery.  It  is  accompanied 
by  two  veins  which  empty  themselves  into  the  internal  maxillary  vein. 
The  arteria  meningea  parva,  which  enters  the  skull  through  the  foramen 
ovale,  and  a  meningeal  branch  from  the  ascending  pharyngeal  artery, 
which  comes  up  through  the  foramen  lacerum  medium,  also  supply  the 
dura  mater  and  bones  of  the  middle  fossa. 

The  posterior  ineningeal  come  from  the  occipital  and  the  vertebral 
arteries;  these  enter  the  skull  through  the  foramen  jugulare  and  the 
foramen  magnum,  respectively. 

The  position  of  the  meningeal  arteries  renders  them  liable  to 
injury  in  fractures  of  the  skull;  hence  extravasation  of  blood 
between  the  skull  and  dura  mater  is  one  of  the  common  causes  of 
compression  of  the  brain. 

The  student  should  now  examine  the  cranial 
Dissection.        j^erves  as  they  pass  out  through  the  foramina  in 
the  base  of  the  skull,  and  then  dissect  the  cavernous  sinus. 

Exit  of  the  The  cranial  nerves  proceed  in  pairs  through  the 

Cranial  Nerves.     foramina  at  the  base  of  the  skull ;  they  are  named 

occipital,  and  that  of  the  etniiglit  sinus.  The  term  toroular  is  an  incorrect  version  of 
the  original  word  (rai\V  (a  canal  or  gutter),  employed  by  Herophilus. 
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first,  second,  third,  fourth,  &c.,  pairs,  according  to  the  order  of 
succession  from  before  backwards. 

The  first  is  the  olfactory  nerve.  This  cannot  be  seen,  be- 
cause the  olfactory  bulb  has  been  removed  with  the  brain.  From 
the  bulb  proceed  about  twenty  branches,  which  pass  through  the 
foramina  in  the  cribriform  plate  of  the  ethmoid  bone,  and  are 
arranged  in  three  sets — inner,  middle,  and  outer.  The  inner  pass 
to  the  septum  nasi ;  the  middle  to  the  roof  of  the  nose  ;  and  the 
outer  to  the  outer  wall  of  the  nose  as  low  as  the  middle  turbinated 
bone. 

The  second  {optic  nerve)  passes  through  the  foramen  opticum 
into  the  orbit  accompanied  by  the  ophthalmic  artery. 

The  third  (motor  oculi)  passes  through  the  dura  mater,  close 
behind  the  anterior  clinoid  process,  traverses  the  outer  wall  of  the 
cavernous  sinus,  and  enters  the  orbit  through  the  sphenoidal  fissm*e. 
Before  passing  through  the  fissure,  it  divides  into  two  branches, 
an  upper  and  a  lower. 

The  fourth  (patheticus),  a  small  nerve,  passes  through  the 
dura  mater  a  little  behind  the  posterior  clinoid  process.  Like 
the  preceding  nerve,  it  passes  through  the  outer  wall  of  the  cavern- 
ous simis,  and  then  runs  forward  through  the  sphenoidal  fissure. 
Here,  it  lies  above  the  third  nerve,  and  is  finally  distributed  to 
the  superior  oblique  muscle. 

The  fifth  (trifacial  nerve)  passes  through  an  aperture  in  the 
dura  mater  beneath  the  tentorium  cerebelli,  just  above  the  point 
of  the  petrous  portion  of  the  temporal  bone.  It  is  formed  of  two 
parts — a  larger  or  sensory  root,  and  a  smaller  or  motor.  Upon  its 
larger  or  sensory  root  is  developed  a  large  ganglion,  the  Oasseman 
ganglion.  From  this  ganglion  proceed  the  three  primary  divi- 
sions of  the  nerve — the  ophthalmic,  which  passes  through  the 
outer  wall  of  the  cavernous  sinus,  and  subsequently  enters  the 
orbit  through  the  sphenoidal  fissure ;  *  the  superior  maxilla'}^, 

*  While  the  nerve  is  in  the  cavernous  sinus  it  receives  filaments  of  communication 
from  the  cavernous  plexus,  and  also  sends  back  a  branch  to  supply  the  tentorium 
cerebelli  (Arnold).  The  ophthalmic  nerve  is  frequently  very  intimately  connected 
"with  a  branch  from  the  fourth  nerve. 
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which  passes  throiigh  the  foramen  rotundum ;  and  the  inferior 
maxillary,  which  passes  through  the  foramen  ovale.  The  smaller 
root  of  the  fifth  lies  beneath  the  ganglion,  with  which  it  has  no 


Fig.  5. 


Olfactory  bulb 


Optic  nerve 

Third  nerve 

Fourth  nerve 
Fifth  nerve 

Sixth  nerve 

Seventh  nerve 

Nintli  nerve 

Eighth  nerve 


DIAGRAM  OF  THE  EXIT  OF  THE  ORANIAI.  NEETES. 


communication,  and  then  joins  the  inferior  maxillary  division  to 
supply  the  muscles  of  mastication  with  motor  power. 


CAVERNOUS  SINIJS. 
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The  sixth  {ahducens)  pierces  the  dura  mater  behind  the  body 
of  the  sphenoid  bone,  which  it  grooves.  It  then  passes  along 
the  inner  wall  of  the  cavernous  sinus,  external  to  the  carotid 
artery,  and  enters  the  orbit  through  the  sphenoidal  fissure,  to 
supply  the  external  rectus.  It  is  connected  with  the  cavernous 
plexus  as  it  passes  along  the  inner  wall  of  the  sinus. 

The  seventh^  consisting  of  the  facial  and  auditory  nerves,  passes 
(with  the  auditory  artery)  through  the  meatus  auditorius  internus, 
where  the  two  are  connected  with  each  other  by  small  offsets.  At 
first  the  facial  nerve  lies  internal  to  and  above  the  auditoiy  ;  bnt 
at  the  bottom  of  the  auditory  meatus,  the  facial  nerve  leaves  it  to 
traverse  a  tortuous  bony  canal,  the  '  aquseductus  Fallopii ; '  the 
auditory  being  distributed  to  the  internal  ear. 

The  eighth,  consisting  of  the  glosso-pharyngeal,  pneumo- 
gastric  and  spinal  accessory  nerves,  passes  through  the  anterior 
part  of  the  foramen  lacerum  posterius.  These  three  divisions  do 
not  all  pass  through  the  same  tube  of  the  dura  mater.  The 
glosso-pharyngeal  has  a  separate  tube,  anterior  to  the  other  two, 
which  have  a  common  one. 

The  ninth,  or  hypoglossal  nerve,  passes  through  the  anterior 
condyloid  foramen  in  two  fasciculi,  which  unite  external  to  the 
skull. 

We  must  now  examine  the  cavernous  sinus,  and 
Dissection.  ,  ' 

the  nerves  which  course  along  its  walls  to  the 
orbit— namely,  the  third,  the  fourth,  the  ophthalmic  division  of 
the  fifth  and  the  sixth  nerves. 
Cateenous  This  sinus  (fig.  4)  lies  by  the  side  of  the  body 

of  the  sphenoid  bone.  In  front  it  receives  the 
ophthalmic  vein,  which  passes  backwards  through  the  sphenoidal 
fissure  ;  while  posteriorly  it  divides  into  the  superior  and  inferior 
petrosal  sinuses,  which  have  been  already  described  ;  on  the  inner 
side  it  communicates  with  the  circular  sinus,  which  surrounds  the 
pituitary  body  (P  in  the  diagram  4).  The  interior  of  the  sinus 
is  remarkable  for  the  numerous  fine  bands  of  tissue  which  inter- 
lace in  all  directions. 

In  the  outer  wall  of  the  cavernous  sinus  we  trace,  from  above 
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downwards,  the  third  nerve,  the  fourth,  and  the  ophthalmic  divi- 
sion of  the  fifth,  in  their  course  to  the  orbit.  On  its  inner  wall, 
are  situated  the  internal  carotid  artery  with  the  sixth  nerve  below 
and  to  its  outer  side.  These  structures  are  not  actually  within 
the  sinus  so  as  to  be  bathed  by  the  blood,  for  they  are  separated 
from  it  by  the  lining  membrane  of  the  sinus. 

Eelative  Posi-  These  nerves  should  be  traced  from  the  cavernous 
TioNs  OF  Nehves  sinus,  forwards,  so  as  to  see  how  they  alter  their 
IN  Sphenoidal  relative  positions  before  entering  the  sphenoidal  fissure, 
lissuRB.  and,  again,  in  their  passage  through  it. 

Just  before  entering  the  sphenoidal  fissure,  the  foui'th  nerve  (on  its 
way  to  the  orbital  surface  of  the  superior  obHque)  gets  above  the  third, 
which  here  divides  into  an  upper  and  a  lower  branch  (both  proceeding 
to  the  ocular  surface  of  the  muscles  they  supply)  ;  lower  still,  we  have 
the  frontal,  lacrymal,  and  nasal  divisions  of  the  ophthalmic  ;  lowest  of 
all  is  the  sixth  nerve  on  its  way  to  the  external  rectus. 

In  their  passage  through  the  sphenoidal  fissure,  we  find  that  the 
fourth  nerve,  the  frontal  and  lacrymal  branches  of  the  ophthalmic,  lie  at 
the  top,  on  the  same  level,  and  in  the  above  order  from  within  outwards  : 
thus  they  enter  the  orbit  above  the  muscles.  Lower,  and  in  the  follow- 
ing order  from  above  downwards,  come  the  upper  division  of  the  third, 
the  nasal  branch  of  the  ophthalmic,  the  lower  division  of  the  third,  and 
the  sixth ;  all  of  which  (with  the  ophthalmic  vein)  enter  the  orbit 
between  the  two  origins  of  the  rectus  externus. 

The  dissector  will  better  remember  the  varying  i-elations  of  these 
nerves,  when  he  has  learnt  their  respective  destinations. 

CuBTBs  OF  THE  After  the  removal  of  the  cavernous  sinus,  a 
Carotid  Artebt.  good  view  is  obtained  of  the  curves,  like  the 
letter  S,  made  by  the  carotid  artery  on  the  side  of  the  pituitary 
fossa.  The  vessel  enters  the  cranium  at  the  apex  of  the  petrous 
portion  of  the  temporal  bone,  makes  its  sigmoid  curves,  and  then 
passes  through  the  dura  mater,  between  the  anterior  clinoid  pro- 
cess and  the  optic  nerve,  where  it  gives  off  the  ophthalmic  artery. 
Within  the  cavernous  sinus,  small  branches,  arteries  receptaculi, 
arise  from  the  carotid  and  supply  the  pituitary  body,  and  the 
walls  of  the  sinus. 

A  careful  dissection  would  show  a  plexus  of  sympathetic  nerves 
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on  the  carotid  artery,  as  it  lies  by  the  side  of  the  body  of  the 
sphenoid.  This  is  the  carotid  plexus.  It  is  connected  by  numerous 
filaments  with  the  sixth  nerve  and  the  Gasserian  ganglion.  Those 
filaments  of  the  sympathetic  seen  on  the  artery  in  the.  upper 
part  of  the  cavernous  sinus,  constitute  the  cavernous  plexus, 
which  is  in  communication  with  the  third,  the  foiuth,  and  the 
ophthalmic  division  of  the  fifth  nerves. 


THE  DISSECTION  OF  THE  NECK. 

Make  a  vertical  incision  through  the  skin,  down 
Dissection.  middle  of  the  neck  from  the  symphysis  of  the 

lower  jaw  to  the  sternum ;  a  second  along  the  clavicle  to  the 
acromion ;  a  third  along  the  base  of  the  jaw  as  far  as  the  mastoid 
process.  Eeflect  the  skin,  and  expose  the  cutaneous  muscle  called 
the  jjlatysma  viyoides.  Between  the  platysma  and  the  skin  is  a 
layer  of  adipose  tissue,  called  the  superficial  fascia.  It  varies  in 
thickness  in  different  subjects,  but  is  generally  more  abundant  at 
the  upper  part  of  the  neck,  especially  in  corpulent  individuals,  in 
whom  it  occasions  a  double  chin. 

Plattsma  The  jplatysma  myoides  is  the  thin  cutaneous 

Mtoides.  muscle  of  the  neck.    It  arises  from  the  sub- 

cutaneous tissue  over  the  pectoralis  major  and  deltoid  muscles;* 
thence  proceeding  obliquely  over  the  clavicle  and  the  side  of  the 
neck,  its  fibres  become  more  closely  aggregated,  and  terminate 
thus : — The  anterior  cross  those  of  the  opposite  platysma,  im- 
mediately below  the  symphysis  of  the  jaw,  and  are  lost  in  the 
skin  of  the  chin ;  the  middle  are  attached  along  the  base  of  the 
jaw  ;  the  posterior  cross  the  masseter  muscle,  and  terminate,  partly 
in  the  subcutaneous  tissue  of  the  cheek,  partly  in  the  muscles  at 
the  corner  of  the  mouth. f 

*  Some  anatomists  describe  it  as  Laving  a  slender  origin  from  the  clavicle  and  the 
acromion. 

t  Some  of  the  uppermost  fibres  of  this  part  of  the  platysma  fake  the  name  of 
musculus  risorius :  this  will  be  described  among  the  muscles  of  the  face. 

0 
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EXTERNAL  JUGULAR  VEIN. 


The  platysma  forms  a  strong  muscular  defence  for  the  neck. 
It  is  also  a  muscle  of  expression.*  It  is  supplied  with  nerves  by 
the  cervical  plexus,  and  by  the  cervical  branch  of  the  facial  nerve. 

^  Cut  through  the  platysma  near  the  clavicle  and 

Dissection.  .  °         t->         i    •  t 

turn  it  upwards.  Beneath  it  lies  the  general  in- 
vestment of  the  neck,  called  the  deep  cervical  fascia.  Upon  this 
fascia  we  trace  the  superficial  branches  of  the  cervical  plexus  of 
nerves,  the  external  jugular  vein,  and  a  smaller  vein  in  front, 
called  the  anterior  jugular.  These  superficial  veins  are  so  variable 
in  size  and  course,  that  a  general  description  only  is  applicable. 

ExTEENAL  The  external  jugular  vein  is  formed  within  the 

JuGtTLAB  Vein.  substance  of  the  parotid  gland  by  the  junction  of 
the  temporal  and  internal  maxillary  veins.  After  receiving  the 
transverse  facial  and  posterior  auricular  veins,  it  appears  at  the 
lower  border  of  the  gland,  crosses  obliquely  over  the  sterno-mastoid 
muscle  (fig.  6),  to  its  posterior  border,  nearly  as  low  down  as  the 
clavicle,  where  it  passes  through  the  deep  cervical  fascia  and  ter- 
minates in  the  subclavian  vein.  It  is  usually  provided  with  two 
pairs  of  valves.  A  line  drawn  from  the  angle  of  the  jaw  to  the 
middle  of  the  clavicle  would  indicate  its  course.  To  trace  the  vein, 
during  life,  press  upon  it  just  above  the  clavicle ;  but  do  not  be 
surprised  if  you  fail  to  find  it ;  it  is  sometimes  wanting,  and  fre- 
quently is  very  small. 

*  If  the  entire  muscle  bo  permanently  contracted  it  may  occasion  wry-neck,  though 
distortion  from  such  a  cause  is  an  exceedingly  rare  occurrence.  A  case  in  point  is 
related  by  Mr.  Gooch  {Chirurg.  Worlcs),  in  which  a  complete  cure  was  effected,  after 
the  failure  of  all  ordinary  means  of  relief,  by  the  division  of  the  platysma  a  little 
below  the  jaw. 

The  platysma  myoides  belongs  to  a  class  of  muscles  called  ciitaneoits,  from  their 
office  of  moving  the  skin.  There  are  not  many  in  man,  except  upon  the  neck  and  fare, 
and  there  is  a  little  one  {palmaris  brevis)  in  the  palm  of  the  Iiand.  To  understand 
their  use  thoroughly  we  must  refer  to  the  lower  orders  of  animals,  in  whom  they  fulfil 
very  importJint  functions,  by  moving  not  only  the  skin,  but  also  its  appendages.  For 
instance,  by  muscles  of  this  kind  the  hedgehog,  porcupine,  and  animals  of  tliat  family 
can  roll  themselves  up  and  erect  their  quills :  we  are  all  familiar  with  the  broad 
'pannicnlus  carnosus'  on  the  sides  of  herbivorous  quadrupeds,  which  enables  them  to 
twitch  their  skins,  and  thus  rid  themselves  of  insects.  In  birds,  too,  theso 
cutaneous  muscles  are  extremely  numerous,  each  feather  having  appropriate  muscles 
to  move  it. 


ANTEEIOR  JUGULAR  VEIN. 
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Near  the  angle  of  the  jaw  the  esternal  jugular  vein  communi- 
cates by  a  large  branch  with  the  internal  jugular. 

Before  its  termination  the  external  jugular  vein  generally  re- 
ceives the  supra-scapular,  posterior  scapular,  and  other  unnamed 
veins :  a  disposition  very  unfavourable  for  the  surgeon,  because 
there  is  a  confluence  of  veins  immediately  over  the  subclavian 
arteinj  in  the  place  where  it  is  usually  tied. 

Fio.  6. 


Cervical  branch  of 
facial n.  .    .  . 


Superficial  cervical 
nerve  .... 

External  jugu- 
lar v  

Anterior  jugu- 
lar v  


Small  occipital  n. 


Am'iculo-paro- 
tidean  n. 

Kervus  acces- 
sorius. 

Descending 
branch  of  cer- 
■vical  plexus. 


DIAGRAM  OF  THE  SUPERFICIAL  NEBYES  AND  VEINS  OF  THE  NECK. 


Antebior  The  anterior  jugular  vein  is  situated  more  in 

JugulabVein.  the  middle  of  the  neck,  and  is  much  smaller  than 
the  external  jugular.  It  commences  by  small  branches  below  the 
chin,  and  runs  down  the  front  of  the  neck,  nearly  to  the  sternum : 
it  then  curves  outwards,  beneath  the  sterno-mastoid  muscle,  and 
opens  either  into  the  external  jugular  or  the  subclavian  vein.  We 
commonly  meet  with  two  anterior  jugular  veins,  one  on  either 
side ;  immediately  above  the  sternum  they  communicate  by  a 
transverse  branch. 
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CUTANEOUS  NERVES  OF  THE  NECK, 


The  size  of  the  anterior  jugular  vein  is  inversely  proiDortionate 
to  that  of  the  external  jugular.  When  the  external  jugular  is 
small,  or  terminates  in  the  internal  jugular,  then  the  anterior 
jugular  becomes  an  important  supplemental  vein,  and  attains  con- 
siderable size.  It  is  not  uncommon  to  find  it  a  quarter  of  an  inch 
in  diameter,  and  we  have  seen  it  nearly  half  an  inch.  These 
varieties  should  be  remembered  in  tracheotomy. 

Superficial  lymphatic  glands  are  sometimes  found  near  the 
cutaneous  veins  of  the  neck.  They  are  small,  and  escape  observa- 
tion unless  enlarged  by  disease.  One  or  two  are  situated  over  the 
stemo-mastoid  muscle ;  others,  near  the  mesial  line. 

Cdtaneoits  -^^^  cutaneous  nerves  of  the  neck  are  the  super- 

Nerves  of  the  ficial  branches  of  the  cervical  plexus :  the  plexus 
Neck.  itself  cannot  at  present  be  seen.    It  lies  under  the 

sterno-mastoid  muscle,  close  to  the  transverse  processes  of  the  four 
upper  cervical  vertebras,  and  is  formed  by  the  communications  of 
the  anterior  divisions  of  the  four  upper  cervical  nerves.  The 
cutaneous  branches  of  the  plexus  emerge  from  beneath  the  posterior 
border  of  the  sterno-mastoid,  and  take  different  directions.  They 
are  named  thus  (fig.  6)  : 

r  A       J-     1       1  f  Aiiriculo-parotidean. 

Ascending  branches .       .       .       •  ]        ,      ;  . 

^  ( Small  occipital-. 

Cutaneous  branches  of    Transverse  branch  .       .      ■.       .     Superficial  cervical. 


the  cervical  plexus. 


Descendini?  branches 


Sternal. 
Clavicular. 
Acromial. 


The  auriculo-parotidean  n.  comes  from  the  second  and  thu'd  cervical 
nerA'^es,  and  ascends  obliquely  over  the  sterno-mastoid  muscle,  near  the 
external  jugular  vein,  towards  the  parotid  gland.  Near  the  gland  it 
divides  into  two  principal  branches,  of  which  the  anterior  or  facial  branch 
is  distributed  to  the  skin  over  the  parotid  gland,  and  the  side  of  the 
cheek ;  the  posterior,  after  ascending  a  short  distance,  gives  oflf  an  auri- 
cular branch,  which  ramifies  mainly  upon  the  cranial  aspect  of  the 
cartilage  of  the  ear ;  and  a  smaller  branch,  the  mastoid,  which  supplies 
the  skin  over  the  mastoid  process.  Other  filaments  of  this  nerve  commu- 
nicate in  the  substance  of  the  parotid  gland  with  branches  of  the  facial 
nerve. 


CERVICAL  FASCIA. 
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The  small  occipital  n.  comes  from  the  second  cervical  nerve.  It  runs 
near  the  posterior  border  of  the  sterno-mastoid  muscle  to  the  occiput, 
-where  it  supplies  the  back  of  the  scalp,  and  communicates  with  the  gi-eat 
occipital  and  the  posterior  auricular  nerves.  It  also  sends  off  a  branch, 
which  is  distributed  to  the  skin  of  the  temporal  region.  Beneath  the 
sterno-mastoid  this  nerve  commonly  forms  a  loop,  which  embraces  the 
nervus  accessorius,  and  sends  a  branch  to  it. 

The  tramverse  branch,  called  the  superficial  cervical  n.,  comes  from 
the  second  and  third  cervical  nerves.  It  passes  forwards  over  the  sterno- 
mastoid  muscle,  and  supplies  the  front  of  the  neck.  Some  of  its  filaments 
ascend  towards  the  jaw,  and  join  the  cervical  branch  of  the  facial  nerve  ; 
other  filaments  descend  and  supply  the  skin  in  front  of  the  neck  as  low 
as  the  sternum. 

The  descending  branches  are  derived  from  the  third  and  fourth  cervi- 
cal nerves,  and  divide  into  three  branches,  which  cross  over  the  cla^^.cle, 
and  supply  the  skin  of  the  front  of  the  chest  and  shoulder.  Of  these, 
one,  called  the  sternal,  supplies  the  skin  over  the  upper  part  of  the 
sternum ;  another,  the  clavicular,  passes  over  the  middle  of  the  clavicle, 
and  is  distiibuted  to  the  skin  over  the  pectoral  muscle,  the  mammary 
gland,  and  the  nipple ;  the  third,  named  acromial,  crosses  over  the 
acromion  to  supply  the  skin  of  the  shoulder. 

Eeviewing  these  cutaneous  branches  of  the  cervical  plexus,  we 
find  that  they  have  a  very  wide  distribution,  for  they  supply  the 
skin  covering  the  following  parts — viz.,  the  ear;  the  back  of  the 
scalp,  the  side  of  the  cheek,  the  parotid  gland,  the  front  and  side 
of  the  neck,  the  upper  and  front  part  of  the  chest  and  shoulder. 

Cervical  Look  for  this  branch  beneath  the  fascia  near 

Branch  OF  THE  the  angle  of  the  jaw'  (p.  92).  It  leaves  the 
I'AciAL  Nerve.  parotid  gland,  and  divides  into  filaments  which 
curve  forwards  below  the  jaw ;  some  of  these  join  the  transverse 
branch  of  the  cervical  plexus  ;  others  supply  the  platysma. 

Deep  Cervical  Now  turn  your  attention  to  the  membranous 
Fascia.  investment  called  the  deep  cervical  fascia^  which 

encloses  the  several  structures  of  the  neck.  In  some  subjects  the 
fascia  is  very  thin ;  in  others,  with  strong  muscles,  it  is  pro- 
portionally dense  and  resisting.  It  is  always  stronger  in  par- 
ticular situations,  for  the  more  effective  protection  of  the  parts 
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CERVICAL  FASCIA. 


beneath ;  for  instance,  in  front  of  the  trachea,  in  the  fossa  above 
the  clavicle,  and  below  the  angle  of  the  jaw.  It  not  only  covers 
the  soft  parts  of  the  neck  collectively,  but,  by  its  inflections,  forms 
separate  sheaths  for  the  muscles,  vessels,  and  glands.  It  isolates 
them,  and  keeps  them  in  their  proper  relative  position.  A  length- 
ened description  of  its  numerous  layers  would  be  not  only  extremely 
tedious,  but  unintelligible,  without  considerable  knowledge  of  the 
anatomy  of  the  neck.  We  propose,  therefore,  to  give  only  a 
general  outline  of  the  fascia,  and  of  its  principal  layers,  com- 
mencing from  behind. 

Tracing  it  from  behind,  we  find  that  the  cervical  fascia  (some- 
times called  deep  cervical  or  muscular  fascia  of  the  neck)  is 
attached  to  the  ligamentum  nuchse  and  to  the  spinous  and  trans- 
verse processes  of  the  cervical  vertebras.  From  these  attachments 
it  passes  forwards  over  the  posterior  triangle  of  the  neck  to  the 
posterior  border  of  the  sterno-mastoid,  where  it  splits  into  two 
layers,  which  invest  that  muscle  and  reunite  at  its  anterior  border. 
It  then  passes  towards  the  mesial  line,  where  it  becomes  continuous 
with  the  corresponding  fascia  of  the  opposite  side.  The  layer 
which  lies  in  front  of  the  sterno-mastoid  is  attached  above  to  the 
base  of  the  inferior  maxilla,  and  passes  over  the  parotid  gland,  to 
the  zygoma,  to  the  mastoid  process,  and  the  superior  curved  line  of 
the  occipital  bone.  Traced  downwards,  we  find  it  attached  to  the 
clavicle  and  to  the  upper  border  of  the  sternum.  In  the  middle  line 
it  is  closely  connected  to  the  hyoid  bone,  and  below  the  thyroid 
body  divides  into  two  layers,  one  being  attached  to  the  front  of  the 
upper  border  of  the  sternum,  the  other  to  the  back  of  the  upper 
border  of  the  same  bone.  Between  these  layers  there  is  a  well- 
marked  interval,  containing  more  or  less  fat,  and  one  or  two  small 
lymphatic  glands.  This  layer  forms  investing  sheaths  for  the 
depressor  muscles  of  the  os  hyoides  and  larynx. 

The  other  layer — viz.,  that  which  passes  beneath  the  sterno- 
mastoid — forms  the  common  sheath  for  the  carotid  artery,  internal 
jugular  vein,  and  the  pneumogastric  nerve,  which  lie  behind 
this  muscle  ;  it  is  continued  behind  the  pharynx  (constituting 
the  prcEvertebral  fascia)  to  join  the  fascia  of  the  opposite  side. 


CERVICAL  FASCIA. 
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Below,  it  is  attached  to  the  first  rib,  to  which  it  binds  down 
the  intermediate  tendon  of  the  omo-hyoid ;  and  still  further 
down  it  is  continuous  in  the  chest  with  the  pericardium.  It 
may,  also,  be  traced  under  the  clavicle  along  the  axillary 
vessels  and  nerves  into  the  axilla.  Above,  it  is  attached  to  the 
angle  of  the  lower  jaw,  from  which  it  extends  backwards  to  the 
styloid  process,  and  forms  the  stylo-maxillary  ligament.  Thence 
it  is  attached  to  the  base  of  the  skull,  the  petrous  portion 
of  the  temporal  bone,  and  the  basilar  process  of  the  occipital 
l)one. 

A  correct  knowledge  of  the  attachments  of  the  principal  layers 
of  the  cervical  fascia  is  essential  to  a  right  understanding  of  the 
course  which  pus  takes  when  it  forms  in  the  neck.  For  instance, 
suppose  the  pus  to  be  formed  at  the  lower  part  of  the  neck.  If 
it  be  seated  immediately  under  the  superficial  layer  (which  is 
attached  to  the  clavicle),  it  may  burrow  beneath  the  clavicle  into 
the  axilla.  But  if  it  be  seated  beneath  the  deep  layer  (which  is 
attached  to  the  first  rib),  then  it  becomes  a  more  serious  affair, 
since  the  pus  may  travel  through  the  loose  tissue  by  the  side  of 
the  pharynx,  and  make  its  way  into  the  chest,  where  it  may  burrow 
down  the  anterior  or  the  posterior  mediastinum,  and  burst  into 
the  trachea  or  the  oesophagus. 

Besides  forming  sheaths  for  the  several  structures  of  the  neck, 
there  are  other  purposes  to  which  the  cervical  fascia  is  subservient. 
The  firm  attachment  of  its  layers  to  the  sternum,  the  first  rib,  and 
the  clavicle,  forms  a  fibrous  barrier  at  the  upper  opening  of  the 
chest,  which  supports  the  soft  parts,  and  prevents  their  yielding 
to  the  pressure  of  the  atmosphere  during  inspiration.  Dr.  Allan 
Burns  first  pointed  out  this  important  function  of  the  cervical 
fascia,  and  has  recoixled  a  case  exemplifying  the  results  of  its 
destruction  by  disease. 

Moreover,  the  great  veins  at  the  root  of  the  neck,  namely,  the 
internal  jugular,  subclavian,  and  innominate,  are  so  closely  united 
by  the  cervical  fascia  to  the  adjacent  bones  and  muscles,  that 


*  'Surgical  Anatomy  of  the  Head  and  Neck.' 
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STERNO-CLEIDO-MASTOIDEUS. 


when  divided  they  gape.  They  are,  as  the  French  express  it, 
'  canalisees^  and  are  therefore  better  able  to  resist  the  pressure  of 
the  atmosphere,  which  tends  to  render  them  flaccid  and  imper- 
vious during  inspiration.  But  this  anatomical  disposition  of  the 
great  veins  makes  them  more  liable  to  the  entrance  of  air  when 
wounded.  Instances  of  death  have  been  recorded,  resulting  from 
the  sudden  entrance  of  air  into  the  veins  during  operations  about 
the  neck,  or  even  the  axilla. 

Steeno-cleido-  The  sterno-cleido-mastoideus  arises  by  a  rounded 
MASToiDEus.  teudou  from  the  upper  part  of  the  sternum,  and 

by  fleshy  fibres,  from  the  sternal  third  of  the  clavicle.  It  is 
inserted  by  a  thick  tendon  into  the  mastoid  process,  and  by  a 
thin  aponeurosis  into  about  the  outer  half  of  the  superior  curved 
ridge  of  the  occipital  bone. 

The  sternal  origin  of  the  muscle  is  at  first  separated  from  the 
clavicular  by  a  slight  interval:  subsequently  the  sternal  fibres 
gradually  overlap  the  clavicular.  The  muscle  is  confined  by  its 
strong  sheath  of  fascia,  in  such  a  manner  that  it  forms  a  slight 
curve,  with  the  convexity  forwards.  Observe  especially  that  its 
front  border  overlaps  the  common  carotid  artery  ;  along  this  border 
we  make  the  incision  in  the  operation  of  tying  the  vessel. 

Action  of  When  both  stemo-mastoids  act  simultaneously 

STEENo-MASToin.  they  draw  the  head  and  neck  forwards,  and  are 
therefore  especially  concerned  in  raising  the  head  from  the  re- 
cumbent position.  "WTien  one  stemo-mastoid  acts  singly,  it  turns 
the  head  obliquely  towards  the  opposite  shoulder ;  in  this  action 
it  co-operates  with  the  splenius  of  the  other  side.'^  On  emergency, 
the  sterno -mastoid  acts  as  a  muscle  of  inspiration,  by  raising  the 
sternum ;  its  fixed  point  being,  in  this  case,  at  the  head. 

The  sterno-mastoid  is  supplied  by  three  nutrient  arteries — an 

*  The  single  action  of  the  muscle  is  well  seen  when  it  becomes  rigid  and  causes  a 
wry  nook.  Other  means  of  relief  failing,  the  division  of  the  nniscle  near  its  origin  is 
sometimes  beneficial  in  curing  the  distortion.  In  deciding  as  to  the  propriety  of  this 
operation,  we  should  be  careful  to  examine  the  condition  of  tlie  other  muscles,  Ust. 
after  having  divided  the  sterno-mastoid,  we  should  be  disuppoiuted  in  removing  the 
deformity. 


TB,IANGLES  OP  THE  NECK. 


25 


upper,  a  middle,  and  a  lower.  The  upper  sterno-mastoid  artery,  a 
branch  of  the  occipital,  enters  the  muscle  with  the  n.  accessorius, 
close  to  the  mastoid  process  of  the  temporal  bone ;  the  middle 
mastoid  is  a  branch  of  the  superior  thyroid,  and  enters  the  under 
surface  of  the  muscle,  crossing-  over  the  common  carotid  on  a 
level  with  the  thyroid  cartilage;  the  lower  mastoid  is  a  branch 
of  the  supra-scapular,  and  supplies  the  clavicular  portion  of  the 
muscle,  close  to  its  origin. 

The  sterno-mastoid  is  supplied  with  nerves  by  the  n.  acces- 
sorius, and  by  branches  from  the  deep  cervical  plexus ;  these 
branches  come  from  the  second  and  sometimes  the  third  cervical 
nerves. 

Triangles  of  Anatomists  avail  themselves  of  the  oblique 

THE  Neck.  direction  of  the  sterno-mastoid  muscle  to  divide 

the  neck  on  each  side  into  two  great  triangles,  an  anterior  and  a 
posterior  (fig.  7).  The  base  of  the  anterior  triangle  is  formed  by 
the  jaw,  its  sides  by  the  mesial  line  and  the  front  border  of  the 
sterno-mastoid.  The  posterior  has  the  clavicle  for  the  base,  while 
the  sides  are  defined  by  the  hind  border  of  the  sterno-mastoid,  and 
the  front  border  of  the  trapezius. 

The  omo-hyoid  muscle,  which  crosses  the  neck  under  the 
sterno-mastoid,  subdivides  these  primary  triangles  into  four  smaller 
ones  (fig.  7),  of  unequal  size :  an  anterior  superior,  an  anterior 
inferior,  a  posterior  superior,  and  a  posterior  inferior.  The 
direction  of  the  omo-hyoid  muscle  renders  their  boundaries  at  once 
obvious. 

Contents  of  The  fat  and  connective  tissue  must  now  be  care- 

PosTEraoB  fully  removed  from  the  posterior  triangle.  The 

Trian-gi.e.  following  muscles  will  be  seen  forming  its  floor, 

viz.,  beginning  from  above,  the  splenius  capitis,  the  levator  anguli 
scapulas,  the  scalenus  medius  and  posticus,  and  a  siaall  portion  of 
the  serratus  magnus.  This  triangle  is  subdivided  into  two  unequal 
parts  by  the  posterior  belly  of  the  omo-hyoid — an  upper  or  occi- 
jjital  and  a  lower  or  clavicular.  In  the  occipital  triangle,  besides 
the  muscles  just  mentioned  (with  the  exception  of  the  serratus 
magnus),  are  found  the  superficial  branches  of  the  cervical  plexus, 
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and,  passing  obliquely  downwards  from  beneath  the  sterno-mastoid 
IS  the  spinal  accessory  nerve,  which  enters  the  under  part  of  the 
trapezius.  The  transversalis  colli  (posterior  scapular)  artery 
and  vein,  and  "its  branch  the  superficialis  colli  (which  chiefly 
supplies  the  trapezius),  cross  transversely  outwards  the  lower  part 
of  the  space.  A  chain  of  lymphatic  glands  is  also  found  along  the 
posterior  border  of  the  sterno-mastoid. 


Nehtus  The  upper  part  of  the  sterno-mastoid  is  traversed 

Accessorius.  obliquely  by  a  large  nerve  called  the  spinal  acces- 

sory or  n.  accessorius.  This  nerve,  one  of  the  three  composing 
the  eighth  pair  of  cerebral  nerves,  arises  from  the  side  of  the 
medulla  oblongata  below  the  pneumogastric  nerve,  and  from  the 
cervical  portion  of  the  spinal  cord  by  a  series  of  filaments  from  the 
lateral  tract  as  low  down  as  the  sixth  cervical  vertebra.  It  ascends 
between  the  ligamentum  denticulatum  and  the  posterior  roots  of 
the  spinal  nerves,  through  the  foramen  magnum  into  the  skull. 


SUPRA-CLAVICULAR  TRIANGLE. 
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It  consists  of  two  portions,  a  medullary  and  a  spinal,  and  leaves 
the  skull  through  the  foramen  jugulare.  Here  the  medullary 
or  accessory  portion  is  connected  with  the  ganglion  of  the  root 
of  the  pneumogastric  by  several  filaments;  and  lower  down  it 
again  joins  the  pneumogastric  at  the  ganglion  of  the  trunk, 
below  which  the  two  nerves  become  blended.  The  medullary  and 
spinal  portions  communicate  in  the  foramen  jugulare.  Below  the 
foramen  the  spinal  part  runs  behind  the  internal  jugular  vein, 
then  pierces  obliquely  the  upper  third  of  the  sterno-mastoid,  and 
crosses  the  posterior  triangle  of  the  neck  to  the  under  surface  of 
the  trapezius,  to  which  it  is  distributed.  The  nervus  accessorius 
supplies  also  the  sterno-mastoid,  and,  after  leaving  the  muscle,  is 
joined  by  branches  from  the  second  and  third  cervical  nerves. 
Beneath  the  trapezius  it  forms  a  plexus  with  the  third  and  fourth 
cervical  nerves.  The  upper  mastoid  artery,  a  branch  of  the  occi- 
pital, enters  the  sterno-mastoid  with  the  nerve. 

StjPKA-cLAvicu-  The  supra-clavicular  triangle  is  bounded  below 
LAR  Triangle.  by  the  clavicle,  in  front  by  the  outer  border  of 
the  sterno-mastoid,  and  above  by  the  posterior  portion  of  the  omo- 
hyoid muscle.  The  area  of  the  triangle  thus  formed  will  vary 
in  proportion  to  the  obliquity  of  the  omo-hyoid  muscle,  and  the 
extent  to  which  the  sterno-mastoid  and  trapezius  are  attached  to 
the  clavicle.  The  depth  of  the  vessels  and  nerves  contained  in 
this  space  depends,  not  only  upon  the  degree  to  which  the  clavicle 
arches  forwards,  but  varies  with  the  elevation  and  depression  of 
the  shoulder. 

Immediately  beneath  the  skin  covering  this  region  we  find  the 
platysma  myoides,  the  descending  branches  of  the  cervical  plexus, 
and  a  layer  of  fascia  which  binds  down  the  omo-hyoid  muscle  to 
the  clavicle.  Beneath  this  is  a  deeper  layer  of  fascia,  which  covers 
the  subclavian  vessels  and  the  brachial  plexus  of  nerves,  and 
descends  with  them  beneath  the  clavicle  into  the  axilla.  Between 
these  two  layers  we  meet  with  more  or  less  fat  and  areolar  tissue, 
and  lymphatic  glands  continuous  with  those  in  the  axilla.  It  will 
be  easily  understood  how  a  collection  of  pus,  originating  in  the 
axilla,  may  ascend  in  front  of  the  vessels  and  point  above  the 
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clavicle,  or,  vice  versa,  how  matter  formed  in  the  neck  may  travel 
under  the  clavicle  and  point  in  the  axilla. 

Near  the  posterior  border  of  the  stern o-mastoid  muscle  the 
external  jugular  vein  passes  through  both  layers  of  the  fascia,  and 
terminates  in  the  subclavian ;  but  before  its  termination  it  is 
commonly  joined  by  the  supra-scapular,  the  posterior  scapular, 
and  other  unnamed  veins  proceeding  from  the  surrounding 
muscles ;  so  that  there  is  in  this  situation  a  confluence  of  veinSy 
which,  when  large  or  distended,  are  exceedingly  embarrassing. 

Dxs-ECTio  '^^^  fascia  and  the  glands  should  be  removed, 

and  the  following  objects  carefully  dissected. 
Behind  and  nearly  parallel  with  the  clavicle  is  the  supra-scapular 
(transversal! s  humeri)  artery,  a  branch  of  the  thyroid  axis.  A 
little  higher  is  the  transversalis  colli,  or  posterior  scapular  (com- 
monly a  branch  of  the  thyroid  axis),  which  crosses  the  lower  part 
of  the  neck  towards  the  posterior  superior  angle  of  the  scapula. 
Both  these '  arteries,  the  last  'particularly,  are  very  irregular  in 
respect  to  their  origin.  Search  for  the  outer  border  of  the  scalenus 
anticusj  which  descends  from  the  transverse  processes  of  the 
cervical  vertebrae  to  the  first  rib :  running  down  longitudinally 
upon  it  is  seen  the  phrenic  nerve.  The  subclavian  vein  lies  upon 
the  first  rib  in  front  of  the  insertion  of  the  anterior  scalene  muscle. 
The  subclavian  artery,  which  appears  a  little  higher  than  the  vein 
beliind  the  outer  border  of  the  scalenus  anticus,  must  be  fairly 
exposed,  care  being  taken  to  preserve  the  small  branch  which  pro- 
ceeds from  the  brachial  plexus  to  the  subclavius  muscle.  The  large 
nerves  constituting  the  brachial  plexus  will  be  found  emerging 
between  the  scalenus  anticus  and  medius,  higher  than  the  subcla- 
vian artery,  and  on  a  plane  posterior  to  that  vessel. 

Dissection  The  anterior  triangle  must  now  be  dissected. 

OF  THK  Anterior  In  doing  SO,  notice,  before  the  deep  cervical  fascia 
TniANGLE.  1-emoved,  the  arching  forwards  of  the  anterior 

border  of  the  sterno-mastoid  muscle,  which  is  connected  to  the 
lower  jaw  by  the  fascia,  so  that  the  common  carotid  artery  is  con- 
cealed from  view  before  the  parts  are  disturbed.  Then  examine  the 
flat  muscles  in  front  of  the  neck,  which  pull  down  the  larynx  and 
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OS  hyoides;  namely,  the  sterno-hyoid,  sterno-thyroid,  omo-hyoid,  and 
thyro-hyoid.*  Remove  the  fascia  which  covers  them,  disturbing 
them  as  little  as  possible,  and  take  care  of  the  nerves  (branches  of 
the  descendens  noni),  which  enter  their  outer  borders. 

The  sterno-hyoid  arises  from  the  back  part  of 
Sterno-htoid.  sternum  and  posterior  stern o-clavicular  liga- 

ment, and  occasionally  from  the  clavicle  and  cartilage  of  the  first 
rib,  and  is  inserted  into  the  lower  border  of  the  body  of  the 
OS  hyoides.  This  is  the  most  superficial  of  the  muscles  in  front  of 
the  neck.  We  cut  in  the  mesial  line  between  these  muscles  in 
laryngotomy. 

Stkeno-  The  sterno-thyroid  arises  from  the  back  part  of 

THTRoiD.  the  sternum,  below  and  internal  to  the  origin  of 

the  sterno-hyoid,  and  the  cartilage  of  the  first  rib,  and  is  inserted 
into  the  oblique  ridge  on  the  ala  of  the  thyroid  cartilage.  This 
muscle  is  situated  immediately  under,  and  is  much  broader  than, 
the  sterno-hyoid. 

The  two  sterno-hyoid  muscles  converge  as  they  ascend  to  their 
insertions,  and  opposite  the  cricoid  cartilage  and  the  two  or  three 
upper  rings  of  the  trachea  they  are  in  contact  with  one  another. 
The  sterno-thyroid,  however,  diverge  to  their  insertions,  but  are  in 
contact  below,  the  result  of  which  is  that  the  trachea  is  completely 
covered  in  front  by  muscular  fibres. 

The  omo-hyoid  arises  from  the  upper  border 

OmO-HTOID.  T  , 

01  the  scapula,  and  irom  the  ligament  over  the 
notch,  and  is  inserted  into  the  lower  border  of  the  body  of  the 
OS  hyoides  near  the  great  cornu.  This  muscle  consists  of  two 
fleshy  portions  connected  by  a  tendon.  From  the  scapula  it 
comes  nearly  horizontally  forwards  across  the  lower  part  of  the 
neck,  and  passes  beneath  the  sterno-mastoid,  over  the  sheath  of  the 
great  vessels  of  the  neck ;  then,  changing  its  direction,  it  ascends 
nearly  vertically  close  to  the  outer  border  of  the  sterno-hyoid. 

*  The  sterno-hyoid  and  sterno-thyroid  muscles  often  present  slight  transverse 
tendinous  lines.  These  tendinous  intersections  are  quite  rudimentary  in  man  ;  hut  in 
some  animals  with  long  necks,  e.g.  the  giraffe,  they  are  so  developed  that  each  de- 
pressor muscle  is  composed  of  alternations  of  muscle  and  tendon. 
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Thus  the  muscle  does  not  proceed  straight  from  origin  to  insertion, 
but  forms  an  obtuse  angle  beneath  the  sterno-mastoid  muscle.' 
The  intermediate  tendon  is  situated  at  the  angle,  and  is  bound 
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C'ENTK.VL  LINE  OF  NECK. — COUESE  AND  RELATIONS  OF  C01I3I0N  CAROTID  ARTERY. 

down  to  the  first  rib  and  the  sternum  by  a  process  of  the  deep 
cervical  fascia.  The  object  of  this  peculiar  direction  of  the  omo- 
hyoid appears  to  be  to  keep  tense  that  part  of  the  cervical  fascia 
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which  covers  the  apex  of  the  lung,  and  thus  to  resist  atmospheric 
pressure. 

The   sterno-hyoid,   sterno-thyroid,  and  omo- 

ACTIOK  OF  THE  ^  J         '  / 

Depressor  hyoid  muscles,  co-operate  in  fixing  the  larynx  and 

Muscles.  qs  hvoides,  e.  g.  in  sucking,  or  they  depress  the 

larynx  after  it  has  been  raised  in  deglutition.  Again,  they  depress 
it  in  the  utterance  of  low  notes.  That  the  larynx  is  raised  or 
depressed  according  to  the  height  of  the  note  may  be  ascertained 
by  placing  the  finger  upon  it  while  singing  through  an  octave. 

These  depressor  muscles  are  all  supplied  with  nerves  (fig.  8, 
p.  30)  by  the  descend&ns  noni  (a  branch  of  the  ninth  or  hypo- 
glossal), and  by  the  communicantes  noni  (branches  of  the  second 
and  third  cervical  nerves).  The  descendens  noni  sends  a  separate 
branch  to  each  belly  of  the  omo-hyoid.  They  are  supplied  with 
blood  by  the  superior  and  inferior  thyroid  arteries. 

The  thyro-hyoid  arises  from  the  oblique  line 

HTHo  HToiD.  thyrold  cartilage,  and  runs  up  to 

be  inserted  into  the  body  and  lialf  the  great  cornu  of  the  os  hyoides. 

This  muscle  is  a  continuation  of  the  sterno-thyroid.    It  is  supplied 

by  a  special  branch  from  the  hypoglossal  nerve.    It  covers  the 

thyro-hyoid  membrane  and  the  superior  laryngeal  nerve  and  ai"tery, 

as  they  enter  the  larynx. 

^  The  stern o-mastoid  muscle  must  now  be  cut 

Dissection 

transversely  through  the  middle,  and  the  two  ends 
turned  upwards  and  downwards,  so  that  they  may  be  replaced  if 
necessary.  This  done,  notice  the  strong  layer  of  fascia  which  lies 
under  the  muscle  and  forms  part  of  its  sheath.  It  is  attached  to 
the  angle  of  the  jaw,  thence  descends  over  the  large  vessels  of  the 
neck,  and  is  firmly  connected  to  the  clavicle  and  first  rib.  This 
fascia  prevents  matter  coming  to  the  surface,  when  suppuration 
takes  place  by  the  side  of  the  pharynx. 

Eemove  the  fascia,  and  clean  the  various  structures  beneath 
the  sterno-mastoid,  taking  care  not  to  cut  away  the  descendens 
noni  and  communicantes  noni  nerves,  which  cross  the  sheath  of 
the  common  carotid.  Dissect  out  the  lymphatic  glands  which  lie 
along  the  sheath  of  the  large  vessels, 
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Parts  EXPOSED  The  objects  exposed  to  view,  when  the  muscle  is 
nKNEATii  THE  reflected,  are  very  numerous.  Among  these  the  more 
Steeno-mastoid.  important  are :  the  splenius  capitis  and  colli,  the 
posterior  belly  of  the  digastricus,  the  levator  anguli  scapulae,  sca- 
lenus medius  and  anticus,  omo-hyoid,  sterno-hyoid,  and  sterno- 
thyroid muscles ;  the  occipital  artery,  the  common  carotid  artery 
and  its  division,  the  internal  jugular  vein,  the  subclavian  artery 
and  the  branches  of  the  first  part  of  its  course,  the  cervical  plexus, 
and  the  lower  cervical  nerves  which  form  the  brachial  plexus: 
the  phrenic,  pneumogastric,  hypoglossal,  and  spinal  accessory 
nerves,  the  descendens  and  communicantes  noni  nerves ;  the  sub- 
clavian vein  and  its  tributaries  ;  and  lastly,  a  small  part  of  the 
parotid  gland,  and  the  three  sterno-mastoid  arteries.  On  the 
^^^left  side,  in  addition,  we  find  the  thoracic  duct. 

Course  and  The  common  carotid  arises  on  the  right  side 

Eef^tions  of  the  from  the  arteria  innominata  behind  the  upper 
Common  Caeotid.  i^^iYt  of  the  right  sterno-clavicular  articulation  ; 
on  the  left,  from  the  arch  of  the  aorta.  It  ascends  in  front  of  the 
bodies  of  the  cervical  vertebrse,  by  the  side  of  the  trachea^  thyroid 
gland,  and  larynx,  as  high  as  the  upper  border  of  the  thyroid 
cartilage,  and  then  divides  into  the  external  and  internal  carotid. 
Thus  a  line  drawn  from  the  sternal  end  of  the  clavicle  to  a  point 
midway  between  the  mastoid  process  and  the  angle  of  the  jaw,  will 
nearly  indicate  its  course.  It  is  contained  in  a  sheath  of  the  deep 
cervical  fascia.  In  the  same  sheath  are  the  internal  jugular  vein 
and  the  pneumogastric  nerve.  The  vein  lies  on  the  outer  side  of, 
a.nd  parallel  with,  the  artery :  the  nerve  lies  behind,  and  between 
the  artery  and  the  vein.  Behind  the  sheath  are  the  sympathetic 
nerve,  the  inferior  thyroid  artery,  and  the  recurrent  laryngeal  nerve. 
Lastly,  along  the  vertebral  column  the  sheath  lies  successively 
upon  the  longus  colli  and  the  rectus  capitis  anticus  major  muscles. 
Owing  to  the  increasing  breadth  of  the  larynx,  the  two  common 
carotid  arteries,  which  at  their  origin  lie  near  together,  are 
separated  by  a  wide  interval  at  their  point  of  division. 

At  the  lower  part  of  the  neck  the  carotid  artery  is  deeply 
seated ;  it  is  covered  by  the  superficial  fascia,  platysma  myoides, 
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deep  fascia,  the  sternal  portion  of  the  sterno-mastoid,  the  sterno- 
hyoid, and  thyroid  muscles,  and,  on  a  level  with  the  cricoid  carti- 
lage, it  is  crossed  by  the  omo-hyoid.  Above  this  point  the  artery 
becomes  more  superficial,  and  is  covered  by  the  platysma,  the  cer- 
vical fascia,  the  middle  sterno-mastoid  artery,  and  only  slightly 
overlapped  by  the  sterno-mastoid.  Lying  upon  the  sheath  of  the 
artery,  we  find  the  descendens  noni  joined  by  the  communicantes 
noni  nerves.  The  sheath  is  crossed  by  three  veins  ;  namely,  the 
facial,  the  superior,  and  inferior*  thyroid  veins,  which  empty  them- 
selves into  the  internal  jugular.  This  is  the  general  rule,  and 
especial  attention  should  be  directed  to  it,  because  the  veins  are 
liable  to  be  overlooked  and  injured  in  the  operation  of  tying  the 
carotid.  To  the  inner  side  of  the  artery  we  find  the  trachea,  the 
thyroid  body,  the  recurrent  laryngeal  nerve,  the  inferior  thyroid 
artery,  the  external  laryngeal  nerve,  and  the  inferior  constrictor 
of  the  pharynx. 

It  is  evidently  easier  to  tie  the  common  carotid  above  the 
omo-hyoid  than  below  it.  In  the  higher  operation  we  make  an 
incision  (two  and  a  half  inches  long)  along  the  inner  border  of  the 
sterno-mastoid,  the  centre  of  the  incision  being  opposite  the  cricoid 
cartilage ;  we  cut  through  the  platysma  and  cervical  fascia,  draw 
aside  the  overlapping  edge  of  the  sterno-mastoid,  and  expose  the 
sheath  of  the  vessel.  A  small  opening  is  then  made  on  the  inner 
side  of  the  sheath  large  enough  to  admit  the  aneurysmal  needle, 
and  the  vessel  is  tied,  care  being  taken  not  to  include  the  pneumo- 
gastric  or  descendens  noni  nerves  in  the  ligature. 

In  what  re-  -"-^       ^^^^  P^^^  course  the  left  carotid 

SPBCTS  THE  Left  differs  from  the  right  in  the  following  parti- 
Cabotid  diffees     culars : 

FBOM  THE  Right.  arises  from  the  arch  of  the  aorta,  is  there- 

fore longer  and  deeper  seated  than  the  right,  and  is  covered  by  the 
first  bone  of  the  sternum. 

2.  It  is  crossed  by  the  left  brachio-cephalic  vein. 

*  The  term  'inferior  thyroid'  vein  is  restricted  in  this  manual  to  the  vein  which 
corresponds  to  the  inferior  thyroid  artery. 

D 
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3.  It  is  in  close  relation  with  the  oesophagus  and  the 
trachea. 

4.  It  is  in  close  relation  with  the  left  recurrent  nerve. 

5.  It  is  in  close  relation  posteriorly  with  the  thoracic  duct. 

6.  It  is  covered  by  the  thymus  gland  in  early  life. 

The  common  carotid  as  a  rule  gives  off  no  branch  in  its  course ; 
but,  occasionally,  the  middle  sterno-mastoid,  or  even  the  superior 
thyroid,  arises  from  it  prior  to  its  division.  At  its  bifurcation  it 
usually  presents  a  slight  bulbous  enlargement.  This  dilatation  is 
sometimes  so  marked,  that  it  might  be  mistaken  for  an  incipient 
aneurysm.  It  is  necessary  to  know  that  the  carotid  sometimes 
divides  as  low  as  the  level  of  the  cricoid  cartilage,  and  that  not 
unfrequently  the  division  takes  place  as  high  as  the  hyoid  bone.* 

Inteenal  The  internal  jugular  vein  is  the  continuation  of 

JugtoabVein.  the  lateral  sinus,  and  returns  the  blood  from  the 
brain.  Leaving  the  skull  through  the  foramen  jugulare,  where  it 
presents  a  slight  enlargement,  the  vein  descends  on  the  outer  side 
of  the  carotid,  but  in  the  sheath  with  it,  and  joins  the  subclavian 
vein  at  nearly  a  right  angle  to  form  the  brachio-cephalic  or  in- 
nominate vein.  In  its  course  down  the  neck  it  receives  the 
pharyngeal,  occipital,  lingual,  facial,  superior,  and  inferior  thyroid 
veins. 

Previous  to  their  terminations  the  internal  jugular  veins  incline 
somewhat  to  the  right  side  to  meet  the  corresponding  subclavian 
veins ;  thus,  on  the  right  side,  there  is  a  triangular  interval 
between  the  artery  and  vein  in  which  is  seen  the  pneumogastric 
nerve  and  vertebral  artery ;  on  the  left  side  the  vein  slightly 
overlaps  the  artery,  thus  rendering  ligature  of  the  left  carotid 
more  difficult  than  of  the  right.    The  internal  jugular  veins  more- 

*  It  is  important  that  we  should  be  aware  that  the  common  carotids  differ  occa- 
sionally in  their  origin.  Thus  the  right  may  arise  in  common  with  the  left  carotid, 
or  the  right  may  arise  separately  from  the  arch  of  the  aorta,  in  whicli  case  the  right 
subclavian  is  usually  transposed.  The  left  may  be  given  off  from  the  innominate 
artery  of  the  right  side,  or  it  may  arise  in  common  with  the  left  f-ubclavian,  and  thus 
form  a  left  innominate.  In  transposition  of  the  aorta  there  is  a  left  innominate, 
which  is  given  off  first,  the  right  carotid  and  the  right  subclavian  arising  as  separate 
branches  from  the  arch. 
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over  advance  slightly  to  meet  the  subclavian  veins,  so  that  they  lie 
on  a  plane  a  little  anterior  to  their  accompanying  arteries.  A 
little  before  their  termination  the  internal  jugulars  have  a  double 
valve. 

Descendens  descendens  noni  (p.  30),  a  branch  of  the 

NoNi  AND  Com-  hypoglossal,  runs  down  obliquely  over  the  sheath 
MUNicANTEs  NoNi  of  tho  carotld  to  supply  the  depressor  muscles  of 
Nerves.  ^1^^     hyoides.    Trace  the  nerve  upwards  to  see 

that  it  leaves  the  hypoglossal  where  this  nerve  curves  round  the 
occipital  artery.  For  a  short  distance  the  descendens  noni  lies 
within  the  carotid  sheath ;  but,  about  the  level  of  the  os  hyoides, 
it  comes  through  the  sheath,  and  crosses  obliquely  over  the 
carotid,  from  the  outer  to  the  inner  side.  The  descendens  noni 
is  reinforced  by  one  or  more  nerves  termed  communicantes  noni, 
derived  from  the  second  and  third  cervical  nerves.  These  com- 
municating branches  descend  on  the  outer  side  of  the  internal 
jugular  vein,  and  form  generally  two  loops  in  front  of  the  carotid 
sheath,  constituting  a  triangular  plexus  called  the  ^  ansa  hypo- 
gtossi.''  From  these  loops  the  nerves  proceed  to  the  anterior  and 
posterior  bellies  of  the  omo-hyoid,  to  the  sterno-hyoid.  and  sterno- 
thyroid muscles.  A  small  branch  may  sometimes  be  traced  pro- 
ceeding from  the  descendens  noni  into  the  chest  to  join  the  cardiac 
and  phrenic  nerves. 

In  some  subjects  the  descendens  noni  seems  to  be  wanting, 
in  which  case  it  will  probably  be  concealed  within  the  carotid 
sheath  :  when  this  happens  the  reinforcing  loops  from  the  cervical 
nerves  will  be  found  behind  the  internal  jugular  vein.* 

Dissection.  '^^^  thyroid  body  should  now  be  examined. 

To  expose  it,  reflect  the  sterno-hyoid  and  thyroid 
muscles  from  their  insertions,  so  that  they  can  be  replaced  if 
necessary.    Next  observe  the  lymphatic  glands  of  the  neck,  and 

*  By  many  anatomists  the  descendens  noni  is  regarded  as  the  combination  of 
filaments  from  the  hypoglossal  and  pneumogastric  nerves;  by  some,  it  is  looked  upon 
as  a  branch  of  the  pneumogastric ;  and  lastly,  which  is  most  probable,  it  is  considered 
by  others  to  be  mainly  derived  from  a  brnnch  which  is  sent  to  the  hypoglogfal  from 
the  first  and  second  cervical  nerves. 
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lastly  survey  the  objects  in  the  central  line  of  the  neck,  from 
the  jaw  to  the  sternum. 

This  very  vascular  gland-like  body  lies  over  the 

H\RoiD  ODY.  £j.Qj^^  sidcs  of  thc  upper  part  of  the  trachea, 
and  extends  upwards  on  each  side  of  the  larynx.  It  consists  of 
two  lateral  lobes,  connected  a  little  below  the  cricoid  cartilage  by 
a  tranverse  portion  called  the  isthmus.  Each  lobe  is  conical, 
about  two  inches  in  length,  with  the  base  opposite  the  fifth  or 
sixth  ring  of  the  trachea,  and  the  apex  by  the  side  of  the  thy- 
roid cartilage.  Its  anterior  surface  is  covered  by  the  sterno-hyoid, 
sterno-thyroid,  and  omo-hyoid  muscles ;  its  deep  surface  embraces 
the  sides  of  the  trachea  and  larynx,  and  usually  extends  so  far  back- 
wards as  to  be  in  contact  with  the  pharynx.  Its  external  border 
overlaps,  in  most  cases  partially,  but  sometimes  completely,  the 
common  carotid  artery,  particularly  on  the  right  side ;  and  there 
are  instances  in  which  the  lobe  is  deeply  grooved  by  the  vessel. 

The  isthmus  lies  over  the  second  and  third  rings  of  the  trachea. 
This  portion  of  the  organ  varies  much  in  its  dimensions.  In  some 
instances  there  is  no  transverse  portion.  This  corresponds  with  the 
normal  disposition  in  most  of  the  lower  orders  of  mammalia ;  but 
in  man,  it  is  a  failure  in  the  union  of  the  two  halves  by  which  the 
organ  is  originally  developed.*  Grenerally,  the  vertical  measure- 
ment is  about  half  an  inch.  Between  its  upper  border  and  the 
cricoid  cartilage  is  a  space  about  one-third  of  an  inch  in  extent, 
where  the  trachea  is  free ;  this  space,  therefore,  is  the  more  preferable 
situation  for  tracheotomy.  But  the  vertical  measurement  of  this 
isthmus  is  sometimes  of  very  considerable  length,  so  that  it  has 
been  seen  covering  the  trachea  almost  down  to  the  stern um.f 

*  Concerning  the  development  of  the  lateral  halves  and  central  portion  of  the 
thyroid  body,  see  a  paper  by  Callender  in  the  Proceedings  of  the  Royal  Society,  1867. 

f  From  the  upper  part  of  the  isthmus,  or  from  the  adjacent  border  of  either  lobe, 
most  commonly  the  left,  a  conical  prolongation  of  the  thyroid  body,  called  the  pyramid, 
frequently  ascends  in  front  of  the  crico-thyroid  membrane,  as  high  as  the  pomum 
Adami,  and  is  attached  to  the  body  of  the  os-hyoides  by  fibrous  tissue.  In  some 
subjects  we  may  observe  a  few  muscular  fibres  passing  from  the  os-hyoides  to  the 
pyramid.  This  constitutes  the  levator  glanduUe  thyroidew  (see  preparation  in 
Museum  of  St.  Earth.  Hosp.,  Tatholog.  Series,  No.  14)  of  some  anatomists,  There 
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The  thyroid  body  is  closely  connected,  by  areolar  tissue,  to  the 
sides  of  the  trachea,  to  the  cricoid  and  thyroid  cartilages.  Hence 
it  rises  and  falls  with  the  larynx  in  deglutition. 

The  thyroid  varies  in  size  in  different  individuals  and  at  differ- 
ent periods  of  life.  It  is  relatively  larger  in  the  child  than  the 
adult,  in  the  female  than  the  male.  In  old  age  it  diminishes  in 
size,  becomes  firmer,  and  occasionally  contains  earthy  matter. 

By  far  the  most  notable  considerations  in  respect  to  the 
thyroid  body  are  the  number,  the  large  size,  and  the  free  inoscula- 
tions of  its  blood-vessels.  The  superior  thyroid  arteries  come 
from  the  external  carotid  and  enter  the  front  surface  of  the  apex 
of  each  lobe ;  the  inferior  thyroid  come  from  the  subclavian,  and 
enter  the  under  surface  of  the  base.  An  artery,  called  the  middle 
thyroid  (thyroidea  ima),  is  observed  in  some  subjects  ;  it  is  given 
off  from  the  arteria  innominata,  or  the  arch  of  the  aorta,  and 
ascends  directly  in  front  of  the  trachea  to  the  isthmus. 

Its  veins  are  equally  large,  and  form  a  plexus  upon  it.  The 
superior  and  inferior  thyroid  veins  cross  the  common  carotid,  and 
open  into  the  internal  jugular.  The  middle  thyroid  veins,  two 
in  number,  descend  over  the  front  of  the  trachea,  communicate 
freely  with  each  other,  and  terminate  in  the  left  brachio-cephalic 
vein.  When  you  perform  tracheotomy,  bear  in  mind  the  size  of 
these  middle  thyroid  veins,  and  the  possible  existence  of  a  middle 
thyroid  artery. 

Its  nerves  are  furnished  by  the  laryngeal  branch  of  the  pneumo- 
gastric  and  the  middle  and  inferior  cervical  ganglia  of  the  sympa- 
thetic.   They  accompany  the  arteries. 

Structure  of         The  thyroid  body  weighs  from  one  to  two  ounces, 
THE  Thyroid         and  belongs  to  the  class  of  ductless  glands,  since 
no  excretory  duct  has  been  discovered.     It  is 
invested  by  a  thin  covering  of  dense  connective  tissue  which 

are  instances  in  which  the  pyramid  is  douhle;  and,  lastly,  we  have  seen  a  considerable 
portion  of  this  thyroid  substance  lying  over  the  crico-thyroid  membrane,  completely 
isokted  from  the  rest  of  the  organ.  These  varieties  deserve  notice,  because  any  one 
portion  of  this  structure  may  become  enlarged  independent  of  the  rest,  and  occasion  a 
bronchocele. 
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penetrates  it,  imperfectly  dividing  it  into  lobes  and  supporting 
the  vessels  as  they  enter  it.  It  consists  of  a  multitude  of  cells, 
which  vary  in  size,  from  inch  to  that  of  a  pin's  head,  and  do 
not  communicate  with  each  other.  In  hypertrophy  of  the  gland 
we  sometimes  see  them  as  large  as  a  horsebean,  or  even  larger. 
The  cells  are  oval  and  are  lined  by  a  single  layer  of  endothelial 
cells  resting  upon  a  basement  membrane,  and  contain  a  glairy 
transparent  fluid,  in  which  are  found  a  large  number  of  nuclei  and 
nucleated  cells.  The  arteries  ramify  most  minutely  upon  their 
walls.  Of  its  functions  nothing  is  definitely  known,  but  probably 
it  is  concerned  in  the  elaboration  of  the  blood.* 

An  enlargement  of  the  thyroid  body  is  termed  a  '  bronchocele.' 
If  the  relation  of  its  lobes  to  the  trachea  and  oesophagus  be  pro- 
perly understood,  it  is  easy  to  predicate  the  consequences  which 
may  result  from  their  enlargement.  The  nature  and  severity  of 
the  symptoms  will  to  a  certain  extent  be  determined  by  the  part 
of  the  organ  affected.  If  the  isthmus  be  enlarged,  difficulty  in 
breathing  will  probably  be  the  prominent  symptom ;  and  an  en- 
largement of  the  left  lobe  is  more  likely  to  produce  a  difficulty  in 
swallowing,  on  account  of  the  inclination  of  the  oesophagus  towards, 
the  left  side. 

An  instance  is  related  by  Allan  Burns  in  which  the  isthmus 
was  placed  between  the  trachea  and  the  oesophagus.  It  must  be 
obvious  that  enlargement  of  a  part  so  situated  would  occasion 
great  difficulty  in  swallowing.  I  have  seen  two  cases  in  which 
the  lateral  lobes  projected  so  far  inwards  that  they  completely 
embraced  the  back  of  the  oesophagus. 

Small  lymphatic  glands  are  observed  about  the  thyroid  body, 
especially  in  front  of  the  trachea ;  one  is  often  situated  over  the 
crico-thyroid  membrane.  These  glands,  if  enlarged  by  disease, 
miofht  be  mistaken  for  a  small  bronchocele. 

Deep  Cervical  connective  tissue  wliich  surrounds  the 

Lymphatic  great  vessels  of  the  neck,  we  meet  with  a  series 

Glands.  lymphatic  glands,  called  the  deep  cervical. 

*  The  thyroid  body  is,  primarily,  dereloped  as  a  pouch  from  the  anterior  wall  of 
the  pharynx ;  the  lateral  lobes  are  first  formed,  and  are  subsequently  united  by  the 
isthmus.    W.  Miiller,  '  Jenaisch.  Zeitsch.'  1871. 
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They  form  an  uninterrupted  chain  (whence  their  name  glandulce 
concatenatce),  from  the  base  of  the  skull,  along  the  side  of  the 
neck,  to  the  clavicle,  beneath  which  they  are  continuous  with  the 
thoracic  and  the  axillary  glands.  Some  of  these  glands  lie  anterior 
to  the  common  carotid  artery ;  others,  between  it  and  the '  spine. 
This  disposition  explains  the  well-known  fact,  that,  when  these 
glands  are  enlarged,  the  great  vessels  and  nerves  of  the  neck  are 
liable  to  become  imbedded  in  their  substance. 

The  glands  are  particularly  numerous  near  the  division  of  the 
common  carotid,  by  the  side  of  the  pharynx,  and  the  posterior 
belly  of  the  digastricus.  The  lymphatics  connected  with  them 
come  from  all  parts  of  the  head  and  neck.  These  vessels  unite, 
to  form,  on  both  sides  of  the  neck,  one  or  more  absorbent  trunks, 
called  the  jugular.  On  the  left  side  this  jugular  trunk  joins  the 
thoracic  duct,  or  opens  by  a  separate  orifice  into  the  left  subclavian 
vein  :  on  the  right  it  always  opens  into  the  subclavian  vein. 

The  contiguity  of  the  glands  to  the  great  vessels  and  nerves  of 
the  neck  explains  the  symptoms  produced  by  their  enlargement. 
The  tumour  may  be  so  situated  as  to  be  raised  and  depressed  by 
the  pulsation  of  the  carotid,  and  thus  simulate  an  aneurysm.  A 
careful  examination,  however,  will  distinguish  between  an  inher- 
ent and  a  communicated  pulsation.  By  grasping  the  tumour  we 
become  sensible  that  the  pulsation  does  not  depend  upon  any 
variation  of  its  magnitude,  but  upon  the  impulse  derived  from  the 
artery ;  consequently,  if  the  tumour  be  lifted  from  the  vessel,  all 
feeling  of  pulsation  ceases. 

SvETEY  OF  THE  Tho  parts  in  the  central  line  of  the  neck  should 
Central  Line  of  now  be  well  studied  (fig.  8,  p.  30).  Beginning 
THE  Neck.  chin,  we  observe  the  insertions  of  the 

digastric  muscles.  Below  these  is  the  junction,  or  raphe,  of  the 
mylo-hyoid  muscles.  Then  comes  the  os  hyoides.  Below  the 
OS  hyoides  is  the  thyro-hyoid  membrane,  attached  above  to  the 
upper  border  of  the  hyoid  bone,  and  below  to  the  thyroid  cartilage. 
Next  is  the  pomum  Adami,  or  projection  of  the  thyroid  cartilage, 
which  is  apparent  between  the  contiguous  borders  of  the  sterno- 
hyoidei.    Below  the  thyroid  cartilage  is  the  cricoid.    These  two 
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cartilages  are  connected  by  the  crico-thyroid  membrane,  across 
which  runs  the  crico-thyroid  artery  to  join  its  fellow.  Below  the 
cricoid  cartilage  is  the  trachea.  This  is  crossed  by  the  isthmus 
of  the  thyroid  body,  and  lower  down  it  recedes  from  the  surface, 
covered  by  the  middle  thyroid  veins. 

Now  the  chief  surgical  interest  lies  just  above,  and  just  below, 
the  cricoid  cartilage.  This  cartilage  can  be  felt  very  plainly  in 
the  living  subject  at  any  age,  no  matter  how  fat.  In  laryngotomy, 
the  crico-thyroid,  membrane  is  divided  transversely.  The  mem- 
brane should  be  divided  close  to  the  edge  of  the  cricoid  c,  for  two 
reasons  :  1.  In  order  to  be  farther  from  the  vocal  cords.  2.  To 
avoid  the  crico-thyroid  artery  which  crosses  the  middle  of  the 
membrane.  If  more  room  be  required,  the  cricoid  cartilage  should 
be  divided  longitudinally. 

In  tracheotomy,  the  trachea  may  be  opened  by  a  perpendicular 
incision,  above  the  isthmus  of  the  thyroid  body,  or  below  it. 
The  operation  above  the  isthmus,  if  there  be  space  enough  for  the 
introduction  of  the  tube,  is  the  easier  and  safer  of  the  two ;  for 
here  the  trachea  is  nearer  to  the  surface,  and  no  large  blood- 
vessels are,  generally  speaking,  in  the  way.  The  space  available 
measures  from  a  quarter  to  half  an  inch ;  and  the  isthmus  is  not 
so  firmly  adherent  to  the  trachea  as  to  prevent  its  being  drawn 
downwards  for  a  short  distance.  However,  it  is  right  to  state, 
that  in  one  case  out  of  every  eight  or  ten,  there  is  no  available 
space. 

Tracheotomy  below  the  isthmus  is  neither  an  easy  nor  a  safe 
operation,  for  many  reasons:  1.  The  trachea  recedes  from  the 
surface  as  it  descends,  so  that  just  above  the  sternum  it  is  nearly 
an  inch  and  a  half  from  the  skin.  2.  The  large  middle  thyroid 
veins  are  in  the  way.  3.  A  middle  thyroid  artery  may  run  up  in 
front  of  the  trachea,  direct  from  the  arteria  innominata.  4.  The 
arteria  innominata  itself  lies  sometimes  upon  the  trachea  higher 
than  usual,  and  may,  therefore,  be  in  danger.  5.  The  left  brachio- 
cephalic vein  in  some  cases  crosses  the  trachea  above  the  edge  of 
the  sternum  instead  of  below  it.  The  celebrated  French  surgeon 
Beclard  used  to  relate  in  his  lectures  the  following  occurrence  : 
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A  student  had  fallen  into  the  Seine,  and  was  nearly  drowned.  As 
he  was  recovering  very  gradually,  some  kind  friends  attempted  to 
accelerate  the  process  by  making  an  opening  into  the  trachea.  In 
so  doing  they  wounded  the  brachio-cephalic  vein.  Blood  poured 
into  the  trachea,  and  the  result  was  instantly  fatal. 

Whoever  pays  attention  to  this  subject  in  the  dissecting-room 
will  soon  be  convinced  of  the  fact,  that  not  only  large  veins  but 
large  arteries  occasionally  cross  the  crico-thyroid  membrane  as  well 
as  the  trachea,  thus  showing  the  necessity  of  cutting  cautiously 
down  to,  and  fairly  exposing  the  air  tube,  before  we  venture  to 
open  it.* 

Dissection  of  When  the  platysma  and  the  cervical  fascia  have 
THE  SuBMAxu.-       -^^^  rcmovcd  from  their  attachment  to  the  jaw, 

LAET  EeGION,  OR  .  i  •  •      j  i  i  -n 

THE  Digastric  most  conspicuous  object  IS  the  Submaxillary 

Trianolb.  gland.    Observe  that  the  fascia  forms  for  it  a 

complete  capsule.  Beneath  the  jaw  are  several  lymphatic  glands, 
from  six  to  ten  in  number,  of  which  some  lie  superficial  to  the 
salivary  gland,  others  beneath  it.  These  glands  receive  the 
lymphatics  of  the  face,  the  tonsils,  and  the  tongue. 

A  little  dissection  will  expose  a  muscle  called  the  digastricus, 
consisting  of  two  distinct  portions  connected  by  a  tendon.  They 
form,  with  the  body  of  the  jaw,  a  triangle,  called  the  digastHc, 
of  which  we  propose  to  examine  the  contents.  And  first  of  the 
digastric  muscle  itself. 

The  digastricus  consists  of  two  muscular  bellies 

Digastricus 

united  by  an  intermediate  tendon.  It  arises  from 
the  digastric  fossa  of  the  temporal  bone,  passes  obliquely  down- 
wards and  forwards,  and  then  ascends  to  be  inserted  close  to  the 
symphysis  of  the  lower  jaw.  Raise  the  submaxillary  gland  to 
see  the  intermediate  tendon  of  the  digastricus,  the  angle  which 
it  forms,  and  how  it  is  fastened  by  aponeurosis  to  the  body  and 
greater  comu  of  the  os  hyoides.    Observe  also  that  this  aponeurosis 


*  It  is  preferable,  after  making  the  first  incision  through  the  skin,  to  lay  aside  the 
sharp  knife  and  to  use  a  blunt  one,  so  that  the  tissues  may  be  torn  rather  than  cut ; 
by  this  proceeding  the  liability  to  haemorrhage  is  materially  lessened. 
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is  connected  in  the  mesial  line  with  its  fellow  of  the  opposite  side, 
so  that  a  fibrous  expansion  occupies  the  interval  between  the 
anterior  portions  of  the  digastrici. 

The  chief  action  of  the  digastricus  is  to  depress  the  lower 
jaw.  But  if  the  lower  jaw  be  fixed,  then  the  muscle  raises  the  os 
hyoides,  as  in  deglutition. 

Fia.  9. 


DIGASTRIC  TRIANGLE  AND  CONTENTS. 


.  The  posterior  belly  of  the  digastricus  is  supplied  by  a  nerve 
from  the  facial ;  the  anterior  belly  by  a  branch  from  the  mylo- 
hyoidean  nerve  (which  comes  from  the  third  division  of  the  fifth 
pair). 
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•  sttlo-  The  stylo-hyoideus  arises  from  the  middle  of 

HToiDEus.  the  styloid  process  of  the  temporal  bone,  and  is 

inserted  into  the  body  of  the  os  hyoides.  This  muscle  runs  close 
along,  but  above,  the  posterior  belly  of  the  digastricus.  Most 
frequently  the  digastric  tendon  runs  through  the  substance  of  it. 
Its  nerve  is  derived  from  the  facial  close  to  its  exit  from  the 
stylo-mastoid  foramen,  in  common  with  the  branch  to  the  posterior 
belly  of  the  digastricus.  Its  action  is  to  raise  and  draw  back  the 
OS  hyoides. 

■  The  digastric  triangle  is  bounded  above  by  the  horizontal 
ramus  of  the  lower  jaw,  parotid  gland,  and  mastoid  process  of  the 
temporal  bone ;  behind  by  the  posterior  belly  of  the  digastricus ; 
and  in  front  by  the  anterior  belly.  The  objects  to  be  examined  in 
this  triangle  are  twelve  in  number,  as  follow  : 

1.  Submaxillary  salivary  gland.  7.  Stylo-maxillary  ligament.  > 

2.  Facial  vein.  .  8.  Part  of  the  parotid  gland.  , 

3.  Facial  artery.  9.  Part  of  the  external  carotid  artery. 

4.  Submental  artery.  10.  Mylo-hyoideus  muscle. 

5.  Mylo-hyoidean  nerve.  11.  Hypoglossal  nerve. 

6.  Submaxillary  lymphatic  glands.  12.  Part  of  the  hyo-glossus  muscle. 


Sotmaxillabt  In  the  ordinary  position  of  the  head,  the  sub- 
Saxivaby  Gland,  maxillary  gland  is  partially  concealed  by  the  jaw, 
but  when  the  head  falls  back  the  gland  is  more  exposed.  It  is 
about  the  size  of  a  chestnut,  and  is  divided  into  several  lobes. 
Its  upper  margin  is  covered  by  the  body  of  the  jaw  ;  its  lower 
margin  overlaps  the  side  of  the  os  hyoides.  Its  cutaneous  surface 
is  flat,  being  covered  only  by  the  skin  and  platysma,  but  the  lobes 
on  its  deep  surface  are  irregular,  and  often  continuous  with  those 
of  the  sublingual  gland.  By  raising  the  gland  we  find  that  it  lies 
upon  the  mylo-hyoideus,  the  hyo-glossus,  the  stylo-glossus,  the 
tendon  of  the  digastricus,  and  a  portion  of  the  hypoglossal  nerve, 
seen  above  the  tendon.  The  facial  artery  lies  in  a  groove  on  its 
deeper  sm-face  and  subsequently  upon  its  upper  border ;  and  it  is 
separated  from  the  parotid  gland,  which  is  situated  behind  it,  by 
the  stylo-maxillary  ligament.    Mark  these  relations  well,  because 
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they  are  of  importance,  as  will  be  presently  explained,  in  tying 
the  lingual  artery. 

The  duct  of  the  gland,  Wharton's  duct,*  passes  from  its  under 
surface,  runs  forwards  under  the  mylo-hyoideus  and  upon  the 
hyo-glossus  muscle ;  it  then  passes  beneath  the  gustatory  nerve, 
and  subsequently  runs  between  the  sublingual  gland  and  the 
genio-hyo-glossus,  to  open  into  the  floor  of  the  mouth,  by  the  side 
of  the  frsenum  linguje.  Its  length  is  about  two  inches  ;  its  dimen- 
sions are  not  equal  throughout ;  it  is  dilated  about  the  middle, 
and  contracted  at  the  oriiice.  Saliva,  collected  in  the  dilated 
portion,  is  sometimes  spirted  to  a  considerable  distance  out  of  the 
narrow  orifice,  in  consequence  of  the  sudden  contraction  of  the 
neighbouring  muscles. 

In  the  floor  of  the  mouth  there  occasionally  exists  a  cystic 
tumour,  called  a  ranula,  with  semi-transparent  walls,  perceptible 
beneath  the  tongue.  By  some  of  the  older  writers  it  was  looked 
upon  as  an  abnormal  dilatation  of  the  submaxillary  duct.  There 
is,  however,  no  reason  for  believing  this  swelling  (except  very 
rarely)  to  be  connected  with  the  duct.  It  is  rather  a  cyst  formed 
in  the  loose  areolar  tissue  under  the  tongue,  or  is  an  enlargement  of 
one  of  the  small  bursae  which  normally  exist  in  this  situation. 
The  character  of  the  saliva  presents  no  agreement  with  the  fluid 
contained  in  these  cysts,  which  is  thickly  glairy,  like  the  white 
of  an  egg.f 

The  facial  vein  does  not  accompany  the  facial 
artery,  but  runs  nearly  a  straight  course.  It 
leaves  the  face  at  the  anterior  edge  of  the  masseter  m.,  then  runs 
over  the  submaxillary  gland,  the  digastricus  and  stylo-hyoideus 
and  the  carotid  artery,  to  join  the  internal  jugular.  This  is  the 
rule — but  there  are  frequent  exceptions.  The  principal  point  to 
remember  is,  that  the  vein  runs  superficial  to  the  gland,  and  that 
we  must  be  cautious  in  opening  abscesses  under  the  jaw. 

*  Thorn.  Wharton,  '  Adenographia,  seu  glandulanim  totius  corporis  descriptio.' 
12mo.  Amstel.,  1659. 

t  These  sublingual  bursae  were  first  described  by  Fleischmann,  'De  novis  sub 
lingua  bursis,' Nuremberg,  1841. 
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The  facial  artery  is  the  third  branch  of  the 
Facial  Ahteet.    g^^g^.^^^]  carotid.    It  runs  tortuously  under  the 

hypoglossal  nerve,  the  posterior  belly  of  the  digastricus  and  stylo- 
hyoideus,  and  beneath  or  through  the  substance  of  the  submaxillary 
gland  to  the  face,  where  it  appears  at  the  anterior  border  of  the 
masseter.  Below  the  jaw  the  facial  gives  off  the  four  following 
branches : 

1.  The  ascending  or  inferior  palatine  artery  runs  np  between  the 
stylo-glossus  and  the  stylo-phaiyngeus  m.  to  the  pharynx,  to  which 
and  the  neighbouring  parts  it  gives  branches.  Ascending  as  far  as 
the  levator  palati,  it  divides  into  two  branches ;  one  courses  along 
the  tensor  palati  to  supply  the  soft  palate,  the  other  enters  the  tonsil, 
and  anastomoses  with  the  descending  palatine  and  the  tonsillar  branches 
of  the  ascending  pharyngeal. 

2.  Tlie  tonsillar  runs  up  between  the  internal  pterygoid  and  the 
stylo-glossus  m.,  then,  perforating  the  superior  constrictor,  it  supplies  the 
tonsil  and  root  of  the  tongue. 

3.  Glandular  branches  to  the  submaxillary  gland  and  side  of  tongue. 

4.  The  submental  arises  from  the  facial  behind  the  submaxillary 
gland,  and  runs  forwards  upon  the  mylo-hyoideus,  beneath  the  inferior 
maxilla,  distributing  branches  in  its  course  to  the  gland  and  the  adjacent 
muscles.  It  then  curves  over  the  bone  and  divides  into  two  branches  : 
a  superficial  one,  which  supplies  the  skin  and  lip ;  and  a  deep  one,  which 
rrms  between  the  muscles  and  the  bone,  and  inosculates  with  the  mental 
and  inferior  labial  arteries.  Beneath  the  inferior  maxilla  it  usually 
inosculates  with  the  sublingual  artery. 

Mtlo-htoidean  Look  for  the  mylo-hyoidean  nerve  near  the 
'^^R^-  submental  artery.    The  nerve  comes  from  the 

inferior  dental  (before  its  entrance  into  the  dental  foramen), 
and  running  along  a  groove  on  the  inner  side  of  the  inferior 
maxilla,  advances  between  the  bone  and  the  internal  pterygoid 
m.,  to  supply  the  mylo-hyoideus  and  the  anterior  belly  of  the 
digastricus. 

Submaxillary  ^he  Submaxillary  lymphatic  glands  receive  the 
Lymphatic  lymphatics  of  the  face  and  the  tongue.    They  are 

Glands.  ^f^gj^  enlarged  in  cancerous  diseases  of  the  tongue 
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or  the  lower  lip.  It  should  be  remembered  also  that  there  are 
lymphatic  glands  in  the  mesial  line  below  the  chin. 

Mtlo-  The  mylo-hyoideus  arises  from  the  mylo-hyoid 

HYoiDEus.  ridge  of  the  lower  jaw,  as  far  back  as  the  last 

molar  tooth.  Its  posterior  fibres  are  inserted  into  the  body  of 
the  OS  hyoides,  the  anterior  being  attached  to  a  median  tendinous 
line,  termed  the  rwplie.  Thus  the  muscles  of  opposite  sides 
form  a  muscular  floor  for  the  mouth.  It  is  supplied  with 
nerves  by  the  mylo-hyoid  branch  of  the  inferior  dental ;  with 
blood  by  the  submental  a.  The  muscles  of  opposite  sides  con- 
jointly elevate  the  os  hyoides  and  the  floor  of  the  mouth — as  in 
deglutition. 

Sttlo-maxil-  This  is  a  layer  of  the  deep  cervical  fascia, 

LABT  Ligament.  extending  from  the  angle  of  the  jaw  to  the  styloid 
process.  It  is  a  broad  sheet  of  fascia,  and  separates  the  submaxil- 
lary gland  from  the  parotid.  It  is  continuous  with '  the  fascia 
covering  the  pharynx ;  this  gives  it  a  surgical  interest,  because 
it  prevents  accumulations  of  matter  formed  near  the  tonsils  and 
upper  part  of  the  pharynx  from  coming  to  the  surface. 

The  remaining  objects  seen  in  the  submaxillary  triangle, 
namely,  the  parotid  gland,  the  external  carotid,  the  hypoglossal 
nerve,  and  the  hyo-glossus  muscle,  will  be  described  presently  when 
they  can  be  better  seen.  Your  attention  should  now  be  directed 
to  a  piece  of  surgical  anatomy,  which  will  enable  you  readily  to 
find  and  tie  the  lingual  artery.    It  is  this  : 

A  curved  incision  about  two  inches  in  length  being  made  from 
the  lesser  cornu  along  the  upper  border  of  the  great  cornu  of  the 
OS  hyoides,  through  the  skin,  the  platysma,  and  the  cervical  fascia, 
you  will  come  upon  the  lower  edge  of  the  submaxillary  gland. 
Lift  up  the  gland,  which  is  easily  done,  and  underneath  it  you 
will  observe  that  the  tendon  of  the  digastricus  makes  two  sides 
of  a  triangle,  of  which  the  base  is  formed  by  the  hypoglossal  nerve 
crossing  the  hyo-glossus  m.  Within  this  little  triangle,  cut 
transversely  through  the  fibres  of  the  hyo-glossus  :  under  them  is 
the  lingual  artery,  lying  on  the  middle  constrictor.  The  first  time 
you  perform  this  operation  on  the  dead  subject,  you  will  not 


SUBMAXILLAET  EEGIOX. 


47 


unlikely  miss  the  artery  and  cut  through  the  middle  constrictor 
into  the  pharynx. 

The  facial  vessels  must  now  be  divided  imme- 
DissECTioN.  diately  below  the  jaw.  Eeflect  the  anterior^  belly 
of  the  digastricus  from  its  insertion;  detach  the  mylo-hyoideus 
from  the  middle  line  and  the  os  hyoides,  and  turn  it  over  the  body 
of  the  jaw,  taking  care  not  to  injure  the  muscle  and  structures 
beneath.  The  lower  jaw  must  now  be  sawn  through,  a  little  to 
one  side  of  the  symphysis,  and  the  bone  drawn  upwards  by  hooks. 
The  tongue  should  then  be  drawn  out  of  the  mouth,  and  fastened 
by  hooks.  The  os  hyoides  should  be  drawn  down  by  means  of  hooks, 
so  as  to  put  the  parts  on  the  stretch.  All  this  done,  we  have  to 
make  out,  by  carefully  cleaning  away  the  fat  and  connective  tissue, 
the  following  objects  represented  in  fig.  10,  p.  48  : 

1.  Genio-hyoideus.  6.  Sublingual  gland. 

2.  Hyo-glossus.  7.  Hypoglossal  nerve. 

3.  Stylo-glossus.  8.  Gustatory  nerve. 

4.  Genio-hyo-glossus.  9.  Submaxillary  ganglion. 

5.  Submaxillary  duet.  10.  Lingual  artery. 

Genio-  The  genio-hyoideus   arises  from  the  inferior 

HYoiDEus.  tubercle  behind  the  symphysis  of  the  jaw,  and  is 

inserted  into  the  front  of  the  body  of  the  os  hyoides.  This  round 
muscle  is  situated  in  the  mesial  line,  parallel  to  its  fellow.  Its 
nerve  comes  from  the  hypoglossal,  and  its  blood  from  the 
lingual  artery.  Its  action  is  to  draw  the  os  -hyoides  forwards  and 
upwards ;  and  if  the  hyoid  bone  be  fixed,  it  depresses  the  lower  jaw. 

The  hyo-glossus   arises  from  the  body,  the 

Hto-glossus.  .  ,  ,  „  ^,  1      ■  1  1  • 

greater  and  lesser  cornua  oi  the  os  hyoides,  and  is 
inserted  into  the  posterior  two-thirds  of  the  side  of  the  tongue,  its 
fibres  blending  with  the  stylo-glossus  and  palato-giossus.  It  is  a 
square  and  flat  muscle,  and  its  fibres  ascend  nearly  perpendicularly 
from  origin  to  insertion.*  Its  nerve  comes  from  the  hypoglossal, 
and  its  blood  from  the  lingual  artery.    Its  action  (with  that  of  its 

*  Some  anatomists  ascribe  the  following  names  to  the  uiiferent  origins  of  tliis 
muscle:  that  from  the  body  of  the  hyoid  bone  is  termed  tlie  basio-glossus,  that  from 
the  greater  cornu  the  cerato-glossus,  and  that  from  the  lesser  cornu  the  chondro-ylossus. 
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fellow)  is  to  depress  the  tongue.  Observe  the  several  objects  which 
lie  upon  the  hyo-glossus ;  namely,  the  hypoglossal  and  gustatory 
nerves  (which  at  the  anterior  border  form  one  or  more  loops  of 
communication),  the  submaxillary  ganglion,  the  duct  of  the  sub- 
maxillary gland,  and  the  sublingual  gland.  Beneath  the  hyo- 
glossus  muscle  lie  the  lingual  artery,  part  of  the  middle  constrictor 

Fig.  10. 


Styloid  process    .  .• 

Glosso-pharyngeal  n.- 

Hypoglossal  n. 
Occipital  a.  . 

Submaxillary  gan- 
glion   

Duct  of  submaxillary 
gland. 

Middle  constrictor  m. 

Lingual  a  

Descendens  noni  n.  . 


MUSCLES,  VESSELS,  AND  NERTES  OF  THE  TONGUE. 


of  the  pharynx,  part  of  the  genio-hyo-glossus,  the  lingualis  muscle, 
and  the  glosso-pharyngeal  nerve. 

Gbnio-  The  genio-hyo-glossus  arises  by  a  tendon  from 

HYO-GLOSSUS.  the  uppcr  tubercle  behind  the  symphysis  of  the 

lower  jaw,  and  is  inserted  as  follows :  the  lower  fibres  into  the 
body  of  the  os  hyoides ;  the  upper  fibres  into  the  tongue  from  the 
base  to  the  apex.  It  is  the  largest  and  most  important  of  the 
muscles  of  the  tongue.    It  is  fan-shaped,  with  the  apex  attached 
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to  the  symphysis  :  thence  its  fibres  radiate  into  the  entire  length 
of  the  tongue.  It  derives  its  nerves  from  the  hypoglossal,  and  its 
blood  from  the  lingual  artery.  Its  action  is  various.  The  posterior 
fibres,  by  raising  the  os-hyoides  and  drawing  forwards  the  base  of 
the  tongue,  protrude  the  tongue  out  of  the  mouth  ;  the  anterior 
draw  the  tongue  back  again.  When  every  part  of  the  muscle 
acts,  it  draws  down  the  whole  tongue,  and  is  therefore  one  of  the 
chief  muscles  concerned  in  suction. 

The  stylo-glossus,  a  long  and  slender  muscle, 

Sttlo-glossus.  Q^j^gQg  from  the  apex  of  the  styloid  process  and 
the  stylo-maxillary  ligament,  and  is  inserted  along  the  side  of  the 
tongue.  It  runs  outside  the  hyo-glossus  nearly  to  the  tip  of  the 
tongue,  and  blends  with  the  fibres  of  this  muscle,  as  well  as  with 
the  palato-glossus.  Its  nerve  comes  from  the  hypoglossal.  Its 
action  is  to  retract  the  tongue. 

Hn-oaLossAL  The  hypoglossal,  or  ninth  cranial  nerve,  is  the 

NEHVE.  motor  nerve  of  the  muscles  of  the  tongue.  It 

arises  (by  several  roots)  from  the  front  of  the  medulla  oblongata 
between  the  pyramid  and  the  olive.  After  leaving  the  skull 
through  the  anterior  condyloid  foramen  (by  two  fasciculi  which 
subsequently  blend),  it  lies  beneath  the  internal  jugular  vein  and 
internal  carotid  artery,  where  it  is  intimately  connected  with  the 
lower  ganglion  of  the  pneumogastric  nerve ;  it  then  comes  tip 
between  the  artery  and  vein,  and,  immediately  below  the  posterior 
belly  of  the  digastricus,  curves  forwards  over  the  occipital,  the 
internal  and  external  carotid  and  facial,  arteries.  Next  it  crosses 
the  hyo-glossus  muscle,  and  passing  beneath  the  mylo-hyoid, 
divides  into  branches  which  supply  the  following  muscles  ;  namely, 
the  stylo-glossus,  hyo-glossus,  genio-hyo-glossus,  lingualis,  and  the 
genio-hyoideus. 

As  it  curves  Tound  the  occipital  artery,  the  hypoglossal  nerve 
sends  the  descendens  noni  to  the  depressors  of  the  os  hyoides 
(p.  30).  It  also  sends  a  nerve  to  the  thyro-hyoideus,  which  proceeds 
from  it  where  it  crosses  over  the  external  carotid,  accompanied  by 
the  hyoid  branch  of  the  lingual  artery.    Near  the  anterior  border 
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of  the  hyo-glossus,  it  communicates  by  one  or  more  loops  with  the 
gustatory  nerve.    (Fig.  10.) 

The  hypoglossal  at  its  origin  is  purely  a  motor  uerve.  But 
after  leaving  the  skull,  it  receives  communications  from  the  first 
two  cervical  nerves.  These  communications  are  important  physio- 
logically for  two  reasons :  1 .  They  account  for  the  hypoglossal 
nerve  containing  sensory  fibres.  2.  They  contribute  the  greater 
part  of  the  filaments  of  the  descendens  noni.  It  is  also  connected 
by  small  branches  with  the  pneumogastric  nerve  and  the  superior 
cervical  ganglion  of  the  sympathetic  at  the  base  of  the  skull. 

Sublingual  The  sublingual  gland  lies  immediately  beneath 

Gland.  the  mucous  membrane  of  the  floor  of  the  mouth. 

Its  shape  is  oblong,  with  the  long  axis  (about  an  ir?ch  and  a  halfy 
directed  from  before  backwards.    It  rests  upon  the  upper  surface 
of  the  mylo-hyoid  muscle,  and  towards  the  mesial  line  it  is  in 
contact  with  the  hyo-glossus  and  the  genio-hyo-glossus. 

The  ducts  of  the  sublingual  gland  (ducts  of  Eivinus*)  vary  in 
number  from  eight  to  twenty.  They  terminate  by  minute  open- 
ings behind  the  orifice  of  the  submaxillary  duct,  along  the  ridge 
felt  upon  the  floor  of  the  mouth.  The  ducts  of  some  of  the  lobes 
terminate  in  the  submaxillary  duct. 

The  duct  of  the  submaxillary  gland  may  now  be  traced  across 
the  hyo-glossus,  and  under  the  gustatory  nerve  to  the  floor  of  the 
mouth. 

Lingual  or  ^his  nerve  is  a  branch  of  the  inferior  maxillary 

GusTATOEY  or  third  division  of  the  fifth  pair  of  cranial  nerves. 

Nerve.  Emerging  beneath  the  external  pterygoid  m.,  it 

descends  between  the  ramus  of  the  jaw  and  the  internal  ptery- 
goid muscle,  and  comes  forwards  over  the  superior  constrictor  of  the 
pharynx  and  along  the  upper  part  of  the  hyo-glossus,  crossing  at 
an  acute  angle  over  the  duct  of  the  submaxillary  gland.  (Fig.  10.) 
Having  reached  the  under  part  of  the  tongue,  the  nerve  divides  into 
filaments  which  supply  the  papillae  on  its  anterior  three-fourths. 
Beneath  the  external  pterygoid  it  is  joined  at  an  acute  angle  by 
the  chorda  tympani,  and  in  its  course  it  gives  off  some  com- 
♦  Aug.  Quirin.  Eivinus,  'de  Dyspepsia.'    Lips.  1678. 
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municating  branches  to  the  hypoglossal  nerve  near  the  anterior 
border  of  the  hyo-glossus.  It  supplies  also  the  mucous  membrane 
of  the  mouth,  gums,  and  the  sublingual  gland,  and  at  the  apex  of 
the  tongue  the  terminal  branches  of  this  nerve  and  the  -hypo- 
glossal are  connected. 

SuBMAxiixAitT  At  the  lower  border  of  the  gustatory  nerve 
Ganglion.  before  it  crosses  the  submaxillary  duct,  you  will 

find  a  small  ganglion,  about  the  size  of  a  pin's  head.  Like  the 
other  ganglia  in  connection  with  the  branches  of  the  fifth  pair,  it 
receives  filaments  of  three  different  kinds— viz.  motor,  sensory, 
and  sympathetic.  Its  motor  root  is  the  chorda  tympani,  which, 
apparently  a  branch  of  the  gustatory,  is  derived  from  the  facial 
nerve.  Its  sensory  roots  proceed  from  the  gustatory;  and  its 
connection  with  the  sympathetic  system  is  established  by  a  branch 
which  comes  from  the  nervi  moUes  round  the  facial  artery.  The 
gangHon  supplies  five  or  six  branches  to  the  submaxillary  gland 
and  its  duct.  It  also  supplies  the  mucous  membrane  of  the  floor 
of  the  mouth.* 

Lingual  The  lingual  artery  is   generally  the  second 

Arteet.  branch  of  the  external  carotid.    Curving  slightly 

upwards  from  its  origin,  the  artery  soon  runs  forwards  beneath 
the  posterior  belly  of  the  digastricus,  and  stylo-hyoideus,  and 
then  passes  beneath  the  hyo-glossus  m.,  parallel  to  the  os  hyoides. 
At  the  anterior  edge  of  the  hyo-glossus  it  ascends  to  the  under 
surface  of  the  tongue,  and  is  continued  forwards  to  the  apex  of 
the  tongue  under  the  name  of  ranine.  Under  the  hyo-glossus, 
the  artery  lies  upon  the  middle  constrictor  of  the  pharynx,  and 
the  genio-hyo-glossus ;  in  the  substance  of  the  tongue,  it  lies 
between  the  genio-hyo-glossus  and  the  inferior  lingualis.  The 
curves  made  by  the  artery  are  for  the  purpose  of  allowing  the 
elongation  of  the  tongue.    Its  branches  are  : 

1.  The  hyoid,  a  small  artery  which  runs  along  the  upper  border  of 
the  hyoid  bone,  supplying  the  muscles  and  anastomosing  with  its  fellow. 

*  Meckel  describes  a  small  branch  of  the  ganglion  which  sometimes  passes  for- 
wards to  join  a  branch  of  the  hypoglossal,  on  the  hyoglossus  m.,  and  ends  in  the 
genio-hyo-glossus . 

E  2 
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The  nerve  to  the  thyro-hyoid  muscle,  which  is  derived  from  the  hypo- 
glossal, accompanies  this  artery. 

2.  The  dorsales  linguce,  two  or  more,  run  under  the  hyo-glossus  to  the 
back  of  the  tongue. 

3.  The  sublingual,  arisLiig  near  the  anterior  border  of  the  hyo-glossus, 
supplies  the  sublingual  gland,  the  mylo-hyoideus,and  the  mucous  membrane 
of  the  mouth  and  gums.  This  artery  generally  gives  oflf  the  little  arterj-^ 
of  the  frfenum  linguae,  which  is  sometimes  woimded  in  cutting  the 
frsenum  in  childi'en  who  are  tongue-tied ;  especially  when  we  neglect  the 
rule  of  pointing  the  scissors  downwards  and  backwards. 

4.  The  ranine  is  the  termination  of  the  lingual  ai-tery.  As  it  runs 
forwards  to  the  tip  of  the  tongue  along  the  outer  side  of  the  genio-hyo- 
glossus,  it  distributes  branches  to  the  tongue,  and  at  the  tip  inosculates 
slightly  with  its  fellow. 

The  lingual  or  ranine  vein  commencing  at  the  tip  of  the 
tongue,  runs  along  its  under  surface  over  the  hyo-glossus,  and 
terminates  in  the  internal  jugular  vein. 

The  best  place  for  finding  and  tying  the  lingual  artery  has 
been  mentioned  (p.  46).  The  rule  laid  down  is  trustworthy  only 
when  the  artery  runs  its  normal  course.  We  have  known  an 
instance  in  which  a  good  anatomist  failed  in  an  attempt  to  tie  the 
lingual  artery,  because  the  vessel  arose  from  the  facial  behind  the 
submaxillary  gland,  and  then  passed  through  the  mylo-hyoideus 
to  reach  ftie  tongue. 

The  course  and  relations  of  the  external  carotid  artery,  and  its 
branches  in  the  neck,  should  now  be  made  out.  In  preparing  a 
view  of  them,  observe  that  nearly  all  the  veins  lie  in  front  of  their 
corresponding  arteries.  In  removing  the  connective  tissue  and 
lymphatic  glands,  the  student  must  take  care  of  the  nerves  and 
other  structures  which  are  liable  to  be  injured. 

The  external  carotid  arises  from  the  common 

COUESB  ANB 

Relations  of  the  carotid  about  the  level  of  the  upper  border  of  the 
External  thyroid  cartilage.     It  ascends  to  the  interval 

Cabotid  Aetery.  between  the  ear  and  the  jaw,  and,  at  first,  lies 
beneath  the  sterno-mastoid,  the  cervical  fascia,  the  platysma 
myoides,  and  some  branches  of  the  superficial  nerves.    It  is  next 
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crossed  by  the  hypoglossal  nerve,  the  facial  and  lingual  veins,  the 
posterior  belly  of  the  digastricus  and  stylo-hyoideus  ;  it  then  enters 
the  parotid  gland,  where  it  lies  beneath  the  facial  nerve  and 
external  jugular-  vein,  and  terminates  near  the  neck  of  the  jaw, 
by  dividing  into  the  temporal  and  internal  maxillary  arteries. 

The  external  carotid  is  separated  from  the  internal,  by  the 
stylo-glossus  and  stylo-pharyngeus,  the  glosso-pharyngeal  nerve 
and  the  stylo-hyoid  ligament.  The  superior  laryngeal  nerve  lies 
under  both  vessels. 

Notice  the  relative  position  which  the  external  and  internal 
carotids  bear  to  each  other.  The  external  lies  at  first  on  the  same 
plane  with,  but  nearer  to  the  side  of  the  pharynx  than  the 
internal.  It  soon,  however,  changes  its  position,  and  crosses 
obliquely  in  front  of  the  internal  to  reach  the  space  between  the 
angle  of  the  jaw  and  the  mastoid  process.  The  internal  carotid 
ascends  perpendicularly  by  the  side  of  the  pharynx  to  the  base  of 
the  skull. 

The  external  carotid  gives  off  the  following  branches  : 

1.  The  superior  thyroid.  5.  The  posterior  auricular. 

2.  The  lingual.  6.  The  internal  maxillary. 

3.  The  facial.  7.  The  temporal. 

4.  The  occipital.  8.  The  ascending  pharyngeal. 

Superior  The  superior  thyroid,  the  first  branch  of  the 

Thyroid  Artery,  external  carotid,  arises  just  below  the  great  cornu 
of  the  OS  hyoides.  It  lies  in  the  superior  carotid  triangle,  and 
runs  beneath  the  omo-hyoid,  sterno-hyoid,  and  sterno-thyroid 
muscles  to  the  upper  and  front  surface  of  the  thyroid  body,  in 
which  it  terminates.    Its  branches  are  the  four'  following : 

1.  The  hyoid,  a  small  muscular  bianch,  runs  horizontally  inwai'ds 
below  the  greater  comu  of  the  os  hyoides,  and  anastomoses  with  its 
fellow. 

2.  The  superior  laryngeal  branch,  accompanied  by  the  superior  laryn- 
geal nerve,  runs  beneath  the  thyro-hyoid  muscle,  pierces  the  thyi-o-hyoid 
membrane  (sometimes  the  thyroid  cartilage),  and  supplies  the  muscles 
and  the  mucous  membrane  of  the  larynx. 
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3.  The  middle  sterno-mastoid,  a  small  branch,  variable  as  to  origin, 
descends  over  the  sheath  of  the  carotid  artery  to  the  mastoid  muscle. 

4.  The  crico-thyroid,  an  artery  of  great  interest  in  reference  to  the 
opeiution  of  laryngotomy,  crosses  the  crico-thyroid  membrane,  and  commu- 
nicates with  a  corresponding  branch  on  the  opposite  side.  (Fig,  8,  p.  30.) 
One  or  two  small  branches  pass  through  the  membrane  to  the  interior  of 
the  larynx.  It  is  important  to  know  that  the  crico-thyroid  artery  often 
varies  in  direction  and  size.  In  most  cases  it  is  small,  and  runs  across 
the  centre  of  the  membrane ;  we  should  therefore  be  least  likely  to  wound 
it  in  laryngotomy,  by  dividing  the  membrane  close  to  the  cricoid  cartilage. 
But  it  is  by  no  means  infrequent  to  find  this  artery  of  considerable  size, 
taking  an  oblique  or  even  a  perpendicular  direction  in  front  of  the  mem- 
brane, and  finally  distributed  to  one  of  the  lobes  of  the  thyroid  body. 
We  have  seen  several  instances  in  which  the  membrane  was  crossed  by 
the  main  trunk  of  the  superior  thyroid.  These  facts  should  establish  the 
practical  rule  in  laryngotomy,  not  to  make  an  opening  into  the  larynx 
until  it  has  been  faii-ly  exposed. 

Among  the  many  arterial  inosculations  about  the  thyroid  body 
are  two  which  deserve  notice  :  the  one  is  formed  between  the  two 
superior  thyroid  arteries  along  the  upper  border  of  the  isthmus,  the 
other  takes  place  along  the  back  part  of  the  lateral  lobe  between 
the  superior  and  inferior  thyroid  arteries  of  the  same  side. 

The  superior  thyroid  vein  crosses  transversely  the  sheath  of  the 
common  carotid,  and  joins  the  internal  jugular. 
SuPEHioR  superior   laryngeal  nerve,  mentioned  as 

Lauyngeai,  accompanying  the  superior  laryngeal  artery,  is 

:Nerve.  given  off  from  the  inferior  ganglion  of  the  pneumo- 

Igastric.  It  descends  by  the  side  of  the  pharynx,  behind  both 
•carotid  arteries,  and  divides  into  two  branches,  the  internal  and 
(external  laryngeal  nerves.  The  internal  branch  enters  the  larynx 
through  the  thyro-hyoid  membrane  accompanied  by  the  superior 
laryngeal  artery,  and  supplies  the  mucous  membrane  of  the 
larynx  with  its  exquisite  sensibility.  Some  of  its  branches  may  be 
traced  upwards  in  the  ary-epiglottidean  fold  to  supply  the  epiglot- 
tis and  base  of  the  tongue ;  others  descend  to  the  rima  glottidis ; 
a  large  branch  passes  down  behind  the  ala  of  the  thyroid  cartilage 
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to  join  the  recurrent  laryngeal  nerve ;  and  a  small  branch  pierces 

the  arytenoideus  to  supply  the  mucous  membrane  beneath  it.  The 

external  branch  accompanies  the  crico-thyroid  artery,  and  after 

distributing  filaments  to  the  pharyngeal  plexus,  supplies  the  inferior 

constrictor  and  the  crico-tbyroid  muscles. 

Lingual  The  lingual  artery  and  its  branches  have  been 

Arteet.  described  (p.  51). 

The  facial  artery  and  its  branches  below  the 
Facial  Aeteet.     .       ,  ,     ,         ,       •■<    ^  /      a  e\ 

jaw  have  also  been  described  (p.  45). 

Occipital  The  occipital  artery  arises  from  the  posterior 

Aetebt.  part  of  the  external  carotid,  usually  opposite  the 

facial  artery  and  runs  backwards  along  the  lower  border  of  the 
digastricus  towards  the  mastoid  process.  It  then  passes  under  all 
the  muscles  inserted  into  the  mastoid  process — namely,  the  sterno- 
mastoid,  the  splenius  capitis,  the  trachelo-mastoid,  and  the  digas- 
tric. Arrived  at  the  back  of  the  head,  the  artery  runs  superficial 
to  the  superior  oblique,  the  rectus  capitis  posticus  major  and  the 
complexus,  and  divides  into  wide-spreading  branches  for  the  supply 
of  the  scalp.  In  the  first  part  of  its  course,  the  occipital  artery 
crosses  over  the  internal  carotid  artery,  the  internal  jugular  vein, 
the  pneumo  gastric  and  the  spinal  accessory  nerves,  and  is  itself 
crossed  by  the  hypoglossal  nerve.  It  sends  off  the  six  following 
branches : 

1.  The  superior  sterno-mastoid,  which  enters  the  latisele  "with  the 
nervus  accessorius. 

2.  The  auricular  ramifies  on  the  ci-anial  aspect  of  the  concha. 

3.  The  j)osterior  meningeal  ascends  with  the  internal  jugular  vein, 
and  enters  the  cranium  thi-ough  the  foramen  jugulare  to  supply  the  duia 
mater  of  the  posterior  fossa. 

4.  The  princeps  cervicis,  which  we  shall  see  better  hereafter,  is  a  short 
trunk  which  runs  down  the  back  of  the  neck,  and  divides  into  two  branches 
— a  superficial,  lying  beneath  the  splenius,  and  supplying  also  the  trapezius, 
and  a  deep  branch  lying  under  the  complexus,  and  anastomosing  with 
the  deep  cervical  artery  between  this  muscle  and  the  semi-spinaHs  colli. 

5.  The  mastoid  enters  the  foramen  in  the  mastoid  process,  and 
supplies  the  dura  mater. 

6.  The  cranial  branches  supply  the  scalp  on  its  posteiior  aspect. 
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The  occipital  vein  usually  terminates  in  the  internal  jugular, 
occasionally  in  the  external  jugular  vein. 

Posterior  An-  The  posterior  auricular  artery,  the  fifth  branch, 
KicuLAE  Artbet.  ig  giyeu  off  from  tho  postcnor  part  of  the  external 
carotid.  It  arises  above  the  digastricus,  lies  on  the  styloid  process, 
and  under  cover  of  the  parotid  gland  reaches  the  furrow  between 
the  cartilage  of  the  ear  and  the  mastoid  process.  Before  it  reaches 
the  furrow,  it  is  crossed  by  the  facial  nerve,  and  just  beneath  it  is 
the  spinal  accessory.  Above  the  mastoid  process  it  divides  into 
two  branches,  a  posterior  inosculating  with  the  occipital,  and  an 
anterior  communicating  with  the  temporal.  It  supplies  the  back 
of  the  scalp  and  the  cartilage  of  the  ear.    It  gives  off — 

1.  Small  branches  to  the  digastricus,  stylo-hyoid,  and  the  parotid 
gland. 

2.  The  stylo-mastoid,  a  very  constant  Httle  artery,  which  runs  through 
the  stylo  mastoid  foramen  to  supply  the  mastoid  cells,  the  vestibule,  and 
the  membrana  tympani,  inosculating  with  the  tympanic  branch  of  the 
internal  maxillary, 

3.  The  auricular  branches,  which  supply  both  surfaces  of  the  axu-icle. 

Posterior  Au-  The  posterior  auricular  nerve  lies  close  to  the 
RicuLAR  Nerve.  artery  of  the  same  name.  ,  It  is  the  first  branch  of 
the  seventh  or  facial  nerve  after  its  exit  from  the  stylo-mastoid 
foramen.  It  runs  behind  the  ear  and  divides  into  an  auricular 
branch  to  the  retrahens  and  the  attoUens  aurem,  and  an  occipital 
branch  to  the  posterior  belly  of  the  occipito-frontalis.  The  nerve 
is  connected  with  the  auriculo-parotidean  branch  of  the  cervical 
plexus,  and  with  the  auricular  branch  of  the  pneumogastric  nerve. 

Ascending  This  long  and  straight  branch  arises  about  half 

Phabtnqbal  an  inch  above  the  division  of  the  common  carotid. 
Artkrt.  It  ascends  between  the  internal  carotid  and  the 

side  of  the  pharynx  to  the  base  of  the  skull,  lying  upon  the  rectus 
capitis  anticus  major.  It  gives  off  numerous  branches ;  among 
them  are  : 

1.  Small  branches  which  pass  outwards  to  supply  the  anterior  recti 
m^iscles,  the  superior  cervical  gangHon,  the  pneumogastric  and  hypo- 
glossal nerves. 
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2.  Pharyngeal  branches,  wMch  pass  to  the  pharyngeal  muscles ;  one, 
the  largest  of  all,  enters  the  pharynx  above  the  superior  constrictor, 
and  terminates  in  the  soft  palate,  the  Eustachian  tube,  and  the  tonsils. 

3.  A  meningeal  branch,  which  passes  through  the  foramen  lacerum 
posticum,  and  is  distiibuted  to  the  dura  mater  of  the  occipital  fossa. 

The  examination  of  the  two  renoaining  branches  of  the  external 
carotid,  the  internal  maxillary  and  temporal,  must  for  the  present 
be  postponed.  Meanwhile  the  student  should  make  out  the  deep 
cervical  plexus  and  its  branches. 

Cervical  This  plexus  is  formed  by  the  anterior  branches 

Plexus  of  of  the  four  upper  cervical  nerves.     It  consists 

Nbryes.  q£    series  of  loop-like  communications,  between 

these  nerves,  close  to  the  transverse  processes  of  the  four  upper 
cervical  vertebrae :  each  nerve  dividing  into  an  ascending  and  a 
descending  branch,  with  the  exception  of  the  first.  The  plexus 
is  situated  behind  the  sterno-mastoid  m.  and  internal  jugular  vein, 
and  lies  in  front  of  the  scalenus  medius  and  the  levator  anguli 
scapulge. 

The  plexus  gives  off  superficial  and  deep  branches.  The  super- 
ficial branches  have  been  already  described  (p.  20). 

The  deep  branches  may  be  divided  into  an  internal  and  an 
external  series. 

Internal  Series. —  1.  The  phrenic  arises  from  the  thii-d,  fourth,  and 
fifth  cervical  nerves,  and  passes  through  the  thorax  to  be  distributed  to 
the  cHaphragm.    (For  ftn'ther  course  see  p.  59.) 

2.  The  commitnicantes  noni  come  from  the  second  and  third  cervical 
nerves,  wind  round  the  internal  jugular  vein,  and  join  the  descendens 
noni  in  front  of  the  carotid  sheath,  forming  the  '  ansa  hypoglossi.'  They 
supply  the  depressor  muscles  of  the  os  hyoides  and  laiynx. 

3.  Muscular  branches  to  the  recti  antici,  the  rectus  lateralis,  and 
longus  colli  muscles. 

4.  Branches  which  communicate  with  the  pneumogastiic,  hypoglossal, 
and  sympathetic  nerves,  and  one  to  join  the  fifth  cervical. 

External  Series. — 1.  One  or  more  branches  to  the  nervus  accesso- 
rius:  firatly  in  the  sterno-mastoid,  then  in  the  occipital  triangle,  and 
lastly  beneath  the  trapezius. 
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2.  Muscular  branches  to  supply  the  trapezius,  levator  anguli  scapulae, 
scalenus  medias,  and  sterno-mastoid. 

^  The  clavicle  should  now  be  sawn  through  the 

i/lSSECTION 

middle,  and  the  sternal  half  raised  with  the 
sterno-mastoid  attached,  so  that  the  bone  can  be  replaced,  to  study 
its  relation  to  the  subjacent  parts.  The  scalene  muscles  and  the 
subclavian  artery  throughout  its  whole  course  must  next  be  care- 
fully dissected.  While  this  is  being  done,  the  student  must  be 
careful  not  to  injure  the  branches  of  the  subclavian  artery,  the 
lymphatic  duct  on  the  right,  and  the  thoracic  duct  on  the  left 
side,  the  nerve  to  the  subclavius  m  ,  the  phrenic  nerve,  the  cervical 
and  the  brachial  plexuses  of  nerves,  and  their  small  branches. 

Scalene  The  scalene  muscles,  so  called  from  their  resem- 

MuscLBs.  blance  to  a  scalene  triangle,  extend  from  the  trans- 

verse processes  of  the  cervical  vertebrae  to  the  first  and  second  ribs. 
They  may  be  considered  as  intercostal  muscles,  since  the  trans- 
verse processes  of  the  cervical  vertebrae  are  but  rudimentary  ribs. 
Anatomists  describe  them  as  three  separate  muscles — an  anterior, 
a  middle,  and  a  posterior ;  the  anterior  and  middle  are  attached  to 
the  first  rib,  the  posterior  to  the  second.  In  plan  and  purpose  these 
three  muscles  are  one. 

Scalenus  The  scalenus  anticus  arises  from  the  anterior 

Antictjs.  tubercles  of  the  transverse  processes  of  the  third, 

fourth,  fifth,  and  sixth  cervical  vertebrae,  and  is  inserted  by  a  flat 
tendon  into  the  tubercle  on  the  inner  border  of  the  first  rib  in 
front  of  the  groove  for  the  subclavian  artery. 

Scalenus  The  scalenus  medius  arises  from  the  posterior 

Medius.  tubercles  of  the  transverse  processes  of  all  the 

cervical  vertebrae  except  the  first,  and  is  inserted  into  the  first 
rib  behind  the  scalenus  anticus,  extending,  from  the  tubercle, 
forwards  for  an  inch  and  a  half. 

Scalenus  The  scalenus  posticus  arises  from  the  posterior 

Posticus.  tubercles  of  the  transverse  processes  of  the  two  or 

three  lowest  cervical  vertebrae,  and  is  inserted  into  the  second  rib 
between  its  tubercle  and  angle,  anterior  to  the  levator  costae. 
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The  scalene  muscles  are  important  agents  in  raising  the  thorax, 
in  a  deep  inspiration.  Take  a  deep  breath,  and  you  can  easily  feel 
them  contracting.  They  can  bend  the  cervical  portion  of  the 
spine,  if  their  lower  attachment  be  the  fixed  point,  as  in  rising 
from  the  recumbent  position. 

The  scalenus  anticus  is  just  one  of  those  muscles  about  which 
we  ought  to  know  well  all  that  lies  in  front  of  it,  and  all  that  lies 
behind  it.  In  the  front  of  it  are,  the  clavicle,  the  subclavius,  the 
clavicular  origin  of  the  sterno-mastoid,  the  omo-hyoid,  the  phrenic 
nerve,  the  subclavian  vein,  the  supra-scapular  and  posterior  scapular 
arteries.  Behind  it  are  the  subclavian  arteiy,  the  five  nerves 
which  form  the  brachial  plexus,  and  the  pleura ;  to  its  inner  side 
is  the  internal  jugular  vein. 

Make  your  finger  familiar  with  the  feel  of  the  tubercle  on  the 
first  rib,  to  which  the  scalenus  anticus  is  attached.  This  tubercle 
is  the  guide  to  the  subclavian  artery,  for  it  enables  you  to  find  the 
outer  edge  of  the  scalenus  anticus,  where  you  must  look  for  the 
vessel.  Is  the  scalenus  anticus  entirely  concealed  from  view  by 
the  sterno-mastoid  or  not  ?  This  will  depend  upon  the  breadth  of 
the  clavicular  attachment  of  the  sterno-mastoid.  As  a  general  rule, 
it  may  be  said  that  the  scalene  muscle  is  concealed  by  the  sterno-mas- 
toid, and  that  consequently,  in  tying  the  subclavian  artery,  it  may 
be  necessary  to  divide  partially  the  clavicular  origin  of  the  muscle. 

^  The  phrenic  nerve  runs  down  in  front  of  the 

Pheenic  Neete. 

scalenus  anticus,  from  the  outer  to  the  inner 
border.  It  arises  from  the  third,  fourth,  and  fifth  cervical  nerves, 
but  chiefly  from  the  fourth.  It  enters  the  chest  between  the 
subclavian  artery  and  vein,  crosses  in  front  of  the  internal  mam- 
mary artery,  and  continues  its  coirrse  between  the  pericardium 
and  pleura,  in  front  of  the  root  of  the  lung,  to  the  diaphragm, 
which  it  supplies. 

When  the  spinal  cord  is  injured  above  the  fourth  cervical  ver- 
tebra, the  origin  of  the  phrenic  is  implicated ;  therefore  the  dia- 
phragm, as  well  as  the  other  muscles  of  inspiration,  are  paralysed. 
Death  is  the  immediate  result.* 

*  The  phrenic  nerve  is  joined  by  a  filament  from  the  sympathetic,  and  frequently 
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Course  and  Relations  of  the  Subclavian  Arteries. 

The  left  subclavian  artery  dififers  from  the  right,  not  only  in 
its  origin,  but  in  the  relations  of  the  first  part  of  its  course.  The 
right  should,  therefore,  be  examined  first,  and  then  the  differences 
between  it  and  the  left. 

Eight  Subcla-  The  right  subclavian  artery  is  one  of  the  two 
TiAN  Arteet.  great  branches  into  which  the  arteria  innominata 
divides  behind  the  sterno-clavicular  joint.  It  runs  outwards  be- 
hind the  scalenus  anticus,  then  inclines  downwards  over  the  first 
rib,  at  the  outer  border  of  which  it  takes  the  name  of  axillary. 
The  artery  describes  a  curve,  of  which  the  greatest  convexity  is 
between  the  scalene  muscles.  The  height  to  which  the  arch 
ascends  varies.  Generally,  it  rises  higher  in  women  than  in  men, 
on  the  right  side  than  on  the  left. 

To  study  its  relations  more  precisely,  the  course  of  the  sub- 
clavian is  divided  into  three  parts  :  1.  The  part  which  intervenes 
between  its  origin  and  the  inner  border  of  the  scalenus  anticus. 
2.  That  which  lies  behind  the  scalenus.  3.  That  which  intervenes 
between  the  outer  border  of  the  scalenus  and  the  outer  border  of 
the  first  rib. 

The  first  portion  of  the  artery  lies  deeply  in  the  neck  and  passes 
upwards  and  outwards  to  the  inner  border  of  the  scalenus  anticus. 
It  is  covered  by  the  skin,  platysma,  superficial  and  deep  fascise, 
the  sternal  end  of  the  clavicle,  the  sterno-mastoid,  sterno-hyoid, 
and  sterno-thyroid  muscles,  and  a  layer  of  deep  fascia,  continued 
from  the  inner  border  of  the  scalenus  anticus.    It  is  crossed  by 

by  a  filament  from  that  branch  of  the  brachial  plexus  which  siipplies  the  subclavius 
muscle.  It  is  important  to  be  aware  that  cases  sometimes  occur  in  which  this  seem- 
ingly insignificant  filament  is  a  branch  of  considerable  size,  and  forms  the  greater 
portion  of  the  phrenic  itself.  We  have  met  with  many  instances  in  which  this  acces- 
sory branch  was  larger  than  the  regular  trunk ;  in  all  of  them  it  crossed  over  the 
subclavian  artery  in  the  third  part  of  its  course,  and  would  probably  hiive  been  injured 
in  the  operation  of  tying  this  vessel.  That  such  an  accident  has  actually  happened  is 
recorded  by  Bransby  Cooper  in  his  surgical  lectures.  He  speaks  of  having  injured 
this  accessoi'y  branch  of  the  phrenic  in  lying  the  subclavian  artery.  The  patient  had 
incessant  spasm  of  the  diaphragm  till  he  died. 
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tlie  internal  jugular  and  vertebral  veins,  by  the  pneumogastric 
and  phrenic  nerves,  and  by  some  cardiac  filaments  of  the  sym- 
pathetic. Inferiorly  it  rests  upon  the  pleura.  Behind  the  artery 
are  the  recurrent  branch  of  the  pneumogastric,  the  sympathetic 

Fia.  11. 


3rd  cervical  n, 

4th  cervical  n, 
Pneumogas- 
tric n.    .  . 


5th  cervical  n. 


Brachial  plexus 


Phrenic  n.  .  . 

Line  of  reflec- 
tion of  peri- 
cardium. 


Cervicalis  ascenders  a. 
Scalenus  anticus. 
•  Inferior  thyroid  a. 

Superflcialis  colli  a. 

Phrenic  n. 

Posterior  scapular  a. 

Siipra-scapular  a. 
Subclavian  a. 

Superior  intercostal  a. 
Internal  mammary  a. 
Pneumogastric  n. 
Phrenic  n. 

Appendix  of  left  auricle. 


nerve,  the  longus  colli,  the  transverse  process  of  the  seventh 
cervical  vertebra  and  the  apex  of  the  lung  covered  with  the  pleura 
Three  branches  arise  from  this  portion  of  the  subclavian— viz.  the 
vertebral,  internal  mammary,  and  thyroid  axis. 
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In  the  second  (the  highest)  part  of  its  course,  the  artery  lies 
between  the  scalene  muscles.  It  is  covered  by  skin,  platysma,  and 
superficial  fascia,  by  the  clavicular  origin  of  the  sterno-mastoid, 
the  deep  cervical  fascia,  and  by  the  scalenus  anticus  and  phrenic 
nerve  which  separate  it  from  the  subclavian  vein.  Behind  the 
artery  is  the  scalenus  medius  ;  above  it  is  the  brachial  plexus ; 
below  it  is  the  pleura.  Only  one  branch,  the  superior  intercostal, 
is  given  oflf  from  this  part  of  the  artery. 

In  the  third  part  of  its  course,  the  artery  passes  downwards 
and  outwards,  and  lies  in  the  supra-clavicular  triangle  upon  the 
surface  of  the  first  rib.  Here  it  is  covered  by  the  skin,  platysma, 
and  two  layers  of  the  cervical  fascia ;  subsequently  by  the  supra- 
scapular artery,  the  clavicle,  the  subclavius  muscle,  with  its  nerve ; 
and,  what  is  of  much  more  consequence,  it  is  here  crossed  by  the 
external  jugular  and  (often)  the  supra  and  posterior  scapular  veins ; 
so  that  there  is  here  a  confluence  of  large  veins  in  front  of  the 
artery.  The  subclavian  vein  is  situated  below  the  artery,  but  on 
a  plane  anterior  to  it.  Below  it  is  the  first  rib,  and  behind  it  the 
scalenus  medius.  Above  the  artery  and  to  its  outer  side,  are  the 
trunk  nerves  of  the  brachial  plexus  and  the  omo-hyoid  m.  One  of 
these  nerves  (the  conjoined  fifth  and  sixth  cervical)  runs  so  nearly 
parallel  with  the  artery,  and  on  a  plane  anterior  to  it,  that  it  is 
quite  possible  to  mistake  the  nerve  for  the  artery,  in  the  operation 
of  tying  it.  We  have  heard  a  hospital  surgeon  of  great  experience 
say,  that  he  had  seen  this  mistake  committed  on  three  separate  occa- 
sions. In  this  part  of  its  course,  the  artery  as  a  rule  gives  off  no 
branches ;  the  most  frequent  exceptions  are  the  posterior  scapular, 
and  supra-scapular. 

Left  Subcla-  The  left  subclavian  is  the  last  of  the  three 
viAN  Aktekt.  great  branches  which  arise  from  the  arch  of  the 
aorta.  It  ascends  nearly  vertically  out  of  the  chest,  and  then 
arches  in  front  of  the  apex  of  the  lung  and  pleura  to  reach  the 
inner  border  of  the  scalenus  anticus,  behind  which  it  runs  over 
the  first  rib. 

In  the  first  part  of  its  course,  the  left  subclavian  lies  deeply  in 
the  chest,  near  the  spine.    On  its  left  side  it  is  covered  by  the 
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pleura ;  on  its  right  side  are  the  thoracic  duct,  the  oesophagus  and 
the  trachea ;  in  front  are  the  pneumogastric  and  phrenic  nerves, 
the  cardiac  branches  of  the  sympathetic,  the  left  common  carotid, 
and  the  left  lung  covered  with  its  pleura ;  the  left  brachio-cephalic 
vein  crosses  in  front  of  it.  Behind  it  is  the  longus  colli  muscle, 
and  the  inferior  cervical  ganglion. 

At  the  level  of  the  upper  part  of  the  chest,  the  left  sub- 
clavian arches,  like  the  right,  over  the  apex  of  the  lung,  and 
has  similar  relations — namely,  in  front,  it  is  covered  by  the  sternal 
end  of  the  clavicle,  the  sterno-mastoid,  sterno-hyoid,  and  sterno- 
thyroid muscles,  and  by  the  internal  jugular  and  vertebral  veins. 

Behind  the  scalenus  anticus,  and  on  the  surface  of  the  first  rib, 
the  relations  of  the  left  subclavian  are  similar  to  those  of  the  right 
(p.  62). 

The  left  subclavian,  then,  differs  from  the  right  only  in  the  first 
part  of  its  course.    Now,  what  are  these  differences  ? 

1 .  The  left  subclavian  comes  direct  from  the  arch  of  the  aorta, 
and  is  therefore  longer,  deeper  in  the  chest,  and  more  vertical 
than  the  right,  which  comes  from  the  arteria  innominata. 

2.  The  left  subclavian  is  in  close  relation  with  the  oesophagus 
and  the  thoracic  duct :  the  right  is  not. 

3.  The  left  subclavian  is  crossed  by  the  left  brachio-cephalic 
vein. 

4.  The  left  subclavian  has  the  phrenic,  pneumogastric,  and 
sympathetic  nerves  nearly  parallel  with  it ;  on  the  right  side, 
these  nerves  cross  the  artery  at  a  nearly  right  angle. 

5.  The  left  subclavian  is  not  embraced  by  the  recurrent  laryn- 
geal nerve,  like  the  right  subclavian. 

The  thoracic  duct  bears  an  important  relation  to  the  left  sub- 
clavian. It  ascends  from  the  chest  to  the  left  of  the  oesophagus 
and  behind  the  artery  ;  then  arching  behind  the  internal  jugular 
vein  as  high  as  the  seventh  cervical  vertebra,  it  curves  downwards 
and  forwards  to  terminate  in  the  subclavian  vein  at  its  junction 
with  the  jugular.  The  duct  is  so  thin  and  transparent  that  it 
easily  escapes  observation ;  it  is  most  readily  found  by  raising  the 
subclavian  vein  near  its  junction  with  the  jugular,  and  searching 
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■with  the  handle  of  the  scalpel  on  the  inner  side  of  the  scalenus 
anticus,  in  front  of  the  vertebral  vein. 

Before  tracing  the  branches  of  the  subclavian  artery,  consider 
some  points  relating  to  the  operation  of  tying  it. 

To  tie  the  artery  in  the  first  part  of  its  course,  namely,  on  the 
inner  edge  of  the  scalenus  anticus,  is  an  operation  of  great  difficulty 
and  danger,  even  with  the  parts  in  a  normal  position.  The  great 
depth  at  which  the  artery  is  placed,  the  size  and  close  proximity 
of  its  numerous  branches,  the  large  veins  by  which  it  is  covered, 
its  connection  with  the  pneumogastric,  recurrent  laryngeal,  phrenic, 
and  sympathetic  nerves,  and,  above  all,  its  close  contiguity  with  the 
pleura,  form  a  combination  of  circumstances  so  formidable  that 
one  cannot  be  surprised  the  operation  has  never  been  performed 
with  a  favourable  result. 

In  the  second  part  of  its  course,  between  the  scalene  muscles, 
the  artery  is  more  accessible,  although  it  is  rarely  ligatured  in 
this  situation.  It  would  be  necessary  to  divide  the  clavicular 
origin  of  the  sterno-mastoid,  the  cervical  fascia,  and  the  scalenus 
anticus,  to  reach  the  vessel;  the  phrenic  nerve  and  the  subclavian 
vein  would  be  the  chief  objects  exposed  to  injury.  This  operation 
was  performed  first  and  with  success  by  Dupuytren  in  the  year  1819. 
More  recently  it  has  been  performed  by  Dr.  Warren,  of  Boston. 
The  patient  recovered,  though  the  pleura  was  wounded.* 

But  in  the  last  part  of  its  course,  that  is,  on  the  outer  side  of 
the  scalenus,  the  artery  may  be  tied  with  comparative  facility. 
The  incision  should  be  made  from  three  to  four  inches  in  length, 
parallel  with  the  upper  border  of  the  clavicle.  We  divide  the 
platysma,  some  of  the  supra-clavicular  nerves,  and  the  cervical 
fascia.  The  external  jugular  vein  must  be  drawn  to  the  outer 
side,  or  divided  and  tied  at  both  ends.  With  the  finger  and  the 
handle  of  the  scalpel  we  then  make  our  way  down  to  the  outer 
edge  of  the  scalenus  anticus,  behind  which  the  artery  will  be  found 
lying  upon  the  first  rib.  Eemember  the  tubercle  on  the  inner  edge 
of  the  rib  which  indicates  the  insertion  of  the  scalenus  :  this 

*  'Med,  Chirurg.  Trans.,'  vol.  xxix.  p.  25. 
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tubercle  is  the  best  guide  to  tlie  artery.  It  is  necessary  to  divide 
a  layer  of  fascia  which  immediately  covers  the  vessel  before 
the  needle  can  be  introduced  around  it.  Mr.  Eamsden,  of  St. 
Bartholomew's  Hospital,  was  the  first  who  tied  the  subclavian  in 
the  third  part  of  its  course,  in  the  year  1809  ;  since  that  time  the 
operation  has  been  repeatedly  performed,  with  very  favourable 
results. 

In  the  hands  of  a  surgeon  possessed  of  a  practical  knowledge 
of  anatomy  the  operation  is  easy,  provided  all  circumstances  be 
favourable ;  but  circumstances  are  often  very  unfavourable.  It 
often  happens  that  the  aneurysmal  or  other  tumour,  on  account  of 
which  the  operation  is  performed,  raises  the  clavicle  beyond  its 
natural  level,  and  so  disturbs  the  parts,  that  to  expose  the  artery 
and  place  a  ligature  around  it  becomes  exceedingly  difficult. 
Under  such  circumstances  one  cannot  be  surprised  that  even 
distinguished  anatomists  have  committed  mistakes.  Sir  Astley 
Cooper  *  failed  in  one  instance.  Dupuytren  perforated  the  artery 
with  the  point  of  the  needle,  and  included  one  of  the  nerves  in  the 
ligatiure  :  fatal  haemorrhage  was  the  result.f  We  were  present  at 
an  operation  in  which  the  large  nerve  (a  branch  of  the  brachial 
plexus)  which  runs  parallel  with  and  on  a  plane  anterior  to  the 
artery  was  mistaken  for  it  and  tied ;  the  surgeon  being  deceived^ 
by  the  pulsation  communicated  to  the  nerve. 

Branches  of  branches  of  the  subclavian  extend  so  widely, 

THE  StTBCLAviAN     that  iu  tho  prcseut  dissection  we  can  trace  them  only 
Aktert.  for  a  short  distance.    They  are  four  in  number  : 

1 .  The  vertebral. 

2.  The  thyroid  axis,  a  short  thick  trunk  which  gives  off  the 
inferior  thyroid,  supra-scapular,  and  posterior  scapular. 

3.  The  internal  mammary. 

4.  The  superior  intercostal,  which  gives  off  the  deep  cervical. 
As  a  rule,  the  vertebral,  the  thyroid  axis,  and  the  internal 

mammary  are  given  off  from  the  subclavian  in  the  first  part  of 


*  '  London  Medical  Review,'  vol.  ii.  p.  300. 
t  'Edinburgh  Med.  and  Surg.  Journal,'  vol.  xvi.  1820. 
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its  course,  and  the  superior  intercostal  in  the  second  j^jart. 
The  most  frequent  deviation  is,  that  the  posterior  scapular  (trans- 
versalis  colli)  arises  from  the  subclavian  in  the  third  part  of  its 
course."^ 

Vebtebeal  This,  the  first  and  largest  branch,  arises  from 

AuTEBY.  the  upper  part  of  the  subclavian.     For  a  short 

distance  it  lies  in  the  interval  between  the  scalenus  anticus  and 
the  longus  colli.  Here  it  enters  the  foramen  in  the  transverse 
process  of  the  sixth  cervical  vertebra,  and  ascends  through  the 
foramina  in  the  transverse  processes  of  the  succeeding  vertebrae. 
In  the  interval  between  the  axis  and  the  atlas,  the  artery  makes  a 
sigmoid  curve,  that  it  may  not  be  stretched  in  the  rotation  of  the 
head.  Having  traversed  the  foramen  of  the  atlas,  the  artery  curves 
backwards  along  the  groove  in  its  arch,  perforates  the  posterior 
occipito-atlantoid  ligament  and  the  dura  mater,  then  enters  the 
skull  through  the  foramen  magnum,  and  unites  with  its  fellow 
near  the  lower  border  of  the  '  pons  Varolii,'  to  form  the  basilar 
artery. 

Directly  after  the  artery  is  given  off  from  the  subclavian,  it  lies 
behind  the  internal  jugular  vein,  and,  on  the  left  side,  behind  the 
thoracic  duct.  As  it  lies  upon  the  groove  on  the  neural  arch  of 
the  atlas  it  is  separated  from  it  by  the  suboccipital  nerve,  and  is 
situated  within  the  suboccipital  triangle. 

The  vertebral  artery  is  accompanied  by  slender  nerves  from 
the  inferior  cervical  ganglion  of  the  sympathetic.  These  nerves 
communicate  with  the  spinal  nerves  forming  the  brachial 
plexus. 

Destined  for  the  brain,  the  vertebral  gives  off  no  branches  in 
the  neck,  except  a  few  small  ones  to  the  deeply-seated  muscles ;  it 
furnishes,  however,  lateral  spinal  branches  to  the  spinal  cord  and 
its  membranes  which  pass  through  the  intervertebral  foramina. 

*  With  reference  to  the  origin  of  the  posterior  seapiilar  (transversalis  colli)  artery, 
■we  made  epecial  observations  during  the  winter  session  of  1858-59.  We  found  that 
this  artery  was  given  oflF  most  frequently,  not  by  the  thyroid  axis,  but  by  the  sub- 
clavian in  the  third  part  of  its  course.  Under  these  circumstances  the  superficialis 
colli  a.  generally  came  from  the  thyroid  axis. 
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The  cranial  branches  of  the  vertebral  artery  are  mentioned  at 
length  in  the  description  of  the  arteries  of  the  brain. 

The  vertebral  vein  is  formed  by  small  branches  from  the  muscles 
near  the  foramen  magnum.  It  descends  in  front  of  the  artery 
through  the  foramina  in  the  transverse  processes,  and  emerging 
tlirough  the  transverse  process  of  the  sixth,  joins  the  brachic- 
cephalic  vein.  It  receives  the  veins  from  the  cervical  portion 
of  the  spinal  cord.  In  some  subjects  it  communicates  with 
the  lateral  sinus  by  a  branch  through  the  posterior  condyloid 
foramen. 

The  cervical  nerves  pass  through  the  intervertebral  foramina 
behind  the  vertebral  artery,  so  that  the  artery  runs  behind  its  vein, 
and  in  front  of  the  nerves. 

The  thyroid  axis  arises  from  the  subclavian 
near  the  inner  edge  of  the  scalenus  anticus,  and 
after  a  course  of  a  quarter  of  an  inch  divides  into  three  branches, 
which  take  different  directions ;  namely,  the  inferior  thyroid,  the 
supra-scapular,  and  the  posterior  scapular. 

1.  The  inferior  thyroid  artery  ascends  tortuously  behind  the  sheath 
of  the  common  carotid  and  the  sympathetic  nerve,  to  the  deep  suiface  of 
the  thp-oid  body,  in  which  it  communicates  freely  with  the  superior 
thyroid  and  with  its  fellow.  Besides  small  branches  to  the  trachea,  the 
oesophagus,  and  the  larynx,  it  gives  oS — 

(a)  the  ascendioig  cervical  artery  which  runs  up  close  to  the  spine, 
between  the  scalenus  anticus  and  the  rectus  capitis  anticus  major,  and 
terminates  in  small  blanches,  some  of  which  supply  these  muscles ;  others 
enter  the  intervertebral  foramina,  and  supply  the  spinal  cord  and  its 
membranes. 

2.  The  sujyra-scapular  artery  (transvei'salis  humeri)  runs  outwards  over 
the  scalenus  anticus,  then  directly  beneath  and  pai-allel  with  the  clavicle  : 
crossing  over  the  third  part  of  the  subclavian  arteiy,  it  passes  beneath 
the  posterior  belly  of  the  omo-hyoid  to  the  superior  border  of  the  scapula. 
Here  it  is  covered  by  the  traj^ezius,  goes  above  the  transverse  ligament 
which  bridges  over  the  notch,  and  divides  into  branches,  some  of 
which  ramify  above,  others  below,  the  spine  of  this  bone.  It  inosculates 
freely  in  the  infra-spinous  fossa  with  the  dorsalis  scapulfe,  a  branch  of  the 
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subscapular,  and  with  the  posterior  scapular  arteiy.  Near  the  notch,  it 
is  joined  by  the  supra-scapular  nerve,  which  runs  through  it.  Tlie 
branches  of  this  ai-tery  are  numerous  but  small,  and  are  as  follow  :  the 
inferior  sterno-mastoid  (p.  25) ;  the  supra-acromial,  which  anastomoses 
with  the  acromio-thoracic  ai-tery;  articular  branches  to  the  shoulder 
joint ;  the  infra-spinous,  which  ramifies  in  the  infra-spinous  fossa ;  and 
the  subscapular,  which  ramifies  in  the  substance  of  the  subscapularis 
muscle. 

3.  The  posterior  scapular  (transversalis  colK)  artery,  of  which  the 
normal  origin  is  said  to  be  from  the  thyroid  axis,  very  frequently  arises 
from  the  subclavian  in  the  last  part  of  its  course.  It  is  larger  than  the 
preceding  artery,  and  runs  tortuously  across  the  side  of  the  neck  (higher 
than  the  supra-scapular),  over  the  scalene  muscles  and  the  gi-eat  nerves  of 
the  brachial  plexus  (sometimes  between  them),  and  disappeai's  beneath 
the  trapezius  and  the  levator  anguli  scapulse  to  reach  the  superior  angle 
of  the  scapula.  It  then  runs  beneath  the  rhomboid  muscles,  which  it 
supplies,  down  to  the  inferior  angle  of  the  scapula,  anastomosing  freely 
with  the  terminations  of  the  supra-  and  sub-scapular  arteries.  In  the 
space  between  the  sterno-mastoid  and  trapezius,  the  posterior  scapular 
gives  off  the  superficialis  colli.  This  vessel  proceeds  tortuously  across 
the  posterior  triangle  of  the  neck  to  the  under  suiface  of  the  trapezius, 
to  which,  with  the  levator  anguli  scapulae,  it  is  principally  distributed. 

The  superficialis  colli  often  comes  direct  from  the  thyroid  axis. 

The  veins  corresponding  to  the  supra- scapular  and  posterior 
scapular  arteries  terminate  in  the  external  jugular,  sometimes  in 
the  subclavian.  The  inferior  thyroid  vein  crosses  in  front  of  the 
common  carotid  artery,  and  joins  the  internal  jugular. 

Inteekal  This  artery  arises  from  the  subclavian  opposite 

Mammaby.  to  the  thyroid  axis.    It  enters  the  chest  behind 

the  subclavian  vein,  and  descends  behind  the  cartilages  of  the  ribs, 
about  half  an  inch  from  the  sternum.  Its  further  progress  will  be 
examined  in  the  dissection  of  the  chest  (p.  1 2 1 ).  The  corresponding 
vein  most  frequently  terminates  in  the  brachio-oephalic. 

SuPEmoB  This  artery  is  given  ofif  by  the  subclavian  behind 

Intekcostat..  the  scalenus  anticus  on  the  right  side,  and  to  its 
inner  side  on  the  left,  so  that  you  must  divide  the  muscle  to  see  it. 
It  enters  the  chest  behind  the  pleura,  to  the  outer  side  of  the  first 
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dorsal  ganglion  of  the  sympathetic.  It  runs  over  the  necks  of  the 
first  and  second  ribs,  and  furnishes  the  arteries  of  the  two  upper 
intercostal  spaces,  and  a  posterior  branch  which  is  distributed  to 
the  muscles  of  the  back  and  the  spinal  cord.  It  usually  inoscu- 
lates with  the  first  inter-  Fiq.  12. 
costal  branch  of  the  aorta. 
The  corresponding  vein 
terminates  on  the  right 
side  in  the  vena  azygos  ; 
on  the  left  in  the  brachio- 
cephalic. 

Deep  Ceeyical  This  artery 
Akteet.  arises  from 

the  superior  intercostal, 
seldom  direct  from  the 
subclavian.  It  goes  to  the 
back  of  the  neck  between 
the  first  rib  and  the  trans- 
verse process  of  the  last 
cervical  vertebra,  and 
ascends  between  the  com- 
plexus  and  the  semi-spinalis 
colli,  both  of  which  it  sup- 
plies. It  sometimes  inos- 
culates with  the  princeps 
cervicis,  a  branch  of  the 
occipital  (p.  55). 

To  test  your  knowledge 
of  the  branches  of  the  sub- 
clavian artery,  reflect  upon 
the  answer  to  the  follow- 
ing question  :  If  the  ar- 
tery were  tied  in  the  ^irs^  part  of  its  course  before  it  gives  off  any 
branches,  how  would  the  arm  be  supplied  with  blood?  The 
answer  is,  by  six  collateral  channels,  as  follow:  1.  By  the  com- 
munications between  the  superior  and  inferior  thyroid :  2.  Between 
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the  two  vertebral :  3.  Between  the  internal  mammary  and  the 
intercostals  and  the  epigastric  :  4.  Between  the  thoracic  branches 
of  the    axillary,  and  the  intercostal  branches  of  the  aorta : 

5.  Between  the  superior  intercostal  and  the  aortic  intercostals. 

6.  Between  the  princeps  cervicis  and  the  deep  cervical.  Most 
of  these  inosculations  are  shown  in  the  diagram,  p.  69. 

Again,  if  the  subclavian  were  tied  in  the  third  part  of  its 
course,  the  circulation  would  be  carried  on  by  the  communications  : 
1.  Between  the  supra-scapular  and  the  dorsalis  scapulae,  a  branch 
of  the  subscapular :  2.  Between  the  supra-acromial  branch  of  the 
supra-scapular  and  the  acromio-thoracic  :  3.  Between  the  posterior 
scapular  and  the  subscapular  and  dorsalis  scapulse  :  4.  Between  the 
internal  mammary,  the  aortic  intercostals  and  superior  intercostal 
on  the  one  hand,  and  the  long  and  short  thoracic  branches  of  the 
axillary,  on  the  other. 

Sttbclatian  The  subclavian  vein  does  not  form  an  arch  like 

Vein.  the  artery,  but  proceeds  in  a  nearly  straight  line 

over  the  first  rib  to  join  the  internal  jugular.  Throughout  its 
whole  course  the  vein  is  situated  on  a  plaae  anterior  to  and  a 
little  lower  than  the  artery,  .from  which  it  is  separated  by  the 
scaleuus  anticus,  the  phrenic  and  pneumogastric  nerves.  It  has 
a  pair  of  valves  just  before  its  junction  with  the  internal  jugu- 
lar. It  receives  the  anterior  jugular,  the  vertebral,  the  external 
jugular,  and  through  it,  the  supra-scapular  and  posterior  scapular 
veins. 

Bhachiu,  large  nerves  forming  the  plexus  which  sup- 

Plexus  of  plies  the  upper  extremity  are  the  anterior  divisions 

Nerves.  gf  the  four  lower  cervical  and  the  first  dorsal,  with 

a  small  fasciculus  derived  from  the  fourth  cervical  nerve.  Emer- 
ging from  the  intervertebral  foramina  they  appear  between  the 
anterior  and  middle  scalene  muscles,  and  pass  with  the  subclavian 
artery  into  the  axilla.  To  this  bundle  of  nerves  the  name  plexus 
is  given,  on  account  of  their  mutual  communications.  The  plexus 
at  its  root  is  wide,  and  situated  higher  than  the  subclavian 
artery,  and  nearly  on  the  same  plane  ;  but  as  the  plexus  descends 
beneath  the  clavicle,  its  component  nerves  converge,  and,  in  the 
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axilla,  completely  surround  the  artery:  one  cord  lying  to  the 
outer  side,  a  second  lying  to  the  inner  side,  and  a  third  behind 
the  vessel. 

The  plexus  is  crossed  superficially  by  the  omo-hyoid  muscle, 
and  by  the  supra-scapular  and  posterior  scapular  arteries. 

The  arrangement  of  the  nerves  in  the  formation  of  the  plexus 
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c  4-8.  Anterior  trunks  of  the  cervical  nerves.  18.  Miisctilo-cutaneous . 

D  1.  Anterior  trunk  of  the  first  dorsal  n.  19.  Circumflex. 

9.  N.  to  the  rhomboid  m.  20.  Median. 

10.  Supra  scapular.  21.  lluscnlo-spiral. 

11.  N.  to  subclaviua  m.  22.  TJlnar. 
12-13.  Anterior  thoracic.  23.  Int.  cutaneous. 

14, 15, 16.  Subscapular  n.  24.  E.Tt.  respiratory  of  Boll. 
17.  Lesser  int.  cutaneous. 


is  very  variable,  and  often  not  alike  on  both  sides.  The  most 
usual  arrangement  is,  that  at  the  outer  border  of  the  scalenus 
anticus,  the  fifth  and  sixth  cervical  n.  unite  to  form  an  upper 
trunk;  the  eighth  and  the  first  dorsal  n.  form  a  lower  trunk ;  the 
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seventh  cervical  runs  for  some  distance  alone,  and  forms  a  middle 
trunk.  Now  each  of  these  five  primary  nerves  divides  into  an 
anterior  and  a  posterior  branch :  the  anterior  branches  given  off 
from  the  fifth,  sixth,  and  seventh  form  the  outer  cord  of  the  plexus ; 
the  anterior  branches  given  off  from  the  eighth  cervical  and  first 
dorsal  form  the  inner  cord:  while  the  posterior  branches  of  all 
the  nerves  (namely,  the  fifth,  sixth,  seventh,  eighth  cervical  and 
first  dorsal)  unite  to  form  the  posterior  cord* 

The  branches  arising  from  the  plexus  are  best  arranged  into 
those  given  off  above  the  clavicle,  and  those  given  off  below  it. 
The  following  are  those  given  off  above  the  clavicle. 

a.  The  branch  forming  one  of  the  roots  of  the  phrenic  arises 
from  the  fifth  cervical.    (Not  in  the  diagram.) 

b.  Nerve  to  the  suhclavius  m. — This  proceeds  from  the  fifth 
and  sixth  cervical,  and  crosses  the  subclavian  artery  in  the  third 
part  of  its  course.  It  frequently  sends  a  filament,  which  passes  in 
front  of  the  subclavian  vein  to  join  the  phrenic  nerve. 

c.  Nerves  to  the  scaleni  and  the  longus  colli  muscles  are  given 
off  from  the  lower  cervical  nerves  as  they  leave  the  intervertebral 
foramina. 

d.  Nerve  to  the  rhomboid  muscles. — This  arises  from  the  fifth 
cervical  nerve,  passes  through  the  scalenus  medius,  and  accom- 
panies the  posterior  scapular  artery,  beneath  the  levator  anguli 
scapulae,  which,  as  well  as  the  rhomboid  muscles,  it  supplies. 

e.  The  suprascapular  nerve  arises  from  the  cord  formed  by 
the  fifth  and  sixth  cervical  n.,  runs  to  the  upper  border  of  the 
scapula,  where  it  meets  with  the  corresponding  artery,  and  then 
passing  through  the  notch  in  the  scapula,  terminates  in  the  supra- 
spinatus  and  infra-spinatus  m. 

/.  The  posterior  thoracic  nerve  (called  external  respiratory 
by  Sir  C.  Bell)  to  the  serratus  magnus  arises  from  the  fifth  and 
sixth  cervical,  in  the  substance  of  the  scalenus  medius.  It  passes 
through  this  muscle  and  subsequently  emerges  below  the  rhomboid 

*  For  a  description  of  the  arrangement  of  the  nerres  constituting  the  plexus,  see 
a  paper  by  Lxicas,  'Guy's  Hospital  Eeports,'  1875;  also  Turner  in  the  'Journal  of 
Anatomy,'  1872. 
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nerve;  it  then  descends  behind  the  plexus  and  the  subclavian 
vessels  to  the  outer  surface  of  the  serratus  magnus,  to  the  several 
digitations  of  which  it  is  exclusively  distributed. 

g.  An  articular  branch  is  distributed  to  the  shoulder  joint ; 
besides  some  filaments  to  the  constituent  bones. 

It  only  remains  to  be  observed  that  the  upper  cord  of  the 
brachial  plexus  receives  a  branch  from  the  lower  cord  of  the  cer- 
vical, and  that  each  of  its  component  nerves  communicates  by 
slender  filaments  with  the  sympathetic. 

Below  the  clavicle  the  plexus  divides  into  branches  for  the 
supply  of  the  arm ;  namely,  the  anterior  thoracic  nerves  (two  in 
number,  to  the  pectoralis  major  and  minor),  the  subscapular  (three 
in  number,  to  the  subscapularis,  the  latissimus  dorsi,  and  teres 
major),  the  circumflex  (to  the  deltoid  and  teres  minor),  the 
median,  the  musculo-spiral,  the  ulnar,  the  external  cutaneous, 
the  internal  cutaneous,  and  the  lesser  internal  cutaneous  (nerve  of 
Wrisberg)  :  all  of  which  will  be  described  more  fully  in  the  dissec- 
tion of  the  arm. 

DISSECTION  OF  THE  FACE. 

Much  practice  is  required  to  make  a  good  dissection  of  the  face. 
The  muscles  of  expression  are  numerous  and  complicated  ;  they 
are  interwoven  with  the  subcutaneous  tissue  and  closely  united  to 
the  skin  :  their  fibres  are  often  pale  and  indistinct.  The  face  is 
largely  supplied  with  motor  and  sensory  nerves,  of  which  the 
ramifications  extend  far  and  wide.  Therefore  you  must  not  be 
discouraged  if,  in  a  first  attempt,  you  fail  to  make  a  satisfactory 
display  of  the  parts. 

The  cheeks  and  nostrils  should  be  distended  with  horse-hair, 
and  the  lips  sewn  together. 

Make  an  incision  down  the  mesial  line  of  the  face  ;  another 
from  the  chin  along  the  base  of  the  lower  jaw  to  the  angle  ;  then 
prolong  it,  in  front  of  the  ear,  to  the  zygoma.  Eeflect  the  skin 
from  below  upwards.  Each  muscle,  to  be  properly  cleaned,  should 
be  stretched  by  hooks. 
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The  student  is  recommended  to  make  out  the  muscles  and 
arteries  on  the  one  side,  leaving  the  other  side  for  the  display  of 
the  nerves. 

The  motor  nerve  which  supplies  all  the  muscles  of  expression  in 
the  face  is  the  '■portio  dura,''  or  facial  division  of  the  seventh  cranial 
nerve.  It  emerges  from  the  stylo-mastoid  foramen,  and  divides 
into  branches,  which  pass  through  the  parotid  gland,  forming  a 
plexus  termed  the  ^pes  anserinus.^ 

The  sensory  nerves  of  the  face  are  chiefly  derived  from  the  three 
divisions  of  the  fifth  cranial  nerve ;  namely,  the  supra-orbital, 
the  infra-orbital,  and  the  mental.  The  only  other  nerves  which 
confer  sensation  upon  the  face  are,  the  auriculo-parotidean  branch 
of  the  cervical  plexus  (p.  20),  which  supplies  the  skin  covering  the 
parotid  gland  and  part  of  the  cheek ;  and  the  naso-lobular,  which 
supplies  the  ala  and  tip  of  the  nose. 

It  is  convenient  to  arrange  the  muscles  of  the  face  under  three 
groups  ;  appertaining,  respectively,  to  the  mouth,  the  nose,  the  eye- 
brows and  lids.    Begin  with  those  of  the  mouth. 

The  muscles  of  the  mouth  are  arranged  thus  :  there  is  an  orbi- 
cular or  sphincter  muscle  surrounding  the  lips ;  from  this,  as  from 
a  common  centre,  muscles  diverge  and  are  fixed  into  the  surround- 
ing bones.  They  are  named  elevators,  depressors,  sphincters,  &c., 
according  to  their  respective  action. 

MuscuLus  Eiso-  This  muscle  arises  from  the  fascia  over  the  mas- 
Bius  (Santobini).  seter  m.,  and  passes  horizontally  forwards  to  be 
inserted  into  the  angle  of  the  mouth,  where  it  intermingles  with 
the  orbicularis  oris  and  other  muscles  in  this  situation.  It  produces 
the  smile,  not  of  good  humour,  but  of  derision.  This  muscle  is 
usually  considered  as  a  part  of  the  platysma  myoides  (p.  17). 

Okbiculaeis  This  muscle,  nearly  an  inch  in  breadth,  sur- 

Oris.  rounds  the  mouth,  forming  a  kind  of  sphincter. 

Its  size  and  thickness  in  different  individuals  produce  the  variety 
in  the  prominence  of  the  lips.  Observe  that  its  fibres,  except  the 
most  internal,  do  not  surround  the  mouth  in  one  unbroken  series, 
but  that  those  of  the  upper  and  lower  lip  decussate  at  the  angles 
of  the  mouth,  and  intermingle  with  tlie  fibres  of  the. buccinator  and 
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other  muscles  which  converge  from  different  parts  of  the  face.* 
The  cutaneous  surface  of  the  muscle  is  intimately  connected  with 
the  lips  and  the  surrounding  skin  ;  the  deep  surface  is  separated 
from  the  mucous  membrane  by  the  labial  glands  and  the  coronary 
vessels. 

The  orbicularis  is  the  antagonist  of  all  the  muscles  which  move 
the  lips.  Upon  a  nice  balance  of  their  opposite  actions  depends 
the  play  and  infinitely  varied  expression  of  the  mouth.f 

Depressor  This  muscle  arises  broadly  from  the  oblique 

Angot-i  Oris.  line  of  the  lower  jaw  behind  the  foramen  mentale, 
and  is  inserted  narrowly  into  the  angle  of  the  mouth,  interming- 
ling with  the  zygomatic  muscles.  It  is  an  important  muscle 
in  the  expression  of  sorrowful  emotions.  We  see  its  action  when 
children  cry. 

T,  This  muscle  arises  from  the  oblique  line  of  the 

Depressor  _  ^  ,  , 

Labii  Inferioris,     lower  jaw  below  the  foramen  mentale,  and  is  tn- 
OR  QuADRATus       seHecl  into  the  lower  lip.    It  covers  the  vessels 
and  nerves  which  emerge  from  the  foramen. 
This  muscle  arises  from  the  lower  jaw,  from  the  fossa  below  the 
Levator  Menti    ii'cisor  teeth,  and,  passing  down,  is  inserted  into 
OR  Levator  Labii    the  skin  of  the  chin.    To  see  it,  evert  the  lower 
Inferioris.  lip  and  remove  the  mucous  membrane  on  either 

side  of  the  frgenum.  There  are  two  of  them,  one  for  each  side. 
Their  action  is  well  seen  when  we  shave  the  chin,  or  protrude  the 
lower  lip. 

*  The  orbicularis  consists  of  two  parts,  an  inner  or  labial  part,  and  an  outer  or 
facial;  the  difference  in  appearance  of  the  fibres  being  very  marked.  The  labial  part 
consists  of  pale  thin  fibres,  forming  more  or  less  of  the  inner  part  of  the  orbicularis, 
and  has  no  attachment  to  bone ;  the  facial  part  is  thinner  but  broader,  and  besides 
being  connected  with  other  muscles,  is  attached  to  bone  thus  : — in  the  upper  lip  by  two 
fasciculi  on  each  side,  one  to  the  septum  nasi,  the  other  to  the  alveolar  border  oppo- 
site the  incisor  teeth ;  in  the  lower  lip  by  a  single  fasciculus  to  the  lower  jaw  on 
each  side  opposite  the  canine  tooth. 

f  In  strong  muscular  lips  the  upper  part  of  the  orbicularis)  sends  a  small  sub- 
cutaneous slip  of  muscle  from  each  side  along  the  septum  nasi  nearly  to  the  apex. 
The  interval  between  the  two  slips  corresponds  to  the  furrow  which  leads  from  the 
nose  to  the  lip.  This  is  the  naso-labialis  or  depressor  septi  nariiim  of  Haller  and 
Albintis, 
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Ztoomaticus  The  Z.  major  arises  from  the  outer  surface  of 

MAJOB  AND  the  malar  bone  close  to  its  suture  with  the  zygoma, 

MINOR.  passes  obliquely  downwards  and  inwards,  and  is 

inserted  into  the  angle  of  the  mouth,  joining  the  depressor  anguli 
oris.  The  Z.  minor  arises  from  the  outer  surface  of  the  malar 
bone,  in  front  of  the  preceding,  and  is  inserted  into  the  outer 
border  of  the  levator  labii  superioris  near  the  corner  of  the  mouth. 
The  zygomaticus  minor  is  often  absent.  The  zygomaticus  major 
is  the  muscle  of  laughing  :  the  minor  expresses  sadness. 

Before  examining  the  orbicularis  palpebarum,  notice  the  tendo 
oculi.  To  make  the  tendon  more  apparent,  the  tarsal  cartilages 
should  be  drawn  outwards. 

Tendo  Ocuu  This  tendon  is  a  thin  cord  about  two  lines  *  in 

OR  Palpebrarum,  length,  and  is  readily  felt  at  the  inner  angle  of  the 
eye  by  drawing  the  eyelids  outwards.  It  is  fixed  to  the  nasal 
process  of  the  superior  maxillary  bone,  in  front  of  the  lachrymal 
groove,  passes  horizontally  outwards,  and  divides  into  two  diver- 
ging portions,  one  of  which  is  attached  to  the  upper,  the  other  to 
the  lower  tarsal  cartilage.  The  tendon  crosses  the  lachrymal  sac 
a  little  above  the  centre,  and  furnishes  a  tendinous  expansion  which 
covers  the  sac  and  is  attached  to  the  margin  of  the  bony  groove 
wliich  contains  it.  To  see  this  expansion  we  must  reflect  that 
portion  of  the  orbicularis  palpebrarum  which  covers  the  sac. 

In  puncturing  the  lachrymal  sac  the  knife  is  introduced  below 
the  tendon,  in  a  direction  downwards,  outwards,  and  a  little  back- 
wards. We  have  to  divide  the  skin,  a  few  fibres  of  the  orbicularis, 
and  the  fibrous  expansion  from  the  tendo  palpebrarum.  The 
angular  artery  and  vein  are  situated  on  the  inner  side  of  the 
incision. 

Orbicularis  This  thin  broad  muscle  surrounds  the  margin 

Palpebrarum.  of  the  orbit  and  the  eyelids,  forming  a  sphincter. 
It  is  attached  on  the  inner  side  to  the  tendo  palpebrarum,  to  the 
nasal  process  of  the  superior  maxillary  bone,  to  the  internal  angular 
process  of  the  frontal  bone,  and  to  the  lower  margin  of  the  orbit. 


*  A  line  is  the  twelfth  part  of  an  inch. 
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From  this  attachment  the  fibres  form  a  series  of  oval  curves,  taking 
a  wide  sweep,  and  pass  uninterruptedly  round  the  eyelids  and  orbit. 

The  fibres  which  belong  to  the  eyelids  (orbicularis  palpebrarum) 
are  thin  and  pale,  and  form,  over  each  eyelid,  a  series  of  elliptical 
curves  which  meet  at  the  external  canthus  of  the  lids,  and  are 
loosely  attached  to  the  external  tarsal  ligament.  The  degree  of  their 
curvature  becomes  less  as  they  approach  the  margin  of  the  lids,  so 
that  some  fibres  proceed  close  to  the  lashes.  This  was  first  pointed 
out  by  Eiolanus,*  and  described  as  the  musculus  ciliaris.f  The 
fibres  which  spread  over  the  orbital  margins  are  thicker  and  redder, 
and  mingle,  on  the  forehead,  with  the  occipito-frontalis  and  corru- 
gator  supercilii,  on  the  cheek,  with  the  elevators  of  the  upper  lip 
and  nose  and  the  zygomaticus  minor. 

No  fat  is  found  on  the  eyelids  ;  nothing  intervenes  between 
the  skin  and  the  muscle  but  loose  connective  tissue,  that  there  may 
be  no  impediment  to  the  free  play  of  the  lids. 

The  orbicular  muscle  not  only  closes  the  eyelids  but  protects 
the  eye.  When  the  eye  is  threatened,  the  muscle  suddenly  con- 
tracts, presses  the  eye  back  into  the  orbit,  and  contracts  the  skin 
of  the  brow  and  cheek  so  as  to  form  a  soft  cushion  in  front  of  it. 
The  cushion  itself  may  be  severely  bruised,  as  is  seen  in  a 
'black  eye;'  but  the  globe  itself  is  rarely  injured.  When  the 
eye  is  closed,  as  in  winking,  the  palpebral  portion  of  the  muscle 
contracts.  Observe  this  movement,  and  notice  that  the  lids  are 
drawn  slightly  inwards  as  well  as  closed.  The  object  of  this  in- 
ward motion  is  to  direct  the  tears  towards  the  inner  angle  of  the 
eyelids,  where  they  are  absorbed  by  the  puncta  lachrymalia. 

Since  the  orbicular  muscle  is  supplied  by  the  facial  nerve,  it  is 
affected  in  facial  palsy,  and  the  patient  cannot  close  the  lids. 

CoRHuoATOR  This  aHses  from  the  inner  end  of  the  super- 

SupEHciLii.  ciliary  ridge  of  the  frontal  bone,  and  is  inserted 

into  the  under  surface  of  the  orbicularis  palpebrarum  and  occipito- 

*  '  Anthropologia,'  lib.  v.  cap.  10. 

f  Strictly  speaking,  the  musculus  ciliaris  arises  from  the  two  little  divisions  of 
the  tendo  oculi,  and  is  inserted,  at  the  external  canthus,  into  the  fibrous  tissue  which 
unites  the  two  tarsal  cartilages. 
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frontalis.  It  lies  concealed  beneath  these  two  muscles,  and  is  the 
proper  muscle  of  frowning.    Its  nerve  comes  from  the  facial. 

The  present  being  a  good  opportunity  to  examine  the  structure 
and  appendages  of  the  eyelids,  postpone  for  the  present  the  dissec- 
tion of  the  remaining  muscles  of  the  face. 

The  eyelids  are  two  elliptical  movable  folds,  consisting  of 
strata  of  different  tissues.  The  upper  lid  is  the  larger,  and  more 
movable,  so  that  when  the  eye  is  closed,  it  is  mainly  by  this  fold. 
The  interval  between  the  two  lids  is  called  the  ^fissura  palpe- 
brarum,^ which  terminates  on  the  inner  and  outer  sides,  in  two 
angles,  the  canthi.  The  lids  are  thickest  at  their  borders,  are 
somewhat  curved,  and  near  the  inner  canthus  each  presents  a  slight 
elevation,  the  papilla  lachrymalis,  at  the  top  of  which  is  a  small 
opening,  punctum  lachrymale,  to  receive  the  tears. 

Cakuncuia  The  conjunctiva  lines  the  ipner  surface  of  the 

Lachktmalis.  lids,  and  at  the  inner  canthus  is  raised  into  a  red 
rounded  eminence,  called  the  caruncula  lachrymalis.  This  is  com- 
posed of  an  aggregation  of  sebaceous  glands  covered  with  mucous 
membrane.  On  the  surface  of  it  are  minute  hairs.  Its  use  is, 
probably,  to  support  the  inner  junction  of  the  lids.  When  the 
caruncle  is  diminished  in  size  by  disease,  the  puncta  lachrymalia 
become  displaced,  and  the  tears  run  down  the  cheek. 

External  to  the  caruncula  lachrymalis  is  a  slight  vertical  fold 
of  conjunctiva,  plica  semilunaris,  which  is  by  some  considered  to 
be  a  rudimentary  membrana  nictitans  (the  third  eyelid  found  in 
birds). 

The  conjunctival  coat  of  the  eyelid  will  be  described  with  the 
anatomy  of  the  eye.  Observe  at  present,  that  it  is  more  vascular 
than  the  conjunctival  coat  of  the  eye,  and  that  it  presents  a  num- 
ber of  minute  papillte,  which,  when  enlarged  and  aggregated  by 
inflammation,  give  rise  to  the  disease  called  '  granular  lids.' 

The  eyelashes  (cilia)  are  placed  in  two  or  more  rows  along  the 
edges  of  the  tarsal  cartilages.  The  eyelashes  of  the  upper  lid  are 
longer  and  more  numerous  than  in  the  lower ;  and  their  convexity 
is  directed  downwards,  while  those  of  the  lower  lid  present  an 
opposite  curve.    The  bulbs  of  the  lashes  are  situated  between  the 
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tarsal  cartilage  and  the  fibres  of  the  orbicularis  palpebrarum. 
They  are  supplied  with  blood  by  the  palpebral  branches  of  the 
ophthalmic  artery  which  run  parallel  and  close  to  the  free  borders 
of  the  lids  beneath  the  orbicular  muscle. 

Strtjcttjbe  of  The  eyelids  are  composed  of  different  tissues,  ar- 
THE  EYELIDS.  Taugod  iVL  successivc  strata  one  beneath  the  other. 
They  are — 1.  The  skin  :  2.  The  orbicularis  palpebrarum  :  3.  The 
tarsal  cartilage,  and  the  palpebral  ligament  which  extends  from 
the  margin  of  the  orbit  to  the  outer  surface  of  the  cartilage : 
4.  The  expanded  tendon  of  the  levator  palpebrte  (in  the  upper  lid 
only) :  5.  Meibomian  glands :  6.  Mucous  membrane.  These 
structures  are  severally  connected  by  areolar  tissue,  which  never 
contains  fat. 

Such,  in  outline,  is  the  structure  of  the  eyelids.  Their  use  is 
best  described  by  Socrates,  who,  in  answer  to  the  question  whether 
animals  were  made  by  chance  or  design,  replies :  '  Think  you 
not  that  it  looks  like  the  work  of  forethought,  because  the  sight  is 
delicate,  to  guard  it  with  eyelids  as  with  shutters,  which  open 
when  we  want  to  see,  and  shut  during  sleep  :  and,  that  even  winds 
may  not  hui't  them,  to  make  eyelashes  in  the  lids  for  a  sieve ; 
and  to  furnish  the  parts  over  the  eyes  with  eyebrows,  as  with 
eaves,  so  that  even  the  sweat  from  off  the  head  may  do  them  no 
mischief? '  * 

The  skin  of  the  eyelids  is  remarkably  smooth  and  delicate.  It 
is  abundantly  supplied  with  sensory  nerves  by  branches  of  the 
fifth  pair— namely,  by  the  supra-orbital,  supra-trochlear,  infra- 
trochlear,  lachrymal,  and  infra-orbital  nerves. 

The  orbicularis  palpebrarum  has  been  already  described 
(p.  76).    It  is  supplied  with  nerves  by  the  facial. 

The  levator  palpebrce  arises  from  the  back  of  the  orbit,  gradually 
becomes  broader,  and  terminates  in  a  thin  aponeurosis,  which 

*  Xenophon's  Memorabilia,  b.  1.  c.  iv.  §  6  :  ov  5oKf7(roi  Kot  rdSe  irpovolas  epyovioiKt- 
vai,  tS,  iirtl  a.(r6fi/}js  /xey  imiv  f]  u\pts,  fi\e(j)dpois  aMjv  dvpucrat,  a,  '6rav  fxlv  avrfj  xpr/C^ai 
Tt  Sf'jj,  iLvantTdvvvTat,  iv  Se  Tip  vTrvCfi  avyicKeleTai  ;  ais  5'  tiv  firjZe  iveixoi  fiKdirruxriv,  TjBfihp 
&\e<paplSas  i(JL<pvaai-  ocppvcri  re  awoyetcraxrai  to  vTTfp  tSiv  ojXfxixTwv,  ds  /iijS'  6  Ik  t^s 
Ke(pa\^s  iSpws  KMOvp'yp. 
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unites  with  the  broad  tarsal  ligament,  and  is  lost  on  the  upper 
surface  of  the  superior  tarsal  cartilage. 

Taesal  Cabti-  These  are  plates  of  dense  fibro- cartilage  which 
LAGEs  AND  LiGA-  support  aud  give  shape  to  the  eyelids.  There  is 
one  for  each  lid,  and  they  are  connected  at  the 
angles  {commissures  or  canthi)  of  the  lids  through  the  me- 
dium of  fibrous  tissue.  They  can  be  best  examined  by  everting 
the  lids.  Each  cartilage  resembles  its  lid  in  form.  The  upper 
is  the  larger,  is  broad  in  the  middle,  and  gradually  becomes 
narrower  at  either  end.  The  lower  is  nearly  of  uniform  breadth 
throughout.  Both  are  thicker  on  the  nasal  than  the  temporal 
side.  They  are  connected  to  the  margin  of  the  orbit,  and  main- 
tained in  position  by  the  tendo  palpebrarum  (p.  76),  and  by  what  are 
called  the  broad  tarsal  or  palpebral  ligaments :  these  ligaments 
are  continuations  from  the  periosteum  of  the  orbit  to  the  tarsal 
cartilages,  and  are  denser  at  the  outer  part  of  the  orbit.  There 
are  two  of  them,  termed  upper  and  lower,  and  proceeding  to  each 
cartilage  respectively.  When  an  abscess  forms  in  the  connective 
tissue  of  the  lids,  these  ligaments  prevent  the  matter  from  making 
its  way  into  the  orbit. 

Each  tarsal  cartilage  is  moreover  attached  to  the  malar  bone  by 
means  of  a  ligament,  called  the  external  tarsal  ligament. 

The  ciliary  margin  is  the  thickest  part  of  the  tarsal  cartilages. 
It  is  generally  stated  that  the  inner  edge  of  each  is  sloped  or 
bevelled  off ;  and  that,  when  the  lids  are  closed,  there  is  formed, 
with  the  globe  of  the  eye,  a  triangular  channel.  This  channel  is 
said  to  conduct  the  tears  to  the  puncta  lachrymalia.  According  to 
our  observation,  this  channel  does  not  exist ;  for  when  the  lids  are 
closed,  their  margins  are  in  such  accurate  apposition,  that  not  the 
slightest  interspace  can  be  discovered  between  them. 

Puncta  The  puncta  lachrymalia  are  two  pin-hole  aper- 

Lachkymalia.  tures,  easily  discovered  on  the  margin  of  the  lids, 
close  to  the  inner  angle.  They  are  the  orifices  of  the  canals,  called 
canaliculi,  which  pass  inwards,  and  convey  the  tears  into  tlie 
lachrymal  sac.  Observe  that  their  orifices  are  directed  backwards. 
The  upper  canaliculus,  the  longer  and  narrower  of  the  two,  ascends 
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for  a  short  distance  nearly  vertically,  and  then  dilating  into  a  small 
pouch  makes  a  sharp  bend  inwards  for  about  a  quarter  of  an  inch 
to  join  the  lachrymal  sac ;  the  lower  canal  descends  perpendicularly, 
and,  like  the  upper,  makes  a  sharp  bend,  after  which  it  pursues  a 
direction  upwards  and  inwards  to  the  sac.  The  two  canals  open 
separately  into  the  sac  (sometimes  by  ^      Pie,  14, 

a  common  orifice).  In  facial  palsy,  the 
tensor  tarsi  being  affected,  the  puncta 
lose  their  proper  direction,  and  the 
tears  flow  over  the  cheek. 

In  the  introduction  of  probes 
for  the  purpose  of  opening  the  con- 
tracted puncta,  or  of  slitting  up  the 
lachrymal  ducts,  it  is  necessary  to 
know  the  exact  direction  of  these 
canals.  {8ee  diagram.)  When  from 
any  cause  the  tears  are  secreted  in 
greater  quantity  than  usual,  they  overflow  and  trickle  down  the  cheek 
Meibomian  These  compound  sebaceous  glands,  so  called 

Glands.  after  the  anatomist*  who  first  described  them, 

are  situated  on  the  under  surface  of  each  of  the  tarsal  carti- 
lages. In  the  upper  lid  there  are  between  twenty  and  thirty ; 
not  quite  so  many  in  the  lower.  On  everting  the  lid,  they  are 
seen  running  in  longitudinal  rows  in  grooves  of  the  cartilage. 
Under  the  microscope,  they  are  seen  to  consist  of  a  straight  central 
tube,  round  the  sides  of  which  are  a  number  of  openings  leading 
to  short  csecal  dilatations.  The  orifices  of  these  glands  are  situated 
on  the  free  margin  of  the  lids  behind  the  lashes.  They  are  lined 
with  flattened  epithelial  cells  which,  in  the  caecal  dilatations, 
become  cubical.  Their  function  is  to  secrete  a  sebaceous  material, 
which  prevents  the  lids  from  sticking  together. 

Let  us  now  examine  the  muscles  in  connection  with  the  nose  : 
namely — the  pyramidalis  nasi,  the  compressor  naris  or  alse  nasi, 
and  the  depressor  alse  nasi.    All  are  supplied  by  the  facial  nerve. 


*  H.  Meibom,  'De  vasis  palpebrarum  novis.'    Helmstedt,  1666. 
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Ptramidalis  This  is  situated  on  the  bridge  of  tlie  nose,  one 

^^s^-  on  each  side  of  the  mesial  line,  and  is  usually 

regarded  as  a  continuation  of  the  occipito-frontalis  (p.  2).  The  two 
muscles  diverge  as  they  descend,  and  their  fibres  blend  with  those 
of  the  compressor  naris.  Their  action  produces  transverse  wrinkles 
of  the  skin  at  the  root  of  the  nose,  as  in  the  expression  of  an 
aggressive  feeling. 

CoMPEEssoE  This  muscle  is  triangular,  and  arises  by  its 

Nabis.  apex  from  the  canine  fossa  of  the  superior  max- 

illa, and  is  attached  to  a  broad  thin  aponeurosis  which  spreads 
over  the  dorsum  of  the  nose,  and  joins  its  fellow.  The  origin  of 
this  muscle  is  concealed  by  the  levator  labii  superioris  alaeque 
nasi. 

When  the  preceding  muscle  is  reflected  from  its  junction  with 
its  fellow,  a  small  nerve  is  seen  running  down  towards  the  tip  of 
the  nose.  This  nerve  is  the  superficial  branch  of  the  nasal  nerve 
(called  also  naso-lobular).  It  becomes  subcutaneous  between 
the  nasal  bone  and  the  cartilage,  and  supplies  the  tip  and  lobule 
of  the  nose.  It  is  joined  by  a  branch  of  the  facial  nerve  at  its 
termination. 

DBPEEssoKALiE  This  (xWses  from  the  superior  maxilla,  above 
Nasi.  the  second  incisor  tooth,  and  is  inserted  into  the 

septum  and  ala  of  the  nose.  It  is  situated  between  the  mucous 
membrane  and  the  muscular  structure  of  the  upper  lip ;  so  that, 
to  expose  it,  the  upper  lip  must  be  everted,  and  the  mucous  mem- 
brane removed. 

Besides  the  muscles  above  described,  we  find  in  connection 
with  the  cartilages  of  the  alse  of  the  nose,  pale  muscular  fibres  which 
have  no  very  definite  arrangement  and  require  a  lens  for  their 
detection.  Some  anatomists  describe  a  ^dilatator  naris  posterior'' 
as  arising  from  the  nasal  process  of  the  superior  maxilla  and  the 
sesamoid  cartilages,  and  inserted  into  the  skin  of  the  margin  of 
the  nostril ;  also  a  dilatator  naris  anterior^  which  descends  verti- 
cally from  the  cartilage  of  the  aperture  to  its  free  margin.  The 
action  of  these  diminutive  muscles  is  to  raise  and  evert  the  ala  of 
the  nose,  and  to  counteract  its  tendency  to  be  closed  by  atmo- 
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spheric  pressure.  In  dyspnoea,  and  in  certain  mental  emotions, 
they  contract  with  great  energy. 

LevatohLabii  This  arises  from  the  nasal  process  of  the  su- 
supBRioBis  perior  maxillary  bone  near  its  orbital  margin,  and 

Aljeqite  Nasi.  passing  downwards  divides  into  two  portions  :  an 
inner,  inserted  into  the  side  of  the  ala  of  the  nose ;  an  outer,  into 
the  upper  lip,  where  its  fibres  blend  with  the  orbicularis  oris  and 
levator  labii  superioris.  It  acts  chiefly  in  expressing  the  smile  of 
derision.  Its  habitual  use  occasions  the  deep  furrow  which,  in  most 
faces,  runs  from  the  ala  of  the  nose  towards  the  corner  of  the  mouth. 

Leyatob  Labii  This  arises  from  the  lower  margin  of  the  orbit, 
SUPERIORIS  i.e.  from  the  superior  maxilla  and  malar  bone, 

pROPEius.  above  the  infra-orbital  foramen,  and  is  inserted 

into  the  upper  lip,  where  its  fibres  blend  with  the  orbicularis  oris. 
It  is  nearly  an  inch  in  breadth  at  its  origin,  which  covers  the 
infra-orbital  vessels  and  nerves,  and  is  itself  overlapped  by  the 
orbicularis  palpebrarum. 

Levator  This  muscle,  which  is  covered  by  the  levator 

Anguu  Obis,  labii  superioris,  arises  from  the  canine  fossa  of  the 
superior  maxilla,  below  the  infra-orbital  foramen,  and  is  inserted 
into  the  angle  of  the  mouth,  superficial  to  the  buccinator,  its  fibres 
blending  with  those  of  the  the  orbicularis  oris,  the  zygomatici,  and 
the  depressor  anguK  oris. 

Buccinator  ""^^^  buccinator  arises  from  the  outer  surface  of 

the  alveolar  borders  of  the  upper  and  lower  jaws, 
corresponding  to  the  molar  teeth,  and  from  the  pterygo-maxillary 
ligament.  The  fibres  pass  forwards  and  are  inserted  into  the  angle 
of  the  mouth  and  the  muscular  structure  of  the  lips ;  the  central 
fibres  decussate,  while  the  upper  fibres  pass  to  the  upper  lip,  and 
the  lower  fibres  pass  to  the  lower  lip.  The  muscle  is  covered  on 
its  inner  aspect  by  the  mucous  membrane  of  the  cheek,  and  on  its 
outer  by  a  thin  fascia  which  passes  backwards,  and  is  continuous 
with  that  covering  the  pharynx. 

The  buccinator  is  the  principal  muscle  of  the  cheek.  It  forms 
with  the  superior  constrictor  of  the  pharynx  a  continuous  muscular 
wall  for  the  side  of  the  mouth  and  pharynx.    The  bond  of  cpnnec- 
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tion  between  the  buccinator  and  the  superior  constrictor  is  the 
jptery go-maxillary  ligament.  Now  this  ligament  {see  diagram) 
extends  from  the  hamular  process  vertically  to  the  posterior 
extremity  of  the  mylo-hyoid  ridge  of  the  lower  jaw  near  the  last 

Fig.  16. 


.^Ij^    Tensor  palati. 

Levator  palati. 


Orbicularis  oris  . 
Pterygo-maxillary 
^    ligament  .   .  . 


Mylo-hyoideus . 

Os-hyoides  .   .  . 
Tliyro-hyoid  liga- 
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Fommu  Adami 


Cricoid  cartilage  . 
Trachea  .   .  . 


GloBso-pharyngeal  n. 
Stylo-pharj'ugens. 


Superior  laryngeal 
D.  and  a. 


External  laryngeal  n. 
Grico-thyroideus. 

Inferior  larj-ngeal  n. 
CEsopliagus. 


MTJSCLE8  OF  THE  PHAEYNX. 

molar  tooth.  It  is  simply  a  fibrous  intersection  between  the  two 
muscles. 

The  duct  of  the  parotid  gland  passes  obliquely  through  the 
buccinator  into  the  mouth,  opposite  the  second  molar  tooth  of  the 
upper  jaw. 
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The  chief  use  of  the  buccinator  is  to  keep  the  food  between  the 
teeth  during  mastication.  It  can  also  widen  the  mouth.  Its 
power  of  expelling  air  from  the  mouth,  as  in  whistling  or  playing 
on  a  wind  instrument,  has  given  rise  to  its  peculiar  name.  It  is 
supplied  by  tlie  facial  nerve,  and  is,  therefore,  affected  in  facial 
paralysis. 

^       ^  The  buccinator  muscle  is  covered  by  a  thin 

layer  of  fascia,  which  adheres  closely  to  its  surface, 
and  is  attached  to  the  alveolar  border  of  the  upper  and  lower 
jaw.  This  structure  is  thin  over  the  anterior  part  of  the  muscle, 
but  more  dense  behind,  where  it  is  continuous  with  the  aponeurosis 
of  the  pharynx.  It  is  called  the  hucco-phat^ngeal  fascia,  since 
it  supports  and  strengthens  the  muscular  walls  of  these  cavities. 
In  consequence  of  the  density  of  this  fascia,  abscesses  do  not  readily 
burst  into  the  mouth  or  the  pharynx. 

BuccAi.  AN75  The  buccal  glands,  in  structure  compound  race- 

MoLAK  Glands.  mose  like  the  salivary,  are  situated  between  the 
buccinator  and  the  mucous  membrane.  They  resemble  the  labial 
glands  found  beneath  the  mucous  membrane  of  the  lips,  though 
somewhat  smaller.  Three  or  four  other  glands,  about  the  size 
of  a  little  split  pea,  should  be  made  out,  as  they  lie  between  the 
masseter  and  buccinator ;  these  are  the  molar  glands.  Their 
secretion,  said  to  be  mucous,  is  conveyed  to  the  mouth  by  separate 
ducts  near  the  last  molar  teeth. 

Between  the  buccinator  and  the  masseter,  there  is,  in  almost  all 
subjects,  an  accumulation  of  fat.  It  is  found,  beneath  the  zygoma 
especially,  in  large  round  masses,  and  may  be  turned  out  with  the 
handle  of  the  scalpel.  It  helps  to  fill  up  the  zygomatic  fossa, 
and  being  soft  and  elastic,  presents  no  obstacle  to  the  free 
movements  of  the  jaw.  Its  absorption  in  emaciated  individuals 
occasions  the  sinking  of  the  cheek. 

Facial  Ahtert        "^^^  facial  (external  maxillary)  artery  is  the 
third  brands  of  the  external  carotid.     It  runs 
tortuously  beneath  the  hypoglossal  nerve,  the  posterior  belly  of  the 
digastricus  and  the  stylo-hyoideus,  next  through  or  under  the 
substance  of  the  submaxillary  gland,  and  mounts  over  the  base  of 
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the  jaw  at  the  antenor  edge  of  the  maaaeter  muscle.  Up  to  this 
point  we  traced  it  la  the  dissection  of  the  neck  (page  45).  It  now 
ascends  tortuously  near  the  corner  of  the  mouth  and  the  ala  of  the 
nose,  towards  the  inner  angle  of  the  eye,  where,  much  diminished 
in  size,  it  inosculates  with  the  terminal  branch  of  the  ophthalmic,  a 
branch  of  the  internal  carotid.  In  the  first  part  of  its  course  on  the 
face,  the  artery  is  covered  only  by  the  platysma  ;  above  the  corner 
of  the  mouth  it  is  crossed  by  a  few  fibres  of  the  orbicularis  oris 
and  the  zygomatici ;  still  higher  it  is  covered  by  some  of  the  fibres 
of  the  elevators  of  the  upper  lip  and  the  nose.  It  lies  successively 
upon  the  buccinator,  levator  anguli  oris,  and  levator  labii  superioris 
muscles.  In  its  course  along  the  face  it  gives  off  the  following 
branches  : 

a.  The  inferior  labial  ai-tery  passes  inwards  under  the  depressor 
anguli  en's  and  inosculates  with  the  mental  branch  of  the  inferior  dental, 
the  inferior  coronary,  and  the  submental  ai-teries. 

b.  The  inferior  coronary  artery  comes  off  near  the  angle  of  the  mouth, 
either  directly  from  the  facial,  or  in  common  with  the  superior  coronary. 
It  runs  tortuously  along  the  lower  lip,  beneath  the  depressor  anguli  oris ; 
it  then  pierces  the  orbicularis,  running  between  this  muscle  and  the 
mucous  membrane  of  the  lip.  It  inosculates  largely  with  its  fellow,  the 
inferior  labial  and  the  mental  arteries. 

c.  The  superior  coronary  proceeds  along  the  upper  Hp  close  to  the 
mucous  membrane,  and  inosculates  with  its  fellow;  thus  is  formed 
round  the  mouth  a  complete  arterial  circle,  which  can  be  felt  pulsa- 
ting on  the  inner  side  of  the  Hp,  near  the  free  border.  From  this 
circle  numerous  branches  pass  off  to  the  papillse  of  the  Hps,  and  the 
labial  glands.  The  superior  coronary  gives  off  a  branch,  the  artery  of 
the  septum,  which  ascends  along  the  septum  to  the  apex  of  the  nose ; 
also  a  small  one  to  the  ala  nasi. 

d.  The  lateral  artery  of  the  nose,  a  branch  of  considerable  size,  arises 
opposite  the  ala  nasi  beneath  the  levator  labii  superioiis  ala^que  nasi, 
ramifies  upon  the  external  surface  of  the  nose,  and  inosculates  with  the 
nasal  branch  of  the  ophthalmic  artery,  the  infra-orbital,  and  the  artery  of 
the  septum. 

e.  The  angular  artery,  which  may  be  regarded  as  the  termination  of 
the  facial,  inosculates  on  the  inner  side  of  the  tendo  palpebrarum  with 
the  nasal  branch  of  the  ophthalmic  artery. 
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The  facial  artery  supplies  numerous  biranches  to  the  muscles  of 
the  face,  and  inosculates  with  the  transversalis  faciei,  infra-orbital, 
the  mental,  the  sublingual  branch  of  the  lingual,  the  nasal 
branches  of  the  internal  maxillary,  the  buccal,  and  the  ophthalmic 
arteries. 

The  facial  artery  and  its  branches  are  surrounded  by  a  minute 
plexus  of  nerves  (nervi  moUes),  invisible  to  the  naked  eye.  They 
are  derived  from  the  superior  cervical  ganglion  of  the  sympa- 
thetic, and  exert  a  powerful  influence  over  the  contraction  and 
dilatation  of  the  capillary  vessels,  and  thus  occasion  those  sudden 
changes  in  the  countenance  indicative  of  certain  mental  emotions, 
e.g.  blushing  or  sudden  paleness.* 

The  facial  vein  does  not  run  with  the  artery,  but  takes  a 
straight  course  from  the  inner  angle  of  the  eye  to  the  anterior 
border  of  the  masseter.  In  this  course  it  descends  upon  the 
levator  labii  superioris,  then  passes  beneath  the  zygomatic  muscles, 
over  the  termination  of  the  parotid  duct,  and  at  the  anterior 
border  of  the  masseter  passes  over  the  jaw,  behind  the  facial 
artery,  and  joins  the  internal  jugular. 

The  facial  vein  is  a  continuation  of  the  frontal,  which  descends 
over  the  forehead,  and,  after  receiving  the  supra-orbital,  takes  the 
name  of '  angular '  at  the  corner  of  the  eye.  It  communicates  with 
the  ophthalmic  vein,  receives  the  veins  of  the  eyelids,  the  external 
parts  of  the  nose,  the  coronary  veins,  and  others  from  the  muscles 
of  the  face.  Near  the  angle  of  the  mouth  it  is  increased  in  size 
by  a  communicating  branch  from  the  infra-orbital  vein,  and  by  a 
large  vein  which  comes  from  a  venous  plexus — ^pterygoid  plexus 
— deeply  seated  behind  the  superior  maxillary  bone.  The  other 
veins  which  empty  themselves  into  the  facial  correspond  with  the 
branches  given  off  from  the  facial  artery. 

Artekia  This  artery  arises  from  the  temporal  or  the 

TRANSVERSALIS  extcHial  carotld  in  the  substance  of  the  parotid 
Faciei.  gland.     It  runs  forwards   across   the  masseter 

*  MM.  Bernard  and  Brown-S^quard  hare  proved  by  experiment  that  if  the  branches 
of  the.  sympathetic,  which  accompany  the  facial  artery,  be  divided,  the  capillary  vessels 
of  the  face,  being  deprived  of  their  contractile  power,  become  immediately  distended 
with  blood,  and  the  temperature  of  the  face  is  raised. 
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between  the  parotid  duct  and  the  zygoma,  and  is  distributed  to 
the  glandula  socia  parotidis,  and  the  masseter.  It  anastomoses 
with  the  infra-orbital  and  facial.  It  is  seldom  of  large  size,  except 
when  it  supplies  those  parts  which  usually  receive  blood  from  the 
facial.  We  have  seen  it  as  large  as  a  goose-quill,  furnishing  the 
coronary  and  the  nasal  arteries ;  the  facial  itself  not  being  larger 
than  a  sewing  thread. 

The  parotid  gland  is  now  to  be  examined.  Its  boundaries,  its 
deep  relations,  the  course  of  its  duct,  and  the  objects  contained 
within  the  gland,  must  be  carefully  observed. 

Pakotid  The  parotid,  the  largest  of  the  salivary  glands, 

^^ND.  occupies  the  space  between  the  ramus  of  the  jaw 

and  the  mastoid  process.  It  is  bounded  above  by  the  zygoma ; 
below,  by  the  sterno-mastoid  and  digastric  muscles  ;  behind,  by  the 
meatus  auditorius  externus  and  the  mastoid  process ;  in  front,  it 
lies  over  the  ascending  ramus  of  the  jaw,  and  is  prolonged  for  some 
distance  over  the  masseter.  It  is  separated  from  the  submaxillary 
gland  by  the  stylo-maxillary  ligament ;  sometimes  the  two  glands 
are  directly  continuous. 

The  superficial  surface  of  the  gland  is  flat,  and  covered  by  a 
strong  layer  of  fascia,  a  continuation  of  the  cervical.  It  not  only 
surrounds  the  gland,  but  sends  down  numerous  partitions  which 
form  a  framework  for  its  lobes.  The  density  of  this  sheath  explains 
the  pain  caused  by  inflammation  of  the  gland,  the  tardiness  with 
which  abscesses  within  it  make  their  way  to  the  surface,  and  the 
propriety  of  an  early  opening. 

The  deep  surface  of  the  gland  is  irregular,  and  moulded  upon 
the  subjacent  parts.  Thus,  it  passes  inwards  between  the  neck  of 
the  jaw  and  the  internal  lateral  ligament;  it  extends  upwards  and 
occupies  the  posterior  part  of  the  glenoid  cavity;  below,  it  reaches 
the  styloid  process,  and  sometimes  penetrates  deep  enough  to  be 
in  contact  with  the  internal  jugular  vein. 

That  portion  of  the  gland  which  lies  on  the  masseter  muscle  is 
called  glandula  socia  parotidis.  It  varies  in  size  in  different 
subjects ;  and  is  situated  chiefly  above  the  parotid  duct,  into  which 
it  pours  its  secretion  by  one  or  two  smaller  ducts. 
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The  duct  of  the  parotid  gland  (ductus  Stenonis*),  about 
two  inches  long,  is  very  thick  and  strong.  In  this  respect  it 
differs  from  the  duct  of  the  subnaaxillary  gland,  which  is  less 
exposed  to  injury.  It  runs  transversely  forwards  over  the  mas- 
seter,  about  an  inch  below  the  zygoma,  through  the  fat  of  the 
cheek,  then  perforates  the  buccinator  obliquely,  and  opens  into 
the  mouth  opposite  the  second  molar  tooth  of  the  upper  jaw. 
Near  its  termination  it  is  crossed  by  the  zygomaticus  major  and 
the  facial  vein.  After  perforating  the  buccinator,  the  duct  passes 
for  a  short  distance  between  the  muscle  and  the  mucous  membrane. 
Its  orifice  is  small  and  contracted  compared  with  the  diameter 
of  the  rest  of  the  duct,  which  will  admit  a  crow-quill ;  it  is  not 
easily  found  in  the  moUth,  being  concealed  by  a  fold  of  mucous 
membrane.^ 

The  direction  of  the  parotid  duct  corresponds  with  a  line  drawn 
from  the  middle  of  the  lobule  of  the  ear  to  a  point  midway  between 
the  nose  and  the  mouth. 

On  carefully  removing  the  substance  of  the  parotid  gland,  the 
following  structures  are  seen  in  its  interior,  proceeding  in  the  order 
of  their  depth  from  the  surface  : 

1.  Two  or  more  small  lymphatic  glands. 

2.  The  pes  anserinus,  or  primary  branches  of  the  facial 
nerve. 

3.  Branches  from  the  auriculo-parotidean  and  temporo-auri- 
cular  nerves  which  communicate  in  its  substance  with  the  facial 
nerve. 

4.  The  external  jugular  vein  formed  by  the  junction  of  the 
internal  maxillary  and  temporal  veins. 

5.  The  external  carotid  artery,  which,  after  distributing  many 
branches  to  the  gland,  divides,  opposite  the  neck  of  the  jaw,  into 
the  internal  maxillary  and  temporal ;  the  latter  giving  off  in  the 
gland  the  auricular  and  transverse  facial  arteries. f 

*  Nic.  Steno,  'De  glandulis  oris,'  etc.    Ludg.  Bat.  1661. 

f  Reviewing  the  intimate  and  deep  connections  of  the  parotid  gland,  one  Cannot 
but  conclude  that  it  is  almost  impracticable  to  remove  it  entirely  during  lifp.  If  this 
conclusion  be  correct,  even  in  the  normal  condition  of  the  gland,  what  must  it  be  when 


90 


NERVES  OF  THE  FACE. 


The  lymphatic  glands  about  the  parotid  deserve  notice,  since 
they  are  liable  to  become  enlarged,  and  simulate  disease  of  the 
parotid  itself.  A  lymphatic  gland  lies  close  to  the  root  of  the 
zygoma,  in  front  of  the  cartilage  of  the  ear ;  this  gland  is  some- 
times affected  in  disease  of  the  external  tunics  of  the  eye  ;  e.g. 
in  purulent  ophthalmia  :  also  in  affections  of  the  scalp. 

The  parotid  belongs  to  the  compound  racemose  form  of  glands. 
Tracing  its  main  duct  into  the  substance  of  the  gland,  we  find  that  it- 
divides  into  smaller  ones,  which  again  subdivide  into  the  small  ra- 
musctd.es  which  terminate  in  caecal  dilatations  or  saccules.  Each  saccule 
— about  of  an  inch  in  diameter — is  filled  with  flattened,  spheroidal 
epithelium,  inclosing  a  nucleus,  some  of  them  having  an  outstanding 
process  from  the  base  of  the  cell.  The  saccule  has  a  more  or  less  de- 
veloped basement  membrane  upon  which  the  flattened  cells  rest.  An 
aggregation  of  these  saccules  forms  a  small  lobule,  from  which  a  small 
excretory  duct  proceeds ;  the  lobules  are  united  by  intervening  connective 
tissue,  which  is  a  continuation  inwards  of  the  dense  fascia  covering  the 
gland.  The  small  ramuscvdes  have  only  a  basement  membrane  with 
flattened  cells,  which  rapidly  change  in  the  smaller  ducts  to  a  columnar 
form,  while  in  the  larger  ducts  the  epithelium  assumes  the  squamous 
variety. 

To  display  the  plexus  of  nerves  (pes  anserinus),  formed  by  the 
branches  of  the  facial  in  the  parotid  gland,  find  one  of  the  larger 
branches,  say  one  of  the  malar,  on  the  face,  and  trace  this  into  the 
substance  of  the  gland,  as  a  clue  to  the  others. 

PoRTio  DUKA,  This  is  one  of  the  divisions  of  the  seventh  pair 

OK  Facial  Nehve.  of  cranial  nerves,  and  is  the  motor  nerve  of  the 
face.  It  supplies  all  the  muscles  of  expression,  except  those  which 
move  the  eyes.  It  arises  immediately  below  the  pons  Varolii, 
from  the  lateral  tract  of  the  medulla  oblongata.  The  nerve  enters 
the  meatus  auditorius  internus,  lying  upon  the  auditory  nerve, 
traverses  a  tortuous  bony  canal  {aqueductus  Fallopii)  in  the 

the  gland  is  enlarged  by  disease  ?  John  Bell,  however,  relates  a  case  in  which  he  was 
induced  to  attempt  the  extirpation  of  a  diseased  parotid  ('Principles  of  Surgery,' 
vol.  iii.  p.  262).  Other  surgeons,  too,  of  more  modern  date,  have  attempted  the  same 
thing.  It  is  not  unlikely  that  they  have  mistaken  a  tumour  in  the  substance  of  the 
parotid  for  disease  of  the  parotid  itself. 
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petrous  portion  of  the  temporal  bone,  and  leaves  the  skull  at  the 
stylo-mastoid  foramen.  Its  course  and  connections  in  the  temporal 
bone  will  be  studied  hereafter  :  at  present  we  must  trace  the  facial 
part  of  the  nerve. 

Having  emerged  from  the  stylo-mastoid  foramen,  the  nerve 
enters  the  parotid  gland,  and  soon  divides  into  two  primary 
branches,  named,  from  their  distribution,  temporo-facial  and 
cervico-facial.  These  primary  branches  cross  over  the  external 
carotid  artery  and  the  external  jugular  vein,  and  form,  by  their 
communications  within  the  substance  of  the  parotid,  the  plexus 
called  pes  anserinus,  from  its  fancied  resemblance  to  the  skeleton 
of  a  goose's  foot.    (Diagram,  p.  4.) 

Close  to  the  stylo-mastoid  foramen,  the  facial  nerve  gives  off 
its  posterior  auricular  branch  (p.  4),  which  ascends  behind  the 
ear  and  divides  into  two,  an  auricular  and  an  occipital ;  the  former 
supplies  the  retrahens  and  attollens  aurem,  the  latter  the  posterior 
belly  of  the  occipito-frontalis.  This  branch  communicates  with  the 
great  auricular  n.  and  with  the  auricular  branch  of  the  pneumo- 
gastric.  Its  two  next  branches  supply  the  posterior  belly  of  the 
digastricus  and  the  stylo-hyoideus.  The  digastric  nerve  enters  the 
muscles  by  many  filaments ;  the  nerve  to  the  stylo-hyoid  is  long 
and  enters  the  muscle  about  the  middle.  The  digastric  branch 
communicates  with  the  glosso-pharyngeal  near  the  base  of  the 
skull :  the  stylo-hyoid  branch  with  the  sympathetic  on  the  external 
carotid  a.  These  two  muscular  nerves  are  frequently  given  off 
from  a  common  branch. 

The  temporo-facial  division,  the  larger  of  the  two,  crosses 
the  external  carotid  and  the  neck  of  the  jaw,  receives  two  or 
more  communications  from  the  auriculo- temporal  (branch  of  the 
fifth)  and  subdivides  into  temporal,  malar,  and  infra-orbital 
branches. 

The  temporal  branches  ascend  over  the  zygoma,  supply  the  frontalis, 
the  attrahens  aurem,  the  orbicularis  palpebrarum,  the  corrugator  super- 
cilii,  and  tensor  tarsi,  and  communicate  with  filaments  of  the  supra-orbital 
nerve,  with  the  temporal  branch  of  the  superior  maxillary  n.,  and  with 
the  auriculo-temporal  n. 
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The  malar  branches  cross  the  malar  bone,  supply  the  orbicular 
muscle,  and  communicate  with  filaments  of  the  lachi-ymal,  the  supra- 
orbital, the  superior  maxillary,  and  the  malar  branch  of  the  superior 
maxillary. 

The  infra-orbital  branches  are  the  largest,  and  proceed  transversely 
forwards  beneath  the  zygomatici  ovt-r  the  masseter,  to  supply  the  orbicu- 
laris oris,  the  elevators  of  the  upper  lip,  and  the  muscles  of  the  nose.  Be- 
neath the  levator  labii  superioris  there  is  a  free  communication  with  the 
infra-orbital  branches  of  the  superior  maxillary  nerve,  forming  the  infra- 
orbital plexus.  Along  the  side  of  the  nose  the  terminal  filaments  join 
the  nasal  and  infra-trochlear  branches  of  the  ophthalmic. 

The  cervico-facial  division,  joined  in  the  parotid  gland  by 
filaments  from  the  auricnlo-parotidean  (branch  of  the  cervical 
plexus),  descends  towards  the  angle  of  the  jaw,  and  subdivides 
into  buccal,  supra-  and  infra-maxillary  branches. 

The  buccal  branches  pass  forwards  over  the  masseter  parallel  with 
the  parotid  duct,  and  supply  the  buccinator  :  they  communicate  with  the 
buccal  branch  of  the  inferior  maxillary  nerve  (third  division  of  the 
fifth). 

The  supra-maxillary  branches  advance  over  the  masseter  and  facial 
artery,  and  run  under  the  depressor  muscles  of  the  lower  hp,  all  of  which 
they  supply.  Some  of  the  filaments  communicate  with  the  mental  branch 
of  the  inferior  dental  nerve. 

The  infra-maxillary  or  cervical  branches,  one  or  more  in  number, 
were  dissected  with  the  neck  (p.  21).  They  arch  forwards  below  the  jaw 
covered  by  the  platysma,  as  low  as  the  hyoid  bone,  and  communicate 
with  the  superficial  cervical  (branch  of  the  cervical  plexus). 

Eespecting  the  function  of  the  facial  nerve,  it  is,  at  its 
origin,  purely  a  motor  nerve ;  but  after  leaving  the  stylo-mastoid 
foramen  it  becomes  a  compound  nerve,  in  consequence  of  the 
filaments  which  it  receives  from  the  auriculo-temporal  branch 
of  the  fifth,  and  from  the  auriculo-parotidean  branch  of  the 
cervical  plexus.  These  communications  explain  the  pain  which 
is  often  felt  in  facial  paralysis  along  the  track  of  the  facial 
nerves. 


NERVES  OF  THE  FACE. 


93 


Sensokt  These  are  the  supra-orbital,  the  supra-  and  infra- 

Nbeves  of  the       trochlear,  the  naso-lobular,  the  temporo-malar, 
the  infra-orbital,  and  the  mental,  all  branches  of 

the  fifth  pair. 

The  supra-orbital  nerve  is  a  branch  of  the  first  division  of 
the  fifth  pair.  It  leaves  the  orbit  through  the  supra-orbital 
notch,  and  is  at  first  covered  by  the  orbicularis  and  occipito- 
frontalis.  But  it  presently  divides  into  wide-spreading  branches, 
which  supply  the  skin  of  the  forehead,  upper  eyelid,  and  scalp.  It 
communicates  with  the  facial  nerve  on  the  forehead.  The  supra- 
orbital artery  is  a  branch  of  the  ophthalmic. 

The  supra-trochlear  n.,  or  internal  frontal,  appears  at  the 
inner  angle  of  the  orbit,  and  sends  down,  in  front  of  the  pulley  of 
the  obliquus  superior  oculi,  a  loop  to  communicate  with  the  infra- 
trochlear.    Its  further  course  has  been  described  (p.  4). 

The  infra-trochlear  n.  issues  from  the  orbit  below  the  pulley, 
and  supplies  branches  to  the  eyelids,  the  mucous  membrane, 
lachrymal  sac,  and  the  side  of  the  nose. 

The  infra-orbital  nerve  is  the  terminal  branch  of  the  superior 
maxillary  or  second  division  of  the  fifth  nerve.  It  emerges  with 
its  artery  from  the  infra-orbital  foramen,  covered  by  the  levator 
labii  superioris.  The  nerve  immediately  divides  into  several 
branches,  palpebral,  nasal,  and  labial ;  the  palpebral,  ascending 
beneath  the  orbicularis^  supply  the  lower  eyelid,  and  communicate 
with  the  facial:  the  nasal  pass  inwards  to  supply  the  nose  and  join 
the  nasal  branch  (naso-lobular)  of  the  first  division  of  the  fifth  ; 
the  labial,  by  far  the  most  numerous,  descend  into  the  upper  lip, 
and  eventually  terminate  in  lashes  of  filaments,  which  endow  the 
papillae  of  the  lip  with  exquisite  sensibility.  Close  to  the  infra- 
orbital foramen  is  the  infra-orbital  plexus,  before  alluded  to  (p.  92). 

The  infra-orbital  artery  is  the  terminal  branch  of  the  internal 
maxillary ;  it  supplies  the  muscles,  the  skin,  and  the  front  teeth 
of  the  upper  jaw,  and  inosculates  with  the  transverse  facial,  buccal, 
facial,  and  coronary  arteries. 

The  naso-lobular  nerve  is  distributed  to  the  tip  and  lobule  of 
the  nose,  and  is  joined  by  filaments  from  the  facial  nerve. 
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The  tem'poro-malar  nerve,  one  or  more  (branch  of  the  supe- 
rior maxillary),  issues  through  the  canal  in  the  malar  bone  and 
supplies  the  cheek  and  side  of  the  temple. 

The  mental  nerve  is  a  branch  of  the  inferior  maxillary  or  third 
division  of  the  fifth.  It  emerges  from  the  mental  foramen  in  the 
lower  jaw,  in  a  direction  upwards  and  backwards,  beneath  the 
depressor  labii  inferioris.  It  soon  divides  into  a  number  of 
branches,  some  of  which  supply  the  skin  of  the  chin,  but  the 
greater  number  terminate  in  the  papillae  of  the  lower  lip.  It 
communicates  with  the  facial  nerve. 

The  mental  artery  is  a  branch  of  the  inferior  dental.  It  sup- 
plies the  gums  and  the  chin,  and  inosculates  with  the  sub-mental, 
the  inferior  labial,  and  inferior  coronary  arteries. 


MUSCLES  OF  MASTICATION.— TEMPOEAL  AND  PTERYGO-MAXILLAEY 

REGIONS. 

In  this  dissection,  the  parts  should  be  examined  in  the  following 
order : 

1 .  Superficial  arteries  and  nerves  of  the     5.  Pterygoid  muscles. 

temple.  6.  Internal  maxillary  artery  and 

2.  Masseter  muscle.  branches. 

3.  Temporal  aponeurosis.  7.  Inferior    maxillary  nerve  and 

4.  Temporal  muscle.  branches. 

Eeflect  the  skin  of  the  temple  from  below  upwards.  Beneath 
the  skin  you  come  upon  a  layer  of  tough  connective  tissue,  con- 
tinuous, above,  with  the  aponeurosis  of  the  scalp,  below,  with  the 
fascia  covering  the  masseter  and  the  parotid  gland.  In  this  tissue 
are  contained  the  superficial  temporal  vessels  and  nerves. 

Tempokal  This  is  the  smaller  of  the  two  terminal  branches 

Artbbt.  of  the  external   carotid.     Arising  in  the  sub- 

stance of  the  parotid  gland  near  the  neck  of  the  jaw,  it  passes 
over  the  root  of  the  zygoma,  close  to  the  meatus  auditorius, 
ascends  for  about  1-^  inches  on  the  temporal  fascia,  and  there 
divides  into  an  anterior  and  a  posterior  branch.  Above  the 
zygoma  it  is  superficial,  being  covered  only  by  the  attrahens 
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aurem ;  here  it  is  accompanied  by  the  auriculo-temporal  branch 
of  the  inferior  division  of  the  fifth  nerve.  It  gives  off  the  follow- 
ing branches : 

a.  Several  small  branches  to  the  parotid  gland,  the  temporo-maxillary 
articulation,  and  the  masseter. 

h.  The  transversalis  faciei  (p.  87). 

c.  The  anterior  auricular  branches,  two  in  number,  superior  and 
inferior,  ramify  on  the  front  of  the  pinna  of  the  ear,  inosculating  with 
the  posterior  auiicular. 

d.  The  middle  temporal,  a  small  vessel,  pierces  the  temporal  fascia 
above  the  zygoma,  and  running  in  the  substance  of  the  temporal  muscle, 
anastomoses  with  the  temporal  branches  of  the  internal  maxillary. 

Of  the  two  branches  into  which  the  temporal  divides,  the  anterior 
rvms  tortuously  towards  the  external  angle  of  the  frontal  bone,  distant 
from  it  about  an  inch.  Its  ramifications  extend  over  the  forehead, 
supplying  the  orbicularis  and  frontalis  m.,  and  inosculate  with  the  supra- 
orbital and  frontal  arteries.  The  posterior  runs  towards  the  back  of  the 
head,  and  inosculates  freely  with  the  occipital  and  posterior  auricular. 
The  anterior  branch,  although  the  smaller,  is  usually  selected  for 
arteriotomy,  the  posterior  being  covered  by  a  strong  and  unyielding 
fascia. 

AuEicuLo-TKM-  This  ueivc  supplies  the  temple  and  side  of  the 
poEAL  Neevb.  head  with  common  sensation.  It  arises  from  the 
third  division  of  the  fifth  pair  by  two  roots  (between  which  the 
middle  meningeal  artery  runs).  From  its  origin  it  proceeds  out- 
wards beneath  the  external  pterygoid,  between  the  neck  of  the  jaw 
and  the  internal  lateral  ligament.  It  then  ascends  beneath  the 
parotid,  over  the  root  of  the  zygoma,  where  it  accompanies  the 
temporal  artery,  and  divides,  like  it,  into  an  anterior  and  a  ^os^erior 
branch.    Its  ramifications  correspond  with  those  of  the  artery. 

Near  the  condyle  of  the  jaw  the  auriculo-temporal  nerve  sends 
round  the  external  carotid  artery  communicating  branches  to  the 
upper  division  of  the  facial  nerve,  endowing  it  with  common  sen- 
sibility. It  here  distributes  branches  to  the  parotid  gland,  the 
meatus  auditorius,  the  membrana  tympani,  and  the  articulation  of 
the  jaw.  Above  the  zygoma  it  gives  off  two  filaments  [aioricular), 
an  upper  and  a  lower  ;  the  upper  ramifies  in  the  skin  of  the  outer 
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aspect  of  the  ear,  mainly  on  the  tragus  and  upper  half  of  the  auricle ; 
the  lower  supplies  the  lobule  and  lower  part  of  the  pinna. 

Lastly,  in  the  subcutaneous  tissue  of  the  temple,  we  find  the 
temporal  branches  of  the  facial  nerve,  which  supply  the  frontalis, 
the  attrahens  aurem,  the  orbicularis  palpebrarum,  tensor  tarsi,  and 
corrugator  supercilii. 

Masseteb  This  muscle  arises  from  the  lower  edge  of  the 

Muscle.  zygoma,  and  is  inserted  into  the  outer  side  of  the 

ramus  and  coronoid  process  of  the  jaw.  The  masseter  is  com- 
posed of  superficial  and  deep  fibres  which  cross  like  the  letter  X, 
The  superficial  fibres,  constituting  the  principal  part  of  the  muscle, 
arise  from  the  anterior  two-thirds  of  the  zygoma  by  tendinous 
fibres  which  occupy  the  front  border  of  the  muscle,  and  send 
aponeurotic  partitions  into  its  substance.  These  fibres  pass  down- 
wards and  backwards,  this  direction  giving  them  greater  advantage, 
and  are  inserted  into  the  angle  and  part  of  the  ramus  of  the  jaw. 
The  deep  fibres,  mainly  muscular  (which  are  concealed  by  the 
parotid  gland),  arise  from  the  posterior  third  of  the  zygoma,  incline 
forwards,  and  are  inserted  into  the  upper  half  of  the  ramus  and 
the  coronoid  process.  Besides  these,  a  few  fibres,  arising  from  the 
inner  surface  of  the  zygoma,  are  inserted  into  the  coronoid  pro- 
cess and  the  tendon  of  the  temporal  muscle.  Its  action  is  to 
raise  the  jaw  and  help  to  masticate  the  food. 

The  following  objects  lie  upon  the  masseter:  1.  Glandula 
socia  parotidis,  and  parotid  duct :  2.  Transversalis  faciei  artery : 
3.  Facial  artery  and  vein :  4.  Branches  of  the  facial  nerve. 

Reflect  the  masseter  from  its  origin  and  turn  it 

D ISSECTION 

downwards.  Observe  the  direction  of  the  super- 
ficial and  deep  fibres,  and  the  tendinous  partitions  which  augment 
the  power  of  the  muscle  by  increasing  its  extent  of  origin.  The 
masseteric  nerve  and  artery  enter  the  under  surface  of  the  muscle 
near  to  its  posterior  border,  through  the  sigmoid  notch  of  the 
jaw  ;  the  artery  comes  from  the  internal  maxillary,  the  nerve  from 
the  motor  division  of  the  inferior  maxillary. 

Temporal  This  strong  shining  membrane  covers  the  tem- 

Aponeueosis.       poral  muscle ;  its  chief  use  being  to  give  additional 
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origin  to  its  fibres.  It  is  attached  above  to  the  temporal  ridge, 
and  increasing  in  thickness  as  it  descends,  divides  near  the  zygoma 
into  two  layers,  which  are  attached  to  the  outer  and  inner  surfaces 
of  the  zygomatic  arch.  These  layers  are  separated  by  fat,  in 
which  is  found  a  filament  from  the  orbital  branch  of  the-  superior 
maxillary  nerve.  The  density  of  this  aponeurosis  explains  why 
abscesses  in  the  temporal  fossa  rarely  point  outwards ;  the  pus 
generally  makes  its  way,  beneath  the  zygoma,  into  the  mouth. 

Eeflect  the  aponeurosis,  and  notice  that  it  is  separated  from 
the  temporal  muscle,  near  the  zygoma,  by  fat.  The  absorption  of 
this  fat,  and  the  wasting  of  the  muscle,  occasion  the  sinking  of  the 
temple  in  emaciation  and  old  age. 

Tempoeal  This  muscle  arises  from  the  whole  of  the  tem- 

MuscLE.  poral  fossa  (except  the  malar  surface)  and  the  tem- 

poral aponeurosis.  Its  fibres  converge  to  a  strong  tendon  which  is 
inserted  into  the  inner  surface,  the  apex,  and  anterior  border  of 
the  coronoid  process. 

The  fibres  of  the  muscle  converging  from  their  wide  origin, 
pass  imder  the  zygomatic  arch,  and  terminate  upon  their  tendon, 
the  outer  surface  of  which  is  partially  concealed  by  the  insertion 
of  those  fibres  which  come  from  the  temporal  aponeurosis :  remove 
them,  and  see  how  admirably  this  tendon  radiates  into  the  muscle 
like  the  ribs  of  a  fan.  Its  nerves  (two  deep  temporal)  are  branches 
of  the  inferior  maxillary  (p.  104). 

Between  the  posterior  border  of  this  muscle  and  the  neck  of 
the  inferior  maxilla,  the  masseteric  nerve  and  artery  pass  to  their 
destination :  in  front  of  the  muscle,  the  buccal  branch  of  the  inferior 
maxillary  nerve  descends  to  the  buccinator  with  its  companion 
artery. 

Ptehtgo-siax-  Divide  the  zygomatic  arch  on  each  side  of  the 
tLLABT  Region.  masseter,  and  turn  it  down,  to  expose  the  coronoid 
process  of  the  jaw,  the  insertion  of  the  temporal  muscle,  and  the 
loose  fat  which  surrounds  it.  Next,  saw  through  the  coronoid 
process  in  a  direction  downwards  and  forwards,  so  as  to  include 
the  insertion  of  the  muscle,  and  reflect  it  upwards  without  injuring 
the  subjacent  vessels  and  nerves. 

H 
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Dissection. 


To  gain  a  good  view  of  the  muscles,  nerves,  and 
vessels  of  the  pterygo-maxillary  region,  a  portion  of 
the  ascending  ramus  of  the  jaw  must  be  removed  with  a  Hey's 
saw,  as  shown  in  the  diagram  below. 

In  this  region  we  have  to  examine  the  two  pterygoid  muscles, 
the  trunk  and  branches  of  the  internal  maxillary  artery,  the  inferior 
maxillary  nerve,  and  the  internal  lateral  ligament  of  the  lower  jaw. 
All  these  structures  are  imbedded  in  loose  soft  fat,  which  must  be 
cautiously  removed  without  injuring  them. 


Fig.  16. 


Anterior  deep  temporal  n.  and  a. 


Infra-orbital  a . 
Spheno-maxiUary 
fossa   .   .  • 

Superior  dental  a 
Buccal  a  .   .  . 

Parotid  dnct  . 

Buccal  n  .   .  , 
Pterygo-maxillary 
ligament  .  . 


External  pterygoid  m. 

Posterior  deep  temporal  n.  and  a. 
Masseteric  n.  and  a. 


Inter-articular 
fibro-cartilage. 

Temporal  artery 
and  auriculo- 
temporal nerve. 


Middle  meningeal  a 


Inferior  dental  a. 
Inferior  dental  n. 
.Gustatory  n. 
Mylo-hyoid  n. 
Internal  pterygoid  m. 


PTEUYGOID  MUSCLES  AND  INTERNAL  MAXILLAHY  ARTERY. 


External 
Ptbrtgoid. 


This  muscle  arises  by  two  heads,  one,  the  upper, 
from  the  great  wing  of  the  sphenoid  and  from  the 
ridge  below  it ;  the  lower,  from  the  outer  surface  of  the  external 
pterygoid  plate,  a  few  fibres  taking  origin  from  the  outer  side 
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of  the  tuberosities  of  the  palate  and  superior  maxillary  bones.  It 
is  inserted  into  the  neck  of  the  jaw,  and  slightly  into  the  border 
of  the  inter-articular  fibro-cartilage  of  the  jaw. 

The  advantage  of  the  insertion  of  some  of  its  fibres  into  the 
inter-articular  cartilage  is,  that  the  cartilage  follows  the  condyle 
in  all  its  movements.  When  the  jaw  is  dislocated,  it  is  chiefly  by 
the  action  of  this  muscle,  which  draws  the  condyle  forwards  into 
the  zygomatic  fossa ;  the  inter-articular  cartilage  being  dislocated 
with  the  condyle. 

Internal  This  muscle  ciHses  from  the  inner  surface  of  the 

Ptebtgoid.  external  pterygoid  plate  of  the  sphenoid  bone,  and 

the  tuberosity  of  the  palate  bone.  It  is  inserted  into  the  inner 
side  of  the  angle  of  the  jaw,  as  high  as  the  dental  foramen. 

Notice  particularly  the  direction  of  the  fibres  of  the  pterygoid 
muscles.  The  fibres  of  the  external  run  horizontally  outwards 
and  backwards  from  their  origin ;  the  fibres  of  the  internal  run 
downwards,  backwards  and  outwards  from  their  origin.  The 
internal  pterygoid  has  tendinous  septa  like  the  masseter.  Both 
the  pterygoids  get  their  nerves  from  the  motor  division  of  the 
inferior  maxillary. 

The  pterygoid  muscles  produce  the  lateral  movements  of  the 
jaw  essential  to  the  mastication  of  the  food.  Consequently  they 
are  enormously  developed  in  all  ruminants,  and  comparatively 
feebly  in  carnivorous  animals. 

^  Saw  through  the  neck  of  the  iaw,  disarticulate 

the  condyle  with  its  fibro-cartilage  from  the 
glenoid  cavity,  and  turn  it  forwards  with  the  external  pterygoid, 
so  that  the  condyle  can  be  replaced  if  desirable.  A  little  dissec- 
tion will  bring  into  view  the  internal  lateral  ligament,  and  the 
internal  maxillary  artery. 

LvTEKNAi  Max-  This  is  the  larger  of  the  two  terminal  branches 
iLLABT  Aetebt.  into  whlch  the  external  carotid  divides  opposite  the 
neck  of  the  jaw.  It  passes  horizontally  forwards  between  the  neck 
of  the  jaw  and  the  internal  lateral  ligament,  then  runs  tortuously, 
in  some  cases  above,  in  others  beneath  the  external  pterygoid, 
enters  the  epheno-m axillary  fossa  between  the  two  heads  of  the 
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external  pterygoid,  and  terminates  by  dividing  into  numerous 
branches. 

The  course  of  this  artery  is  divided  into  three  stages.  In  the 
first,  the  artery  lies  between  the  neck  of  the  jaw  and  the  internal 
lateral  ligament ;  in  the  second,  it  lies  either  over  or  under 
the  external  pterygoid  ;  in  the  third,  it  lies  in  the  spheno-maxillary 
fossa. 


BRANCHES  OF  THE  INTERNAL  MAXILLARY  ARTERY  IN  THE  THREE 

STAGES  OF  ITS  COURSE. 


Branches  in  the  First 
Stage. 

a.  Tympanic. 

b.  Meningea  media. 

c.  Meningea  parva. 

d.  Inferior  dental. 


Branches  in  the  Second 
Stage. 


Branches  in  the  Third 
Stage. 


Six  to  the  five  muscles  of     i.  Superior  dental. 


mastication,  namely : 

e.  Masseteric. 

/.  Anterior  and  posterior 

temporal. 
ff.  External  and  internal 

pterygoid. 
A.  Buccal. 


;'.  Infra-orbital. 

k.  Descending  palatine. 

I.  Vidian. 

m.  Pterygo-palatine. 
71.  Nasal  or  spheno-pala- 
tine. 


Branches  in  «•  The  tympanic  ascends  behind  the  articulation  of 

THE  First  Part.  the  jaw,  and  passes  through  the  Glaserian  fissure  to  the 
tympanum.  It  supplies  that  cavity  and  the  membrana  tympani,  and 
anastomoses  with  the  stylo-mastoid  and  Yidian  arteries.  This  artery 
is  not  infrequently  given  off  from  a  branch  of  the  internal  maxillaiy 
artery. 

b.  The  middle  meningeal  artery  ascends  between  the  two  roots  of 
the  auriculo-temporal  nerve,  behind  the  external  pterygoid,  and  enters 
through  the  foramen  spinosum  into  the  cranium,  where  it  ramifies 
between  the  dura  mater  and  the  bones.  Its  further  course  is  described 
at  p.  12. 

c.  The  meningea  parva  (not  marked  in  the  plan)  ascends  through  the 
foramen  ovale  into  the  skull,  and  supplies  chiefly  the  gangUon  of  the  fifth 
pair.    It  often  comes  from  the  meningea  media. 

d.  The  inferior  dental  artery  descends  behind  the  neck  of  the  jaw  to 
the  dental  foramen,  which  it  entsrs  with  the  dental  nerve.    It  then  pro- 
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ceeds  through  a  canal  in  the  diploe  to  the  symphysis,  where  it  minutely 
inosculates  with  its  fellow.  In  this  canal,  which  mns  beneath  the  roots 
of  all  the  teeth,  the  artery  gives  branches  which  ascend  through  the  little 
foramina  in  the  fangs,  and  supply  the  pulp  in  their  interior.  Opposita 
the  foramen  mentale  arises  the  mental  branch  already  desci-jbed  (p.  94). 
Before  entering  the  dental  foramen  the  artery  furnishes  a  small  branch — 
mylo-hyoid — which  accompanies  the  nerve  proceeding  to  the  mylo-hyoid 
muscle. 

Bkanches  in  e.  The  masseteric  branch  passes  through  the  sigmoid 
THE  Second  Part,  notch  of  the  jaw  to  the  under  surface  of  the  masseter, 
with  the  masseteric  nerve,  and  inosculates  with  the  facial  artery. 


Fig.  17.- 


Third  stage.  Second  stage.  Pirst  stage. 


PLAN  OF  INTEENAX  MAXlLiLARY  ARTERY. 

/.  The  anterior  and  posterior  temporal  arteries  ascend  to  supply  the 
temporal  muscle,  ramifying  between  the  muscle  and  the  bone,  one  near 
the  front,  the  other  near  the  posterior  border  of  the  muscle.  They  com- 
municate with  the  superficial  and  middle  temporal  ai-teries,  and  with  the 
terminal  branches  of  the  lachi-ymal  a. 

g.  The  pterygoid  branches  supply  the  internal  and  external  pterygoid 
muscles, 

h.  The  buccal  branch  runs  forward  with  the  buccal  nerve  to  the 
buccinator,  where  it  anastomoses  with  the  facial  artery. 
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BLANCHES  IN  i.  The  superior  dental  branch  runs  along  the  tube- 

THE  Thtbd  Paht.  rosity  of  the  superior  maxillary  bone,  and  sends  small 
arteries  through  the  foramina  in  the  bone  to  the  pulps  of  the  molar  and 
bicuspid  teeth.  It  also  supplies  the  gums,  and  the  mucous  membrane  of 
the  antrum. 

j.  The  infra-orhital  branch  ascends  through  the  spheno-maxillary 
fissure,  then  runs  forward  along  the  infra-orbital  canal  with  the  superior 
maxillary  nerve,  and  emerges  upon  the  face  at  the  infra-orbital  foramen. 
In  the  infra-orbital  canal  the  artery  sends  branches  downwards  through 
little  canals  in  the  bone  to  the  incisor  and  canine  teeth,  and  upwards  into 
the  orbit  to  the  infei-ior  oblique  and  inferior  rectus.  After  issuing  from 
the  foramen  it  sends  upward  branches  to  the  lachrymal  sac,  and  descending 
branches  to  the  upper  lip.  The  former  anastomose  with  the  nasal 
branches  of  the  ophthalmic  and  facial  arteries ;  the  latter  with  the 
superior  coronary,  transverse  facial,  and  buccal  arteries. 

k.  The  descending  palatine,  a  branch  of  considerable  size,  runs  down 
the  posterior  palatine  canal  with  the  palatine  nerve  (a  branch  from 
Meckel's  ganglion),  and  then  along  the  roof  of  the  hard  palate,  towards 
the  anterior  palatine  canal,  in  which,  much  diminished  in  size,  it  inoscu- 
lates on  the  septum  nasi  with  a  branch  of  the  spheno  palatine  artery. 
It  supplies  the  gums,  the  glands,  and  mucous  membrane  of  this  part,  and 
furnishes  branches  to  the  soft  palate. 

I.  The  Vidian,  an  insignificant  branch,  runs  backwards  through  the 
Vidian  canal  with  the  Vidian  nerve,  and  is  distributed  to  the  Eustachian 
tube,  the  pharynx,  and  the  tympanum. 

m.  The  ptery go-palatine  is  a  small  but  constant  branch  which  runs 
backwards  through  the  pterygo-palatine  canal,  and  ramifies  upon  the 
upper  part  of  the  pharynx  and  the  Eustachian  tube. 

n.  The  nasal  or  spheno-palatine  branch  enters  the  nose  through  the 
spheno-palatine  foramen  in  company  with  the  nasal  nerve  from  Meckel's 
(spheno-palatine)  ganglion,  and  ramifies  upon  the  spongy  bones,  the 
ethmoidal  cells,  and  the  antrum.  One  large  branch,  the  artery  of  the 
septum,  runs  along  the  septum  nasi  towards  the  anterior  palatine  canal, 
where  it  joins  the  descending  palatine  a. 

Observe  that  all  the  branches  of  the  internal  maxillary  artery 
in  the  first  and  third  parts  of  its  course  traverse  bony  canals ;  while 
the  branches  in  the  second  part  go  directly  to  muscles. 

The  internal  maxillary  vein  is  formed  by  the  veins  correspond- 
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ing  to  the  branches  of  the  artery.  As  the  vein  lies  between  the 
Ptkhtqoid  temporal  and  external  pterygoid  muscles  it  forms 
Plexus  of  Veins,  a  plexus — pterygoid  plexus — which  communi- 
cates, above,  with  the  cavernous  sinus  by  branches  which  come 
through  the  foramina  at  the  base  of  the  skull ;  in  front  it  communi- 
cates with  the  facial  vein.  It  joins  the  temporal  in  the  substance 
of  the  parotid  gland,  and  thus  communicates  with  the  external 
jugular  vein. 

Inferior  Max-  ^his  great  nerve  is  the  largest  of  the  three 
iLLART  Nerte  dlvislous  of  thc  fifth  cerebral  nerve.  It  differs 
AND  Branches.  from  the  other  two  divisions,  i.e.  the  ophthalmic 
and  the  superior  maxillary,  in  that  it  contains  motor  as  well  as 
sensory  filaments ;  the  motor  being  furnished  by  the  small  non- 
ganglionic  root  of  the  fifth  nerve.  It  is  necessary  to  remember  this 
point  of  its  physiology,  in  order  to  understand  its  extensive  dis- 
tribution ;  for  the  sensory  portion  supplies  the  parts  to  which  it  is 
distributed  with  common  sensation  only,  whilst  the  motor  portion 
supplies  all  the  muscles  concerned  in  mastication. 

The  nerve,  then,  composed  of  sensory  and  motor  filaments, 
emerges  from  the  skull  through  the  foramen  ovale  as  a  thick 
trunk,  under  the  name  of  the  inferior  maxillary.  It  lies  directly 
external  to  the  Eustachian  tube,  and  is  covered  by  the  external 
pterygoid  muscle,  which  must  be  turned  on  one  side  to  expose  it. 
Immediately  after  its  exit  from  the  skull,  the  nerve  divides  into 
two  parts,  an  anterior,  or  motor  division,  and  a  posterior  or  sen- 
sory division.  From  the  anterior  portion  (chiefly  motor)  are 
derived  branches  distributed  to  the  muscles  of  mastication.  From 
the  posterior  (mainly  sensory)  come  the  following  branches :  the 
auriculo-temporal,  gustatory,  inferior  dental  and  buccal ;  there 
are  also  motor  branches  to  the  mylo-hyoid  and  anterior  belly 
of  the  digastricus.  This  apparent  anomaly  will  be  presently 
explained. 
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BRANCHES  OF  THE  INFERIOR  MAXILLARY  NERVE. 


Sensort  Branches.  Motor  Branches. 

Auriciilo-temporal.  To  temporal  muscle. 

Inferior  dental.  —  masseter. 

Buccal.  —  external  pterygoid. 

Gustatory  or  lingual.  —  internal  pterygoid. 

—  mylo-hyoideus. 

—  anterior  belly  of  digaatricus. 


The  branches  to  the  temporal  muscle,  two  in  number,  ante- 
rior and  posterior,  pass  outwards  close  to  the  great  wing  of  the 
sphenoid  bone,  and  ascend  with  the  temporal  arteries  to  the 
muscle. 

The  branch  to  the  masseter  runs  outwards  above  the  external 
pterygoid,  through  the  sigmoid  notch  of  the  jaw,  to  the  under 
surface  of  the  muscle. 

The  branch  to  the  external  pterygoid  comes,  apparently,  from 
the  buccal  nerve  in  its  passage  through  this  muscle. 

The  branch  to  the  internal  pterygoid  muscle  proceeds  from 
the  inner  side  of  the  main  trunk,  close  to  the  otic  ganglion,  and 
descending  between  the  internal  pterygoid  and  the  tensor  palati, 
enters  the  inner  aspect  of  the  muscle. 

The  buccal  branch  passes  either  above  or  between  the  fibres  of 
the  external  pterygoid  to  the  buccinator,  where  it  spreads  out  into 
filaments,  which  supply  the  skin,  mucous  membrane,  and  glands 
of  the  cheek  with  common  sensation.  The  motor  power  of  the 
buccinator,  remember,  is  derived  from  the  facial  nerve.  That 
this  buccal  branch  is  mainly  sensory  is  proved  by  the  action  of  the 
muscle  still  continuing  when  the  motor  division  of  the  fifth  nerve 
is  paralysed.  The  evidence  is  corroborated  by  a  case  in  which 
this  buccal  branch  proceeded  from  the  second  division  of  the 
fifth  nerve ;   no   communication   being   discovered,  after  very 
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careful  dissection,  between  it  and  the  motor  root  of  the  third 
division.* 

The  auriculo-temporal  branch  arises  by  two  roots  which  em- 
brace the  middle  meningeal  artery  before  it  enters  the  skull.  The 
nerve  runs  outwards  behind  the  external  pterygoid  and  .the  neck 
of  the  jaw,  ascends  over  the  root  of  the  zygoma  with  the  temporal 
ai'tery,  and  divides,  like  it,  into  an  anterior  and  a  posterior  branch  : 
these  are  distributed  to  the  skin  of  the  side  of  the  head.  Behind 


Fig.  18. 


PLAN  OF  THE  BRANCHES  OF  TlIE  INFEBIOE  MAXILLAET  NERVE. 


the  condyle  it  sends  filaments  to  the  meatus  auditorius,  to  the 
*in  on  the  outer  aspect  of  the  ear,  and  to  the  articulation  of  the 
jaw.    It  distributes  also  filaments  to  the  parotid  gland,  and  one 

*  Turner,  '  On  the  Variation  of  the  Buccal  Nerve.'  '  Journal  of  Anat  and  Phvs  ' 
No.  I.  1866.  ■  ^  ■' 
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especially  to  the  upper  division  of  the  facial,  which  endows  it 
with  common  sensibility :  its  branches  have  been  described  (p.  95). 

The  inferior  dental  branch  emerges  beneath  the  external  ptery- 
goid, and  descends  between  the  ramus  and  the  internal  lateral 
ligament  of  the  jaw  to  the  dental  foramen,  which  it  enters  with 
the  dental  artery.  It  then  runs  in  the  canal  in  the  diploe  of  the 
jaw  and  furnishes  filaments  which  ascend  through  the  canals  in 
the  fangs  of  the  teeth  to  the  pulp  in  their  interior.  Opposite  the 
foramen  mentale  it  divides  into  two  branches,  the  mental  and 
incisor.  Observe  that  the  same  nerve  which  supplies  the  teeth 
supplies  the  gums ;  hence  the  sympathy  between  them. 

a.  The  mylo-hyoid  branch,  apparently  arising  from  the  dentp-l,  is 
derived  from  the  motor  root  of  the  fifth,  and  may,  with  careful  dissection, 
be  traced  to  it.  It  leaves  the  sheath  of  the  inferior  dental  nerve  near  the 
foramen  in  the  jaw,  and  runs  in  a  groove  on  the  inner  side  of  the  ramus 
to  the  lower  surface  of  the  mylo-hyoid,  which  muscle,  together  with  the 
anterior  portion  of  the  digastricus,  it  supplies. 

h.  The  dental  branches  pass  upwards  to  the  fangs  of  the  molar  and 
bicuspid  teeth. 

c.  The  incisor  branch  is  the  continuation  of  the  nerve,  and  passes  to 
the  symphysis,  supplying  the  canine  and  incisor  teeth. 

d.  The  mental  branch  (sometimes  called  labial)  emerges  through  the 
foramen  mentale,  and  soon  divides  into  numerous  branches ;  some 
ascend  to  the  lower  Hp  beneath  the  depressor  labii  inferioris,  and  com- 
municate with  the  facial  nerve ;  others  pass  inwards  to  the  skin  of 
the  chin. 

The  gustatory  or  lingual  nerve  lies  at  fi.rst  behind  the  external 
pterygoid  m.,  then  descends  obliquely  forwards  between  the  ramus 
of  the  jaw  and  the  internal  pterygoid  m.,  and  subsequently  for  a 
short  distance  between  the  jaw  and  the  superior  constrictor  of  the 
pharynx.  Here  it  lies  close  under  the  mucous  membrane  of  the 
mouth  near  the  last  molar  tooth  of  the  lower  jaw.  Division  of 
it  in  this  situation  has  relieved  pain  in  cancer  of  the  tongue.  The 
gustatory  n.  then  rests  upon  the  stylo-glossus  and  the  hyo-glossus 
m.,  and  after  crossing  Wharton's  duct  passes  to  the  tip  of  the 
tongue. 
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The  nerve  at  first  lies  in  front  of  tbe  inferior  dental  nerve 
(with  which  it  is  frequently  connected),  and  beneath  the  internal 
maxillary  a.  Beneath  the  external  pterygoid  the  gustatory  n.  is 
joined  at  an  acute  angle  by  the  chorda  tympani  (a  branch  of  the 
facial).  This  branch  emerges  through  the  Glaserian  fissure,  or 
through  a  small  canal  by  the  side  of  it,  and  passing  behind  the 
dental  n.,  meets  the  gustatory,  and  runs  along  the  lower  border  of 
this  nerve  to  join  the  submaxillary  ganglion.  It  is  eventually 
distributed  to  the  lingualis  muscle. 

The  gustatory  in  its  course  gives  ofi" : 

a.  ComrauTUcating  branches  to  the  hypoglossal  n.,  formiiag  two  or 
more  loops  at  the  anterior  border  of  the  hyo-glossus. 

b.  Branches  to  the  submaxillary  ganglion. 

c.  Branches  to  the  mucous  membrane  of  the  mouth,  gums,  and  sub- 
lingual gland. 

d.  Branches  which  pass  to  the  papillae  of  the  sides  and  tip  of  the 
tongue :  here  also  we  find  communications  between  this  nerve  and  the 
hypoglossal. 

Ikternai,  -^^^^  so-called  ligament  (which  is  more  like  a 

LATERAL  LiGA-  laycr  of  fascia)  passes  from  the  spinous  process 
MKNT  OF  THE  of  tho  sphcuoid  bone  to  the  inner  side  of  the 
Lower  Jaw.  foramen  dentale.    Between  this  ligament  and  the 

neck  of  the  jaw,  we  find  the  internal  maxillary  artery  and  vein, 
the  auriculo-temporal  nerve,  the  middle  meningeal  artery,  the 
dental  nerve  and  artery,  and  a  portion  of  the  parotid  gland. 

At  this  stage  of  the  dissection  you  will  be  able  to  trace  the 
course  and  relations  of  the  internal  carotid  artery.  But  before 
doing  this,  examine  the  several  objects  which  intervene  between 
the  external  and  internal  carotids.  These  are — 1.  Tlie  stylo- 
glossus :  2.  The  stylo -pharynge us  :  3.  The  glosso-pharyngeal 
nerve  :  4.  The  stylo-hyoid  ligament. 

This  arises  from  the  styloid  process  near  the 

StTLO-GLOSSUS.  J     J.T.         J.    1  -n  T  ,  i  . 

apex,  and  the  stylo-maxiUary  ligament,  and  is 
inserted  along  the  side  of  the  tongue,  external  to  the  hyo-glossus. 
Its  action  is  to  retract  the  tongue.  Its  nerve  is  a  branch  of  the 
hypoglossal. 
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Stylo-  This  arises  from  the  inner  side  of  the  styloid 

PHABYNGEus.  process  near  the  base,  and  is  inserted  into  the 

upper  and  posterior  edges  of  the  thyroid  cartilage.  It  descends 
along  the  side  of  the  pharynx  between  the  superior  and  the 
middle  constrictors.  Curving  round  its  lower  border  is  seen  the 
glosso-pharyngeal  nerve.  Its  nerve  comes  from  the  pharyngeal 
plexus.  Its  action  is  to  raise  the  larynx  with  the  pharynx  in 
deglutition. 

Between  the  stylo-glossus  and  stylo-pharyngeus,  and  nearly 
parallel  with  both,  is  the  stylo-hyoid  ligament.  It  extends  from 
the  apex  of  the  styloid  process  to  the  lesser  cornu  of  the  os  hyoides. 
It  is  often  more  or  less  ossified. 

The  ascending  palatine  artery,  a  branch  of  the  facial  (p.  45), 
runs  up  between  the  stylo-glossus  and  the  stylo-pharyngeus,  and 
divides  into  branches  which  supply  these  muscles,  the  palate,  the 
side  of  the  pharynx,  and  the  tonsils.  It  inosculates  with  the 
descending  palatine,  a  branch  of  the  internal  maxillary. 

The  glosso-pharyngeal  nerve  is  observed  curving 
Glosso-pha-  forwards  under  the  lower  border  of  the  stylo- 
pharyngeus  (p.  48).  It  is  one  of  the  divisions 
of  the  eighth  pair,  arises  by  five  or  six  filaments  from  the  resti- 
form  tract  of  the  medulla  oblongata,  leaves  the  skull  through  the 
anterior  part  of  the  foramen  jugulare  in  a  separate  sheath  of 
dura  mater,  in  front  of  the  remaining  divisions  of  the  eighth 
pair,  and  descends  between  the  internal  jugular  vein  and  the 
internal  carotid  artery.  It  then  crosses  in  front  of  the  artery  and 
proceeds  along  the  lower  border  of  the  stylo-pharyngeus.  At  this 
point,  it  curves  forwards  over  that  muscle  and  the  middle  con- 
strictor of  the  pharynx,  and  disappears  beneath  the  hyo-glossus, 
where  it  divides  into  its  terminal  branches,  which  supply  the 
mucous  membrane  of  the  pharynx,  the  back  of  the  tongue,  and  the 
tonsils. 

The  glosso-pharyngeal  is  regarded,  at  its  origin,  as  purely  a 
sensory  nerve.  But  soon  after  its  exit  from  the  skull  it  receives 
communications  from  the  facial,  the  pneumogastric,  and  the 
sympathetic,  so  that  it  soon  becomes  a  compound  nerve— i.e. 
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composed  of  both  sensory  and  motor  filaments.  At  the  base  of 
the  skull  it  presents  two  ganglia — the  jugular  and  the  petrous 
(ganglion  of  Andersch).  The  branches  given  ofif  by  these  ganglia 
will  be  dissected  hereafter;  at  present  the  student  can  only 
make  out  the  branches  which  this  nerve  gives  off  in  the  neck, 
namely : 

Carotid  branches,  which  surroimd  the  internal  carotid  artery,  and 
commimicate  with  the  pharyngeal  branch  of  the  pneumogastric  and  with 
the  sympathetic. 

Pharyngeal  branches,  which  form  by  the  side  of  the  middle  constrictor 
of  the  pharynx,  a  plexus,  the  pharyngeal  plexus,  supplemented  by 
filaments  derived  from  the  pneumogastric,  the  nervus  accessorius,  the 
external  laryngeal,  and  the  sympathetic.  Its  branches  supply  the 
constrictor  muscles  and  the  mucous  membrane  of  the  pharynx,  the 
back  of  the  tongue,  and  the  tonsils. 

Muscular  branches  which  enter  the  stylo-pharjnageus  m. 

Tonsillar  branches  which  are  given  to  the  soft  palate  and  the  tonsils 
forming  a  plexus  (circulus  tonsillaris). 

Lingual  branches,  which  are  distributed  to  the  base  and  lateral 
aspects  of  the  tongue. 

The  styloid  process  must  now  be  cut  through  at  its  base,  and 
turned  forwards  with  the  muscles  arising  from  it.  The  internal 
carotid  artery  will  thus  be  exposed  in  the  cervical  region,  as  far  as 
the  carotid  canal.  The  part  of  the  artery  contained  within  the 
carotid  canal  will  be  described  hereafter. 

The  internal  carotid  artei^  proceeds  from  the 
Carotid  Abtery.  Diturcation  ot  the  common  carotid  at  the  upper 
border  of  the  thyroid  cartilage,  and  ascends  to  the 
base  of  the  skull  by  the  side  of  the  pharynx,  close  to  the  trans- 
verse processes  of  the  three  upper  cervical  vertebrae.  It  enters 
the  skull  through  the  carotid  canal  in  the  temporal  bone,  runs 
tortuously  by  the  side  of  the  body  of  the  sphenoid,  and  terminates 
in  branches  which  supply  the  orbit  and  the  brain.  In  the  cervical 
part  of  its  course,  it  is  situated  immediately  to  the  outer  side  of 
the  external  carotid  artery,  behind  the  inner  border  of  the  eterno- 
mastoid.  It  soon  gets,  beneath  the  external  carotid,  and  lies  deeply 
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seated  by  the  side  of  the  pharynx  and  tonsil.  It  lies  upon  the 
rectus  capitis  anticus  major,  the  superior  laryngeal,  sympathetic, 
and  pneumogastric  nerves.  It  is  crossed,  successively,  by  the 
hypoglossal  nerve,  the  occipital  artery,  the  digastricus  and  stylo- 
hyoid muscles  ;  higher  up  it  is  crossed  obliquely  by  the  styloid 
process,  the  stylo-glossus  and  stylo-pharyngeus  muscles,  by  the 
glosso-pharyngeal  nerve,  and  the  stylo-hyoid  ligament,  all  of 
which  last-named  structures  intervene  between  it  and  the  external 
carotid.  On  the  outer  side  of  the  artery  is  the  internal  jugular 
vein  ;  and  on  the  inner,  the  pharynx,  the  tonsil,  and  the  ascending 
pharyngeal  artery. 

The  most  important  relation  of  the  artery,  in  a  surgical  point 
of  view,  is,  that  it  ascends  close  by  the  side  of  the  pharynx  and 
tonsil.  In  opening  an  abscess,  therefore,  near  the  tonsil,  or  at 
the  back  of  the  pharynx,  be  careful  to  introduce  the  knife  with 
its  point  inwards  towards  the  mesial  line  :  observe  this  caution 
the  more,  because,  in  some  subjects,  the  internal  carotid  makes  a 
curve,  or  even  a  complete  curl  upon  itself,  in  its  ascent  near  the 
pharynx.  In  such  cases  an  undue  deviation  of  the  instrument  in 
an  outward  direction  would  injure  the  vessel. 

Ascending  This  artery  generally  arises  from  the  external 

Pharyngeal  carotid  about  half  an  inch  above  the  angle  of  the 
Artery.  common  carotid.    It  ascends  in  a  straight  course 

between  the  internal  carotid  artery  and  the  side  of  the  pharynx, 
towards  the  base  of  the  skull,  resting  upon  the  rectus  capitis 
anticus  major.  It  gives  off  branches  which  supply  the  pharynx, 
the  tonsil,  the  Eustachian  tube,  and  the  muscles  in  front  of  the 
spine.  A  very  constant  branch,  the  palatine,  runs  down  with  the 
levator  palati,  above  the  superior  constrictor  of  the  pharynx,  and 
supplies  the  soft  palate.  It  also  sends  small  meningeal  branches 
to  supply  the  dura  mater ;  one  of  which  ascends  through  the 
foramen  lacerum  medium,  another  through  the  foramen  jugulare 
with  the  internal  jugular  vein. 

Pneumogastric  The  pneumogastric  nerve  is  the  largest  and 
Nkrvb.  longest  of  the  three  divisions  of  the  eighth  pair  of 
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cerebral  nerves.  It  arises  froni  the  medulla  oblongata  by  a  series 
of  roots,  twelve  to  fifteen  in  number,  along  the  restiform  tract. 
It  passes  out  of  the  skull  in  a  common  sheath  with  the  nervus 
accessorius  through  the  foramen  jugulare. 

Leaving  the  skull  at  the  foramen  jugulare,  the  nerve  descends 
in  front  of  the  cervical  vertebrae,  lying  successively  upon  the 
rectus  capitis  anticus  major  and  the  longTis  colli.  In  the  upper 
part  of  the  neck  it  is  situated  behind  the  internal  carotid  artery  : 
lower  down,  it  lies  between  and  behind  the  common  carotid  and 
the  internal  jugular  vein.  It  enters  the  chest,  on  the  right  side, 
crossing  in  front  of  the  subclavian  artery  nearly  at  a  right  angle  ; 
on  the  left,  running  nearly  parallel  with  it. 

In  their  course  through  the  chest,  the  pneumogastric  nerves 
have  not  similar  relations.  The  right  nerve  lies  beneath  the  subcla- 
vian vein,  and  then  descending  behind  the  right  brachio-cephalic 
vein  by  the  side  of  the  trachea,  is  continued  behind  the  right 
bronchus  to  the  posterior  part  of  the  oesophagus.  ^Qie  left  nerve 
passes  behind  the  left  brachio-cephalic  vein,  then  crosses  in  front 
of  the  arch  of  the  aorta,  and  behind  the  left  bronchus  to  the 
anterior  part  of  the  oesophagus.  Both  nerves  subdivide  on  the 
oesophagus  into  a  plexus  ;  the  right  nerve  forming  the  posterior 
oesophageal  plexus,  the  left  the  anterior.  Each  plexus  again 
collects  its  fibres  together  to  form  a  single  trunk  :  thus  two  main 
nerves  are  formed  which  pass  with  the  oesophagus  through  the 
diaphragm :  of  these  the  right  is  distributed  over  the  posterior^ 
the  left  over  the  anterior  surface  of  the  stomach.* 

In  their  long  course  from  the  medulla  oblongata  to  the  abdo- 
men, the  pneumogastric  nerves  supply  branches  to  most  important 
organs  ;  namely,  to  the  pharynx,  the  larynx,  the  heart,  the  lungs, 
the  oesophagus,  the  stomach,  and  the  liver. 

Within  the  foramen  jugulare  a  small  ganglion — ganglion  of 
the  root — (Arnold's  ganglion)  is  situated  upon  the  pneumogastric 

*  The  differences  in  the  course  and  destination  of  the  right  and  the  left  pneumo- 
gastric nerves  may  be  explained  in  the  process  of  development.  The  student  is 
therefore  referred  to  Tporks  which  treat  of  this  subject. 
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nerve,  and  is  joined  by  a  branch  from  the  nervus  accessorius. 
This  ganglion  will  be  described  hereafter.  About  half  an  inch 
below  the  preceding  the  pneumogastric  nerve  swells  out,  and  forms 
a  second  ganglion — ganglion  of  the  trunk — (inferior  ganglion)  of 
a  reddish-grey  colour.  This  ganglion  occupies  about  an  inch  of 
the  nerve,  but  does  not  involve  the  whole  of  its  fibres ;  the  branch 
from  the  spinal  accessory  not  being  included.  It  is  united  to  the 
hypoglossal  nerve,  from  which  it  receives  filaments.  It  also 
receives  filaments  from  the  first  and  second  spinal  nerves,  and  from 
the  superior  cervical  ganglion  of  the  sympathetic. 

Thus,  the  pneumogastric,  at  its  origin  probably  a  nerve  of 
sensation  only,  becomes,  in  consequence  of  the  connecting  filaments 
from  these  various  branches,  a  compound  nerve,  and  in  all  respects 
analogous  to  a  spinal  nerve. 

The  branches  of  distribution  of  the  pneumogastric  are  : 
a.  The  auricular  (Arnold),  which  cannot  at  present  be  seen, 
will  be  made  out  in  the  dissection  of  the  eighth  pair  at  the  base 
of  the  skull. 

h.  The  'pharyngeal  arises  from  the  upper  part  of  the  ganglion 
of  the  trunk,  and  descends  either  in  front  of  or  behind  the  inter- 
nal carotid.  The  nerve,  after  passing  the  inner  side  of  the  internal 
carotid,  divides  into  branches,  which  with  the  other  filaments 
(described  p.  109)  upon  the  middle  constrictor  muscle  form  the 
pharyngeal  plexus.  From  this  plexus  branches  are  distributed 
to  the  muscles  and  the  mucous  membrane  of  the  pharynx. 

c.  The  superior  la'i^ngeal,  derived  from  the  middle  of  the 
ganglion  of  the  trunk,  descends  behind  the  internal  carotid, 
and  divides  into  two  branches,,  the  internal  and  the  external 
laryngeal. 

The  internal  laryngeal  passes  to  the  interval  between  the  os  hyoides 
and  the  thyroid  cartilage,  and  enters  the  laiynx  (with  the  superior 
laryngeal  a.),  through  the  thyro-hyoid  membrane  to  he  distributed  to  the 
mucous  membrane  of  the  larynx  and  epiglottis.  The  external  laryngeal, 
the  smaller,  gives  off  some  branches  to  the  pharyngeal  plexus  and  the 
inferior  constrictor,  and  then  descends  beneath  the  depressoi-s  of  the  os 
hyoides  to  supply  the  crico-thyroid  muscle. 
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d.  The  cervical  cardiac  branches,  upper  and  lower,  descend 
behind  the  sheath  of  the  carotid  artery  to  the  cardiac  plexus.  The 
upj)er  branch  is  small  and  proceeds  from  the  ganglion  of  the  trunk ; 
the  loiuer  comes  from  the  trunk  of  the  pneumogastric  before  it 
enters  the  chest.  Subsequently,  the  right  lower  cardiac  nerve 
descends  with  the  innominate  artery  to  join  the  deep  cardiac  plexus ; 
the  left  passes  over  the  arch  of  the  aorta  to  join  the  superficial 
cardiac  plexus. 

e.  The  inferior  or  recurrent  laryngeal  nerve  turns,  on  the 
right  side,  under  the  subclavian  artery  (p.  61),  and  ascends 
obliquely  inwards  to  the  larynx  behind  the  common  carotid  and 
the  inferior  thyroid  arteries :  it  lies  subsequently  behind  the 
trachea.  On  the  left  side,  it  turns  under  the  arch  of  the  aorta, 
just  on  the  outer  side  of  the  remains  of  the  'ductus  arteriosus;' 
after  which  it  runs  up  between  the  trachea  and  the  cBSophagus.  On 
both  sides  the  nerves  enter  the  larynx  beneath  the  lower  border 
of  the  inferior  constrictor,  and  supply  all  the  intrinsic  muscles 
of  the  larynx,  except  the  crico-thyroid.  These  nerves  as  they 
turn  under  their  respective  vessels  give  off  branches  to  the 
deep  cardiac  plexus. 

The  remaining  branches  of  the  pneumogastric  nerve  to  the 
lungs,  heart,  oesophagus  and  stomach  will  be  examined  in  the 
dissection  of  the  chest. 

Spinal  Acces-  The  spinal  accessoi^  nerve  issues  through  the 
SORT  Nekve.  anterior  part  of  the  foramen  jugular e,  in  a  sheath 
of  dura  mater  common  to  it  and  the  pneumogastric  nerve.  It 
arises  by  numerous  filaments  from  the  medulla  oblongata,  below 
the  pneumogastric,  and  from  the  lateral  column  of  the  spinal 
cord  as  low  down  as  the  sixth  cervical  vertebra.  These  roots  con- 
verge to  the  jugular  foramen,  where  the  nerve  consists  of  two 
portions:  one  of  which,  the  internal  or  accessory,  joins  the 
pneumogastric ;  the  other,  the  external  or  spinal,  is  distributed 
to  muscles. 

The  accessory  part,  within  the  foramen  jugulare,  sends  one  or 
more  filaments  to  the  ganglion  of  the  root  of  the  pneumogastric. 
It  lies  close  to  the  pneumogastric  nerve  at  the  ganglion  of  the 
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trunk,  and  is  finally  incorporated  with  the  nerve  below  tlie 
ganglion. 

The  spinal  part  separates  from  the  accessory  part  below  the 
foramen  jugulare.  It  then  takes  a  curved  course  backwards  and 
outwards,  lying  in  front  of  the  transverse  process  of  the  atlas, 
and,  after  supplying  the  sterno-mastoid  muscle,  is  distributed  to 
the  trapezius. 

Hypoglossal  This  nerve  passes  through  the  anterior  condy- 
Nj^kve.  loid  foramen  in  two  fasciculi  which  join  outside 

the  skull.  The  nerve  comes  forward  between  the  internal  jugu- 
lar vein  and  the  internal  carotid  artery,  and  then  winds  round 
the  occipital  artery.  Its  further  course  has  been  described 
(p.  49). 

At  the  base  of  the  skull  it  gives  off  several  filaments  which 
connect  it  with  the  ganglion  of  the  trunk  of  the  pneumogastric 
nerve.  These  two  nerves  are  sometimes  almost  inseparably 
united.  It  gives  off  also  several  delicate  filaments  to  the  superior 
cervical  ganglion  of  the  sympathetic,  and  communicates  with 
the  loop  formed  by  the  first  two  spinal  nerves  in  front  of  the 
atlas. 

Sympathetic  Now  examine  the  cervical  ganglia  of  the  sym- 

Neete.  pathetic  system  of  nerves.    This  *  system' consists 

of  a  series  of  ganglia  arranged  on  each  side  of  the  spine,  from  the 
first  cervical  to  the  last  sacral  vertebra.  The  successive  ganglia 
of  the  same  side  are  connected  by  intermediate  nerves,  so  as  to  form 
a  continuous  cord  on  each  side  of  the  spine  :  this  constitutes  what 
is  called  the  trunk  of  the  sympathetic  system,  and  is  connected 
with  all  the  spinal  nerves.  Its  upper  or  cephalic  extremity  enters 
the  cranium  through  the  carotid  canal,  surrounds  the  internal 
carotid  artery,  communicates  with  the  third,  fourth,  fifth,  and 
sixth  cranial  nerves,  and  joins  its  fellow  of  the  opposite  side  upon 
the  anterior  communicating  artery.*  Its  sacral  extremity  joins 
its  fellow  by  means  of  a  little  ganglion  impar,  situated  in  the 
mesial  line,  upon  the  coccyx. 

*  Here  is  situated  the  so-called  gavglion  of  Ribes. 
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The  ganglia,  as  already  stated,  are  connected  with  the  spinal 
nerves;  this  connection  takes  place  by  two  filaments — one  of 
white  nerve-fibre  which  passes  from  the  spinal  nerve  to  the 
ganglion,  the  other,  of  grey,  from  the  ganglion  to  the  spinal 
nerve. 

The  different  portions  of  the  sympathetic  gangliated  cord 
receive,  respectively,  the  distinguishing  names  of  the  cervical, 
dorsal,  himbar,  and  sacral.  At  present  we  have  only  to  consider 
the  cervical  portion  of  it. 

To  expose  the  cervical  portion  of  the  sympathetic,  the  internal 
carotid  artery,  the  pneumogastric,  glosso-pharyngeal,  and  hypo- 
glossal nerves  should  be  cut  through  near  the  base  of  the  skull ; 
then  by  careful  dissection  the  superior  cervical  ganglion  can  be 
traced  out. 

Cervical  Gan-  cervical  portion  of  the  sympathetic  are 

GLiA  OF  Stmpa-  three  ganglia,  named  from  their  position,  superior, 
THETic.  middle,  and  inferior. 

The  sujperior  ceo'vical  ganglion,  the  largest  of  the  three,  is 
situated  near  the  base  of  the  skull,  opposite  the  second  and 
third  cervical  vertebrae,  and  lies  behind  and  on  the  inner  side  of 
the  internal  carotid  artery,  upon  the  rectus  capitis  anticus  major. 
It  is  of  a  reddish -grey  colour  like  the  other  ganglia,  of  an  elongated 
oval  shape,  varying  in  length  from  one  to  two  inches.  To  facili- 
tate the  description  of  its  several  branches  we  divide  them  into 
— 1st,  those  which  are  presumed  to  connect  it  with  other  nerves  ; 
and  2ndly,  those  which  originate  from  it. 

It  is  then  connected  by  branches  as  follow  : — 

a.  With  each  of  the  four  upper  spinal  nerves. 

b.  With  the  hypoglossal,  with  both  ganglia  of  the  pneumogastric,  and 
with  the  glosso-pharyngeal. 

c.  Its  important  cranial  branch  runs  with  the  internal  carotid  a.  into 
the  carotid  canal  of  the  temporal  bone,  and  there  divides  into  two,  an 
outer  and  an  inner.  Now  this  outer  branch  accompanies  the  artery 
through  its  bony  canal,  ramifies  upon  it  by  the  side  of  the  body  of  the 
sphenoid,  and  so  constitutes  the  '  Carotid  Plexus.'  From  this  outer 
branch  a  filament  proceeds  to  the  Gasserian  ganglion,  another  to  the  sixth 
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cranial  nerve ;  a  third  joins  the  great  petrosal  branch  of  the  faciul,  and 
forms  the  Vidian  nerve.  The  inner  branch,  running  on  with  the  artery 
to  the  cavernous  sinus,  there  foi-ms  another  plexus,  called  from  its  posi- 
tion the  '  Cavernous  Plexus.'  Here  the  sympathetic  is  seen  to  com- 
municate with  the  third,  the  fourth,  and  the  ophthalmic  branch  of  the 
fifth  cranial  n.  Lastly,  from  both  these  plexuses  secondary  plexuses 
proceed,  of  which  the  minute  filaments  ramify  on,  and  supply  the  coats 
of,  the  terminal  branches  of  the  internal  carotid, 

d.  With  the  several  ganglia  of  the  sympathetic  system  about  the 
head  and  neck ;  namely,  the '  ophthalmic,  spheno-palatine,  otic,  and  sub- 
maxillary. 

The  branches  which  it  distributes  are — 

e.  JVerves  to  the  Heart. — One  or  more  (superior  cardiac)  descend 
behind  the  sheath  of  the  carotid  in  front  of  the  inferior  thyroid  artery  and 
recvirrent  laryngeal  nerve,  and,  entering  the  chest,  join  the  sujierficial  and 
deep  cardiac  plexuses, 

f.  Nerves  to  the  Pharynx. — These  join  the  pharyngeal  plexus  on  the 
middle  constrictor  of  the  pharynx. 

g.  Nerves  to  the  Blood-vessels. — These  nerves,  named  on  account  of 
their  delicacy  nervi  molles,  ramify  around  the  external  carotid  artery  and 
its  branches. 

The  middle  cervical  ganglion  is  something  less  than  a  barley- 
corn in  size.  It  is  situated  behind  the  carotid  sheath,  about  the 
fifth  or  sixth  cervical  vertebra,  near  the  inferior  thyroid  artery. 
It  receives  branches  from  the  fifth  and  sixth  spinal  nerves,  and 
gives  off — 

a.  Branches  to  the  Thyroid  Body. — These  accompany  the  inferior 
thyroid  artery,  and  join  the  external  and  recurrent  laryngeal  nerves. 

h.  Branch  to  the  Heart. — This  (middle  cardiac)  nerve  usually  de- 
scends, on  the  right  side,  in  front  of  the  subclavian  artery  into  the  chest, 
where  it  lies  on  the  trachea.  It  is  joined  by  some  cai-diac  filaments  from 
the  recxurent  laryngeal  nerve,  and  joins  the  deep  cardiac  plexus.  On 
the  left  side,  this  cardiac  nerve  lies  between  the  cai-otid  and  subclavian 
arteries. 

In  cases  where  the  middle  cervical  ganglion  is  absent,  the  pre- 
ceding nerves  are  supplied  by  the  sympathetic  cord  connecting  the 
superior  and  inferior  ganglia. 
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The  infeHor  cervical  ganglion  is  of  considerable  size,  and 
is  situated  in  the  interval  between  the  transverse  process  of 
the  seventh  cervical  vertebra  and  the  first  rib,  immediately 
behind  the  vertebral  artery.  It  receives  branches  from  the 
seventh  and  eighth  spinal  nerves,  and  others  which,  descending 
from  the  fourth  fifth  and  sixth,  through  the  foramina  in  the 
transverse  processes  of  the  vertebrae,  form  a  plexus  around  the 
vertebral  artery. 

The  branches  which  it  gives  off  are — 

a.  Inferior  Cardiac  Nerve. — This  communicates  with  the  reciurent 
laryngeal  and  middle  cardiac  nerves,  and  joins  the  cardiac  plexus  beneath 
the  arch  of  the  aorta. 

h.  Nerves  to  the  Blood-vessels. — These  ramify  around  the  vertebral 
and  subclavian  arteries. 
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DISSECTION  OF  THE  THORAX. 

Before  the  several  organs  contained  in  the  thorax  are  examined, 
the  student  should  have  some  knowledge  of  its  framework.  The 
true  ribs  with  their  cartilages  describe  a  series  of  arcs  increasing 
in  length  from  above  downwards,  and  form,  with  the  dorsal  ver- 
tebrae behind,  and  the  sternum  in  front,  a  barrel  of  a  conical  shape, 
broader  in  the  lateral  than  in  the  antero-posterior  diameter.  The 
base  is  closed  in  the  recent  state  by  a  muscle,  the  diaphragm, 
which  forms  a  muscular  partition  between  the  chest  and  the 
abdomen.  This  partition  is  arched  upwards,  so  that  it  constitutes  a 
vaulted  floor  for  the  chest,  and  by  its  capability  of  alternately  falling 
and  rising,  it  increases  and  diminishes  the  capacity  of  the  thorax. 
The  spaces  between  the  ribs  are  occupied  by  the  intercostal 
muscles.  In  each  intercostal  space  there  are  two  layers  of  these 
muscles  arranged  like  the  letter  X.  The  fibres  of  the  outer  layer 
run  obliquely  from  above  downwards  and  forwards ;  those  of  the 
inner  layer  in  the  reverse  direction. 

Such,  in  outline,  is  the  framework  of  the  thorax,  which  con- 
tains the  heart  with  its  large  vessels  and  the  lungs.  Its  walls  are 
composed  of  different  structures — bone,  cartilage,  muscles  and 
ligaments,  which  fulfil  two  important  conditions :  1st,  by  their 
solidity  and  elasticity  they  protect  the  important  organs  contained 
in  the  thorax  ;  2ndly,  by  their  alternate  expansion  and  contraction 
they  act  as  mechanical  powers  of  respiration.  For  they  can  in- 
crease the  capacity  of  the  chest  in  three  directions  :  in  height,  by 
the  descent  of  the  diaphragm ;  in  width,  by  the  rotation  of  the 
ribs ;  and  in  depth,  by  the  elevation  of  the  sternum. 

Boundaries  of  The  upper  opening  of  the  osseous  thorax  is 
THE  Thorax,         bounded  posteriorly  by  the  body  of  the  first  dorsal 
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vertebra,  laterally  by  the  first  ribs,  and  in  front  by  the  upper 
border  of  the  manubrium  sterni.  The  aperture  gives  passage  to 
the  trachea,  the  oesophagus,  the  large  vessels  of  the  head  and  neck 
and  upper  extremities,  viz.,  the  innominate,  the  left  carotid  and 
subclavian  arteries,  with  the  left  innominate  and  right  subclavian 
and  internal  jugular  veins,  the  superior  intercostal  and  internal 
mammary  arteries,  the  middle  thyroid  veins,  the  sterno-hyoid, 
sterno-thyroid  and  longus  colli  muscles,  the  pneumogastric,  the 
left  recurrent  laryngeal,  the  phrenic  and  the  sympathetic  nerves ; 
the  cardiac  branches  of  the  sympathetic,  and  the  cardiac  branches 
of  the  pneumogastric  ;  also  to  the  first  dorsal  nerve  as  it  passes 
up  to  join  the  brachial  plexus,  the  thoracic  duct,  the  thymus  gland 
(in  early  life),  and  lastly  to  the  apices  of  the  lungs,  which,  with 
their  pleural  coverings,  rise  up  on  each  side  into  the  neck  for  about 
one  inch  and  a  half  above  the  first  rib ;  the  interspaces  between 
these  various  structures  being  occupied  by  a  dense  fibro-cellular 
tissue. 

The  base  of  the  thorax,  formed  by  the  diaphragm,  descends  in 
front  (in  the  dead  subject)  on  the  right  side  as  low  as  the  upper 
border  of  the  fifth  rib ;  on  the  left  as  low  as  the  upper  border  of  the 
sixth  rib.* 

The  chest  of  the  female  differs  from  that  of  the  male  in  the 
following  points : — Its  general  capacity  is  less  :  the  sternum  is 
shorter ;  the  upper  opening  is  larger  in  proportion  to  the  lower ; 
the  upper  ribs  are  more  moveable,  and  therefore  permit  a  greater 

*  That  the  student  may  hare  some  knowledge  of  the  diameters  of  the  chest  at  dif- 
ferent situations,  the  following  measurements  have  been  taken  from  a  well-articulated 
male  skeleton  of  the  average  height: — The  antcro-fosterior  diameter  at  the  upper 
opening  of  the  thorax  is  2^  inches,  at  the  articulation  of  the  manubrium  with  the 
gladiolus  it  is  4i  inches,  and  at  the  junction  of  the  gladiolus  with  the  ensiform  carti- 
lage it  has  increased  to  6|  inches.  The  transverse  diameter  of  the  upper  opening 
was  found  to  be  4f  inches;  between  the  second  ribs,  7  inches;  between  the  third, 
8^  inches;  the  diameter  increases  in  regular  proportion  as  far  as  the  ninth  rib,  where  it 
attains  a  measurement  of  lOf  inches;  below  this  it  gradually  decreases.  The  articula- 
tion of  the  manubrium  and  the  gladiolus  is  on  a  level  with  the  fourt  h  dorsal  vertebra  ; 
the  junction  of  the  ensiform  cartilage  with  the  gladiolus  is  on  a  level  with  the  border  of 
the  ninth  or  tenth  dorsal  vertebra;  and,  lastly,  the  upper  border  of  the  manubrium 
corresponds  to  the  second  dorsal  vertebra. 
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enlargement  of  the  chest  at  its  upper  part,  in  adaptation  to  the 
condition  of  the  abdomen  during  pregnancy. 
Dissection.  Opening   must  be  made  into  the  chest, 

by  carefully  removing  the  upper  four-fifths 
of  the  sternum,  and  the  cartilages  of  all  the  true  ribs.*  In 
doing  this,  care  must  be  taken  not  to  wound  the  pleura,  which 
is  ■  closely  connected  with  the  cartilages.  On  one  side  the 
internal  mammary  artery  should  be  dissected ;  on  the  other,  re- 
moved. 

In  the  dissection  of  the  chest  let  us  take  the  parts  in  the 
following  order : — 

1.  Triangularis  sterni,  with  the  internal  mammary  artery. 

2.  Mediastina,  anterior,  middle,  and  posterior. 

3.  Right  and  left  brachio-cephalic  veins  and  superior  vena  cava. 

4.  Course  and  relations  of  the  arch  of  the  aorta. 

5.  The  three  great  branches  of  the  arch. 

6.  Course  of  the  phrenic  nerves. 

7-  Position  and  relations  of  the  heart. 

8.  Pericardium. 

9.  Pleura. 

10.  Position  and  form  of  the  lungs. 

11.  Posterior  mediastinum  and  its  contents;  namely,  the  aorta,  the  thoracic  duct, 

the  vena  pzygos,  the  oesophagus,  and  pneumogastric  nerves. 

12.  Sympathetic  nerve. 

13.  Intercostal  musoles,  vessels  and  nerves. 

14.  Nerves  of  the  heart;  cardiac  plexuses. 

Teiangtjlaeis  On  the  under  surface  of  the  sternum  and  carti- 
Steeni.  lages  of  the  ribs  is  a  thin  flat  muscle,  named  the 

triangularis  sterni.  It  arises  from  the  ensiform  cartilage,  the 
lower  part  of  the  sternum,  and  the  cartilages  of  one  or  two  lower 
true  ribs,  and  is  inserted  by  digitations  into  the  cartilages  of  the 
true  ribs  from  the  sixth  to  the  second  :  its  fibres  ascend  outwards 
to  their  insertion.  This  muscle  is  evidently  a  continuation  up- 
wards of  the  anterior  portion  of  the  transversalis  abdominis.  Its 

*  Those  who  are  more  proficient  in  dissection  should  not  remove  the  whole  of  tlio 
sternum,  but  leave  a  quarter  of  an  inch  of  its  upper  part  with  the  first  rib  attached  to 
it.  This  portion  serves  as  a  valuable  landmark,  although  it  obstructs,  to  a  certain  ex- 
tent, the  view  of  the  subjacent  vessels. 
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action  is  to  depress  the  costal  cartilages,  and  thus,  on  emergency,  it 
acts  in  expiration.  Its  nerves  come  from  the  intercostal  nerves, 
its  arteries  from  the  internal  mammary. 

Internal  Mam-  This  artery  is  given  off  from  the  subclavian  in 
MART  Arteet.  the  first  part  of  its  com'se.  On  entering  the  chest 
it  lies  between  the  cartilage  of  the  first  rib  and  the  pleura  and  is 
crossed  by  the  phrenic  nerve.  It  then  descends  perpendicularly, 
about  half  an  inch  from  the  sternum,  between  the  cartilages 
of  the  ribs  and  the  triangularis  sterni,  as  far  as  the  seventh 
costal  cartilage,  where  it  divides  into  two  branches,  the  musculo- 
phrenio  and  the  supei'ior  epigastric.  The  latter  branch  then 
enters  the  wall  of  the  abdomen  behind  the  rectus  abdominis, 
and  finally  inosculates  with  the  epigastric  (a  branch  of  the 
external  iliac).  The  branches  of  the  internal  mammary  are  as 
follows :  — 

a.  Arteria  comes  nervi  phrenici. — A  very  slender  artery,  which 
accompanies  the  phrenic  nerve  to  the  diaphragm,  and  anastomoses  with 
the  phrenic  branches  of  the  abdominal  aorta. 

b.  Mediastinal  and  thymic. — These  branches  supply  the  cellular 
tissue  of  the  antei'ior  mediastinum,  the  pericardium,  and  the  triangularis 
sterni.  The  thymic  are  only  visible  in  childhood,  and  disappear  with  the 
thymus  gland. 

c.  Anterior  intercostal. — Two  for  each  intercostal  space  are  distributed 
to  the  five  or  six  upper  intercostal  spaces.  They  lie  at  first  between  the 
pleura  and  the  internal  intercostal  muscle,  and  subsequently  between  the 
two  intercostals.  They  inosculate  with  the  intercostal  arteries  from  the 
aorta. 

d.  Perforating  arteries,  which  pass  tkrough  the  same  number  of 
intercostal  spaces  as  the  preceding  branches,  and  supply  the  pectoral 
mxiscle  and  skin  of  the  chest.  In  the  female  they  are  of  large  size,  to 
supply  the  mammary  gland. 

e.  The  musculo-phrenic  branch  runs  outwards  behind  the  cartilages 
of  the  false  ribs,  and  terminates  near  the  last  intercostal  space.  It  sup- 
plies small  branches  to  the  diaphragm,  to  the  sixth,  seventh,  and 
sometimes  the  eighth  intercostal  spaces. 

Two  vense  comites  accompany  the  artery,  and  form  a  single 
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trunk  at  the  upper  part  of  the  chest,  which  terminates  in  the 
bracluo-cephalic  vein  of  its  own  side. 

Lymphatic  There  are  several  lymphatic  glands  in  the 

Glands.  neighbourhood  of  the  internal  mammary  artery. 

They  receive  the  lymphatics  from  the  inner  portion  of  the  mam- 
mary gland,  from  the  diaphragm,  and  the  upper  part  of  the  abdo- 
minal wall.  In  disease  of  the  inner  portion  of  the  mamma,  these 
glands  may  enlarge  without  any  enlargement  of  those  in  the 
axilla. 

If  a  transverse  section  were  made  through  the  chest  {see  fig. 
20),  you  would  observe  that  as  the  pleurae  nowhere  come  into 
actual  contact,  a  space  is  left  between  them  extending  from  the 
sternum  to  the  spine,  and  which  is  larger  in  the  middle  than  in 
front  or  behind.  This  interval  is  called  by  anatomists  the 
interpleural  space,  and  for  convenience  sake  is  subdivided  into 
an  anterior,  middle,  and  posterior  mediastinum. 

Mediastina  mediastina  are  the  spaces  which  the  two 

ANTEEioE,  MIDDLE  pleural  sacs  leave  between  them  in  the  antero- 
AND  posTBRioE.  postcrlor  plauc  of  the  chest.  There  is  an  anterior, 
a  middle,  and  a  posterior  mediastinum.  To  put  these  spaces  in 
the  simplest  light,  let  us  imagine  the  heart  and  lungs  to  be  re- 
moved from  the  chest,  and  the  two  pleural  sacs  to  be  left  in  it  by 
themselves.  The  two  sacs,  if  inflated,  would  then  appear  like  two 
Fig.  19.  bladders,  in  contact  only  in  the 

middle,  as  shown  by  the  dotted 
outlines  in  the  annexed  scheme 
(fig.  19).  The  interval  marked  a, 
behind  the  sternum,  would  repre- 
se  t  the  anterior  mediastinum  ; 
the  interval  6,  the  posterior  medi- 
astinum. Now  let  us  introduce 
the  heart  again,  between  the 
two  pleural  sacs  :  tliese  must 
give  way  to  make  room  for  it, 
so  that  the  two  sacs  are  largely 
separated  in  the  middle  line  of  the  chest;  and  the  space  thus 
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occupied  by  the  heart  and  large  vessels  takes  the  name  of  the 
middle  mediastinum. 

Looking  at  the  chest  in  front,  the  anterior  mediastinum  ap- 
pears as  shown  in  the  diagram  (p.  125).  It  is  not  precisely  ver- 
tical in  its  direction,  for  it  inclines  slightly  towards  the  left,  owing 
to  the  position  of  the  heart.  Its  area  varies  :  thus  it  is  extremely 
narrow  in  the  middle  where  the  edges  of  the  lungs  nearly  meet ; 
but  it  is  wider  above  and  below,  where  the  lungs  diverge.  Poste- 
riorly it  is  limited  by  the  pericardium  covering  the  heart,  aorta 
and  its  branches,  and  the  pulmonary  artery. 

What  parts  are  contained  in  the  anterior  mediastinum  ? — The 
remains  of  the  thymus  gland,  the  origins  of  the  sterno-hyoid, 
sterno-thyroid,  and  triangularis  sterni  muscles,  the  left  brachio- 
cephalic vein  (which  crosses  behind  the  first  bone  of  the  sternum) 
a  few  lymphatic  glands,  and  the  left  internal  mammary  artery  and 


vems. 


Fig.  20. 


Internal  niam- 
msry  a.    .  . 

Phrenic  n.  .  . 


Internal  mam- 
mary a. 


Phrenic  n. 


CEsophagus  with 
liiipumogastric  n. 
Aorta. 

Thoracic  duct. 
Vena  azygos. 


DIAGHAM  OF  THE  REFLECTIONS   OF  THE  PLETIEAL  SACS  IN  DOTTED  LINES. 

The  posterior  mediastinum  (fig.  20)  contains  the  oesophagus, 
the  two  pneumogastric  nerves,  the  aorta,  the  thoracic  duct,  the 
vena  azygos,  the  trachea,  and  some  lymphatic  glands. 
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The  middle  mediastinum  is  the  largest  of  the  mediastina,  and 
contains  the  heart  with  its  large  vessels  and  the  phrenic  nerves. 

Before  passing  to  the  dissection  of  the  contents  of  the  thorax, 
the  student  should  carefully  trace  the  outline  of  the  free  borders 
of  the  pleiu-ge  as  seen  in  the  front  of  the  chest.  As  the  margins  of 
the  lungs  for  all  practical  purposes  correspond  with  the  borders  of 
the  pleurse,  we  shall  confine  our  description  to  the  more  important 
of  the  two  structures,  viz.  the  lungs.  The  value  of  this  investiga- 
tion is,  that  we  are  enabled  to  trace  upon  a  living  chest  the 
outlines  of  the  lungs,  and  know  what  parts  are  naturally  resonant 
on  percussion. 

Commencing  from  above  (fig.  21,  p.  125)  we  find  that  the  apex 
of  the  lung  extends  into  the  neck,  from  an  inch  to  an  inch  and  a 
half  above  the  clavicle.  This  part  of  the  lung  ascends  behind  the 
subclavian  artery  and  the  scalenus  anticus  muscle,  and  deserves 
especial  attention,  because  it  is,  more  than  any  other,  the  seat  of 
tubercular  disease.  From  the  sternal  end  of  the  clavicles  the 
lungs  converge  towards  the  middle  line,  where  their  borders  nearly 
meet  opposite  the  junction  of  the  second  rib.  There  is  thus  little 
or  no  lung  behind  the  manubrium  sterni. 

From  the  level  of  the  second  costal  cartilage  to  the  level  of  the 
fourth,  the  inner  margins  of  each  lung  run  nearly  parallel  and 
almost  in  contact  behind  the  middle  of  the  sternum ;  consequently 
they  overlap  the  great  vessels  at  the  root  of  the  heart. 

Below  the  level  of  the  fourth  costal  cartilage  the  margins  of 
the  lungs  diverge  from  each  other,  but  not  in  an  equal  degree. 
The  left  presents  the  notch  for  the  heart,  and  follows  nearly  the 
course  of  the  fourth  costal  cartilage ;  at  the  lower  part  of  its  curve 
it  projects  more  or  less  over  the  apex  of  the  heart  like  a  little 
tongue.  The  right  descends  almost  perpendicularly  behind  the 
sternum  as  low  as  the  attachment  of  the  ensiform  cartilage,  and 
then  turning  outwards  corresponds  with  the  direction  of  the  sixth 
costal  cartilage.  Hypertrophy  of  the  heart,  or  effusion  into  the  peri- 
cardium, will  not  only  raise  the  point  where  the  lungs  diverge 
above  the  ordinary  level,  but  also  increase  their  divergence ;  hence 
the  greater  dulness  on  percussion. 
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Prjjxordul  The  prcecordial  region  is  the  outline  of  the 

Eegion.  heart  traced  upon  the  front  wall  of  the  chest.  It 

is  important  for  auscultatory  purposes  that  we  should  know  how 
much  of  the  heart  is  covered  and  separated  from  the  wall  of  the 
chest  by  intervening  lung  (fig.  21).    The  following  will  give  a  fair 

Fig.  21. 


FORM  OF  THE  LXJKGS,  AND  THE  EXTENT  TO  WHICH  THEY  OVEELAP  THE  HEART  AND 

ITS  VALVES. 

indication.  '  Let  the  middle  of  the  fifth  costal  cartilage  be  the 
centre  of  a  circle  two  inches  in  diameter  ;  this  circle  will  define,  for 
all  practical  purposes,  that  part  of  the  prsecordial  region  which  is 
naturally  less  resonant  to  percussion ;  here  the  heart  is  uncovered 
except  by  pericardium  and  loose  cellular  tissue,  and  lies  close 


126 


BRACHTO-CEPHALIC  VEINS. 


behind  the  thoracic  wall.  In  the  rest  of  the  prjEcordial  region 
the  heart  is  covered  and  separated  from  the  chest  wall  by  inter- 
vening lung.' 

Where  should  we  put  the  stethoscope  when  we  listen  to  the 
valves  of  the  heart?  For  practical  purposes  it  is  enough  to 
remember  that  the  mouth  of  an  ordinary-sized  stethoscope  will 
cover  a  portion  of  them  all,  if  it  be  placed  a  little  to  the  left  of 
the  mesial  line  of  the  sternum  opposite  the  third  intercostal  space 
(fig.  21,  p.  125).  They  are  all  covered  by  a  thin  portion  of  lung; 
for  this  reason  we  ask  a  patient  to  stop  breatliing  while  we  listen  to 
his  heart. 

Before  we  can  display  the  brachio-cepbalic  veins,  the  layer  of 
the  deep  cervical  fascia  must  be  removed  which  descends  over 
them  from  the  neck  and  is  lost  upon  the  pericardium.  Their 
coats  are  intimately  connected  with  this  fascia;  and  one  of  its 
functions  appears  to  be  to  keep  the  veins  permanently  open  for 
the  free  return  of  blood  to  the  heart. 

Brachio-  The  right  and  left  hrachio-cephalic  (innomi- 

cEPHALic  Veins.  nate)  veins  are  formed,  near  the  sternal  end  of 
the  clavicle,  by  the  confluence  of  the  internal  jugular  and  subclavian 
veins.  They  differ  in  their  course  and  relations,  and  must,  there- 
fore, be  described  separately. 

The  left  hrachio-cephalic  vein  passes  obliquely  behind  the 
first  bone  of  the  sternum,  the  sterno-hyoid  and  thyroid  muscles, 
towards  the  right  side,  to  assist  in  forming  the  vena  cava  superior 
(fig.  22).  It  is  about  two  and  a  half  inches  in  length,  and  its  direc- 
tion inclines  a  little  downwards.  It  crosses  over  the  trachea  and  the 
origins  of  the  three  primary  branches  of  the  arch  of  the  aorta.  We 
are  reminded  of  this  fact  in  some  cases  of  aneurysm  of  these  vessels 

 for  what  happens  ?    The  vein  becomes  compressed  between  the 

aneurysm  and  the  sternum  ;  hence  the  swelling  and  venous  con- 
gestion of  the  parts  from  which  it  returns  its  blood ;  namely,  of 
the  left  arm,  and  the  left  side  of  the  neck.  The  upper  border  of 
the  vein  is  not  far  from  the  upper  border  of  the  sternum :  in  some 
cases  it  lies  even  higher,  and  we  have  seen  it  crossing  in  front  of 
the  trachea  fully  an  inch  above  the  sternum.     This  occasional 
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deviation  should  be  borne  in  mind  in  the  performance  of  tra- 
cheotomy. 

The  right  brachio-cejohallc  vein  descends  nearly  vertically  to 
join  the  superior  vena  cava,  opposite  the  first  right  intercostal 
space.  It  is  about  an  inch  and  a  half  in  length,  and  is  -situated 
about  one  inch  from  the  mesial  line  of  the  sternum.  On  its  left 
side,  but  on  a  posterior  plane,  runs  the  arteria  innominata  ;  on  its 
right  side  is  the  pleura.  Between  the  vein  and  the  pleura  is  the 
phrenic  nerve.  The  brachio-cephalic  veins  are  not  provided  with 
valves.  The  veins  which  generally  empty  themselves  into  the 
right  and  left  brachio-cephalic  are  as  follows  : — 


The  Eight  B,  C.  Vein  receives  :— 
The  vertebral. 

The  deep  cervical  (not  drawn). 

The  internal  mammaiy. 

The  middle  thyroid  (sometimes). 


The  Left  B.  C.  Vein  receives  :■ 
The  vertebral. 

The  deep  cervical  (not  drawn). 
The  internal  mammary. 
The  middle  thyroid. 
The  superior  intercostal. 
The  pericardiac. 


Fig.  22. 


Superior  intercostal 
Internal  mammary 

Vena  azygps.   .  . 


Inferior  thyroid. 

—  Internal  jugular. 
External  jugular. 
Vertebral. 


^  ^  Supra-scapular. 

■  Posterior  scapular. 
--  Subclavian. 

--  Internal  mammaiy. 
•  -  Pericardiac. 

._  Superior  inter- 
costal. 
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This  is  the  great  vein  through  which  the  im- 
pure blood  from  the  head,  upper  extremities,  and 
chest,  returns  into  the  right  auricle.    It  is  formed  by  the  junction 


Vbna  Cava 
superiob. 
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of  the  right  and  left  brachio-cephalic  veins,  which  unite  at 
nearly  a  right  angle  opposite  the  first  intercostal  space  on  the 
right  border  of  the  sternum ;  that  is,  about  the  level  of  the 
highest  point  of  the  arch  of  the  aorta.  The  vena  cava  descends 
vertically,  with  a  slight  inclination  backwards,  to  the  upper 
and  anterior  part  of  the  right  auricle.  It  is  from  two  and  a 
half  to  three  inches  long.  The  lower  half  of  it  is  covered  by 
the  pericardium ;  you  must,  therefore,  open  this  sac  to  see  how 
the  serous  layer  of  the  pericardium  is  reflected  over  the  front  and 
sides  of  the  vein.  In  respect  to  its  relations,  notice  that  the  vein 
lies  in  front  of  the  right  bronchus  and  the  right  pulmonary  ves- 
sels ;  and  that  it  is  overlapped  by  the  ascending  aorta,  which 
lies  to  its  left  side.  In  the  upper  half  of  its  course,  that  is, 
above  the  pericardium,  it  is  covered  on  its  right  side  by  the 
pleura ;  on  this  side,  in  contact  with  it,  descends  the  phrenic 
nerve. 

Before  it  is  covered  by  the  pericardium,  the  vena  cava  receives 
the  right  vena  azygos,  which  opens  into  it  after  hooking  over 
the  right  bronchus. 

The  aorta  is  the  great  trunk  from  which  all 

CotTESE  AND  .  p    i       i       i  •  •    i  i  i  i 

Relations  of  the  the  arteries  of  the  body  carrying  arterial  blood  are 
Akch  of  the  derived.  It  arises  from  the  upper  and  back  part 
AoBTA.  Qf        igfi^  ventricle  of  the  heart.    Its  origin  is 

situated  behind  the  pulmonary  artery  and  on  the  left  side  of  the 
sternum,  about  the  level  of  the  lower  border  of  the  third  costal 
cartilage.  It  ascends  forwards  and  to  the  right  as  high  as  the 
lower  border  of  the  fii'st  intercostal  space  on  the  right  side;  it  then 
curves  backwards  towards  the  left  side  of  the  body  of  the  second 
dorsal  vertebra,  and  turning  downwards  over  the  left  side  of  the 
third,  completes  the  arch  at  the  lower  border  of  the  fourth  vertebra. 
The  direction  of  the  arch,  therefore,  is  from  the  sternum  to  the 
spine,  and  rather  obliquely  from  right  to  left. 

The  arch  of  the  aorta  presents  partial  dilatations  in  certain 
situations.  One  of  these,  called  the  great  sinus  of  the  aorta, 
is  observed  on  the  right  side  of  the  arch,  about  the  junction 
of  the  ascending  with  the  transverse  portion :  it  is  little  marked 
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in  the  infant,  but  increases  with  age.  Three  other  dilatations  (the 
sinuses  of  Valsalva),  one  corresponding  to  each  of  the  valves  at 
the  commencement  of  the  aorta,  will  be  examined  hereafter. 

For  convenience  of  description,  the  arch  of  the  aorta  is  divided 
into  an  ascending,  a  transverse,  and  a  descending  portion. 

Ascending  portion. — To  see  this  portion  of  the  aorta,  the 
pericardium  must  be  opened.  You  then  observe  that  this  part  of 
the  artery  is  enclosed  all  round  by  the  serous  layer  of  the  peri- 
cardium, except  where  it  is  in  contact  with  the  pulmonary  artery. 
It  is  about  two  inches  in  length,  and  ascends  with  a  slight  curve 
to  the  upper  border  of  the  second  costal  cartilage  of  the  right  side, 
where  it  lies  almost  in  contact  with  the  sternum.  Its  commence- 
ment is  covered  by  the  pulmonary  artery,  and  overlapped  by  the 
appendix  of  the  right  auricle.  On  its  right  side,  but  on  a 
posterior  plane,  descends  the  superior  vena  cava ;  on  its  left  is  the 
division  of  the  pulmonary  artery ;  behind  it,  are  part  of  the  right 
auricle,  the  right  pulmonary  artery  and  vein  and  the  right  bron- 
chus. This  part  of  the  aorta  gives  off  the  right  and  left  coronary 
arteries  for  the  supply  of  the  heart. 

Transverse  portion. — This  portion  of  the  aorta  arches  from  the 
front  to  the  back  of  the  thorax,  and  extends  from  the  upper 
border  of  the  second  right  costal  cartilage  to  the  left  side  of  the 
second  dorsal  vertebra.  In  front,  it  is  covered  by  the  left  pleura, 
and  is  crossed  by  the  left  phrenic,  the  left  pneumogastric, 
the  superficial  cardiac-  nerves,  and  the  pericardiac  veins.  Near  its 
summit  runs  the  left  brachio-cephalic  vein.  Within  its  concavity 
are  the  left  bronchus,  the  bifurcation  of  the  pulmonary  artery,  the 
left  recurrent  laryngeal  nerve,  and  tlife  remains  of  the  ductus  arte- 
riosus.-. The  artery  rests  upon  the  trachea  (a  little  above  its  bifur- 
cation), the  deep  cardiac  plexus,  the  oesophagus,  the  thoracic  duct, 
and  the  left  recurrent  laryngeal  nerve.  From  the  transverse  part 
of  the  arch  arise  the  arteria  innominata,  the  left  carotid,  and  the 
left  subclavian  arteries. 

Descending  portion. —  This  part  of  the  arch  lies  upon  the  left 
side  of  the  body  of  the  third  dorsal  vertebra,  and  at  the  lower 
border  of  the  body  of  the  fourth  dorsal  it  takes  the  name  of  the 

K 


130 


BEACHIO-CEPHALIC  AETERT. 


descending  thoracic  aorta.  On  its  right  side  are  the  oesophagus 
and  thoracic  duct ;  on  its  left  is  the  pleura ;  in  front  is  the  root  of 
the  left  lung. 

What  parts  are  contained  within  the  arch  of  the  aorta  ? — The 
left  bronchus,  the  right  pulmonary  artery,  the  left  recurrent 
nerve,  the  remains  of  the  ductus  arteriosus,  and  the  superficial 
cardiac  plexus  of  nerves. 

Relations  of  These  relations  vary  according  to  the  size  of  the 
THE  Arch  of  the  heart,  the  obliquity  of  the  ribs,  and  the  general 
AoKTA  TO  THE  dcvelopmcut  of  the  chest.  In  a  well-formed  adult 
Steenoti.  ^i^g  ascending  aorta  is,  at  the  most  prominent  part 

of  its  bulge,  about  half  an  inch  behind  the  first  bone  of  the 
sternum.  The  highest  part  of  the  arch  is  about  one  inch  below  the 
upper  edge  of  the  sternum.* 

From  the  upper  part  of  the  arch  arise  three  large  arteries  for 
the  head,  neck,  and  upper  limbs ;  namely,  the  brachio-cephalic  or 
innominate  artery,  the  left  carotid,  and  the  left  subclavian. 

Bbachio-cepha-  This,  the  largest  of  the  three,  arises  from  the 
Lie  OR  Innominate  commencement  of  the  transverse  part  of  the  arch. 
Abteet.  ascends  obliquely  towards  the  right,  and  after  a 

course  of  about  one  inch  and  a  half  to  two  inches  divides  behind 
the  right  sterno-clavicular  joint  into  two  arteries  of  nearly  equal 
size — the  right  subclavian  and  the  right  carotid. 

The  relations  of  the  b.  c.  artery  are  as  follow.  It  lies  behind 
the  first  bone  (manubrium)  of  the  sternum  and  the  right  sterno- 
clavicular joint.  It  ascends  obliquely  (towards  the  right)  in  front 
of  and  close  to  the  trachea.  On  its  right  side,  and  close  to  it,  is 
the  right  b.  c.  vein.  On  its  left  is  the  left  carotid  a.  In  front  of 
it  are  the  left  b.  c.  vein,  the  sterno-hyoid  and  sterno-thyroid  m. 

*  The  relations  of  the  arch  of  the  aorta  to  the  sternum  vary  eren  in  adults,  more 
especially  if  there  be  any  hypertrophy  of  the  heart.  As  an  instance  among  many,  we 
may  mention  that  of  a  young  female  who  died  of  phthisis.  The  position  of  the  aortic 
valves  was  opposite  the  middle  of  the  sternum,  on  a  level  with  the  middle  of  the 
second  costal  articulation.  The  highest  part  of  the  arch  was  on  a  level  with  the  upper 
border  of  the  sternum ;  the  arteria  innominata  was  situated  entirely  in  front  of  the 
trachea ;  and  the  left  brachio-cephalic  vein  crossed  the  trachea  so  much  above  the 
sternum'  that  it  would  have  been  directly  exposed  to  injury  in  tracheotomy. 
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Parallel  with,  and  close  to,  the  artery  are  the  slender  cardiac 
nerves.* 

With  the  anatomy  of  the  parts  before  you,  you  can  undex- 
stand  that  an  aneurysm  of  the  innominate  artery  might  be  distin- 
guished from  an  aneurysm  of  the  aorta — 1.  By  a  pulsation  in  the 
neck  between  the  sterno-mastoid  muscles,  i.e.  in  the  fossa  above 
the  sternum ;  2.  By  occasional  dyspncea  owing  to  pressure  on  the 
trachea;  3.  By  venous  congestion  in  the  left  arm;  4.  By  the 
aneurysmal  thrill  being  confined  to  the  right  arm.f 

Left  Carotid  This  artery  arises  from  the  arch  of  the  aorta 
Arteey.  close  to,  and  to  the  left  of,  the  arteria  innominata. 

It  ascends  obliquely  behind  the  first  bone  of  the  sternum,  and  the- 
sterno-hyoid  and  thyroid  muscles,  to  the  neck.  In  the  first  part 
of  its  course  it  lies  upon  the  trachea,  but  it  soon  passes  to  the  left 
side  of  the  trachea,  and  then  lies  for  a  short  distance  upon  the 
oesophagus  and  thoracic  duct.  It  is  crossed  by  the  left  brachio- 
cephalic vein ;  on  its  left  side  are  the  left  subclavian  artery  and 
pneumogastric  nerve ;  on  the  right  side  is  the  arteria  innomi- 
nata. In  the  rest  of  its  course  it  resembles  the  right  carotid 
(p.  32). 

LeftSubcla-  This  is  the  third  branch  of  the  arch.  It 
viAN  Artery.  ascends  nearly  vertically  out  of  the  chest  to  the 
inner  border  of  the  first  rib,  and  then  curves  outwards  behind  the 
scalenus  anticus.  In  the  first  part  of  its  course  it  is  deeply  seated, 
and  is  covered  on  its  left  side  by  the  pleura.  Close  to  its  right 
side  are  the  left  carotid,  the  trachea  and  oesophagus  ;  between  the 

*  In  some  eases  the  innominate  artery  ascends  for  a  short  distance  above  the  clavicle 
before  it  divides,  lying  close  to  the  right  of  the  trachea.  We  have  already  alluded  to 
the  fact  that  it  occasionally  gives  off  a  middle  thyroid  artery  (p.  37),  which  ascends  in 
front  of  the  trachea  to  the  thyroid  body,  and  is  therefore  directly  in  the  way  in 
tracheotomy. 

f  If  the  innominate  artery  be  ligatured,  the  circulation  would  be  maintained  by  the 
following  collateral  branches: — 1.  Between  the  branches  of  the  two  external  carotids, 
which  anastomose  across  the  middle  line.  2.  Between  the  aortic  intercostal  and  the 
superior  intercostal.  3.  Between  the  aortic  intercostals  and  the  internal  mammary, 
long  thoKicic,  alar  thoracic,  and  subscapular  arteries.  4.  Between  the  internal 
mammary  and  deep  epigastric.  6.  Between  the  inferior  thyroid  arteries.  6.  Between 
the  two  vertebrals.    7-  Between  tlie  two  internal  carotid  arteries. 
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artery  and  the  CBSopliagus  is  the  thoracic  duct.  Like  the  other 
primary  branches  of  the  arch,  it  is  crossed  by  the  left  brachio- 
cephalic vein.  It  is  covered  in  front  by  the  left  lung,  and  it  rests 
upon  the  longus  colli.  Anterior  to  the  artery  also  are  the  pneumo- 
gastric,  the  phrenic,  and  the  cardiac  nerves.  The  upper  part  of  its 
course,  where  the  vessel  passes  in  front  of  the  apex  of  the  lung, 
has  been  described  with  the  anatomy  of  the  neck  (p.  62). 

CouESE  OF  THE  "^^^  phvenic  nerve  comes  from  the  third,  fourth 
Phrenic  Nerves  and  fifth  cervical  nerves.  It  descends  over  the 
THROUGH  THE         scalcnus  anticus,  and  enters  the  chest  between 

Chest 

the  subclavian  vein  and  artery.  It  then  crosses 
over  the  internal  mammary  artery  and  runs  in  front  of  the  root  of 
the  lung  between  the  pleura  and  the  pericardium  to  the  diaphragm 
(fig.  23),  to  the  under  surface  of  which  it  is  distributed.* 

The  plirenic  nerve  is  joined  on  the  scalenus  anticus  by  an 
offset  from  the  fifth  cervical  branch  of  the  brachial  plexus ;  by 
another  filament  from  the  sympathetic  nerve  ;  and  very  frequently 
by  a  small  loop  from  the  nerve  to  tlie  subclavius  muscle ;  occa- 
sionally also  by  a  branch  from  the  descendens  noni. 

In  what  respects  do  the  phrenic  nerves  differ  from  each  other  in 
their  course  ? — The  right  phrenic  runs  along  the  outer  side  of  the 
bracbio-cephalic  vein  and  superior  vena  cava ;  the  left  crosses  in 
front  of  the  transverse  part  of  the  arch  of  the  aorta ;  besides  which, 
the  left  is  rather  longer  than  the  right,  since  it  curves  over  the 
apex  of  the  heart. 

Before  the  phrenic  nerve  divides  into  branches  to  supply  the 
diaphragm,  it  sends  off  minute  filaments  to  the  pleura  and  the 
pericardium. 

Having  studied  these  anatomical  details,  consider  for  a  moment 
what  symptoms  are  likely  to  be  produced  by  an  aneurysm  of  the 
arch  of  the  aorta,  or  any  of  the  primary  branches.  A  glance  at  the 
important  parts  in  the  neighbourhood  helps  to  answer  the  question. 
The  effects  will  vary  according  to  the  part  of  the  artery  which 

*  In  the  Museum  of  the  College  of  SurgeouB  there  is  a  dissection  showing  that  the 
right  phrenic  nerve  enters  the  diaphragm  close  to  the  right  side  of  the  vena  cava 
inferior,  while  the  loft  phrenic  enters  the  left  muscle  of  the  diaphragm. 
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is  the  seat  of  the  anemysm,  and  according  to  the  size,  the  form, 
and  the  position  of  the  tumour.  One  can  understand  that  com- 
pression of  the  vena  cava  superior,  or  either  of  the  brachio-cephalic 


Fig.  23. 
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veins,  would  occasion  congestion  and  oedema  of  the  parts  from 
which  they  return  the  blood ;  that  compression  of  the  trachea 
or  one  of  the  bronchi  might  occasion  dyspnoea,  and  thus  simulate 
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disease  of  the  larynx ;  *  that  compression  of  the  oesophagus  would 
give  rise  to  synaptoms  of  obstruction.  Nor  must  we  forget  the 
immediate  vicinity  of  the  thoracic  duct  and  the  recurrent  nerve,t 
and  the  effects  which  would  be  produced  by  their  compression. 
Can  one,  then,  be  surprised  that  a  disease  which  may  give  rise  to 
so  many  different  symptoms  should  be  a  fertile  source  of  fallacy  in 
diagnosis  ? 

Thus  you  can  understand  how  aneurysms  of  the  aorta  may 
prove  fatal,  by  bursting  into  the  contiguous  tubes  or  cavities ;  for 
instance,  into  the  trachea,  the  oesophagus,  the  pleura,  or  the 
pericardium.  You  will  see,  too,  why  an  aneurysm  of  the  first  part 
of  the  arch  is  so  much  more  dangerous  than  elsewhere.  The 
reason  is,  that  in  this  part  of  its  course  the  aorta  is  covered  only 
by  a  thin  layer  of  serous  membrane.  If  an  aneurysm  take  place 
here,  the  coats  of  the  vessel  soon  become  distended,  give  way,  and 
allow  the  blood  to  escape  into  the  pericardium  ;  an  occurrence 
which  is  speedily  fatal,  because,  the  pericardium  being  filled  with 
blood,  the  heart  is  prevented  from  acting. 

Position  and  The  heart  is  situated  obliquely  in  the  chest," 

FoEM  OF  THE  bctwcen  the  lungs.  Its  base,  i.e.  the  part  by 
which  it  is  attached,  and  from  which  its  great 
vessels  proceed,  is  directed  upwards  towards  the  right  shoulder ;  its 
apex  points  downwards  and  to  the  left,  between  the  fifth  and  sixth 
costal  cartilages.  It  is  supported,  towards  the  abdomen,  by  the 
tendinous  centre  of  the  diaphragm.  It  is  maintained  in  its  posi- 
tion by  a  membranous  bag  termed  the  pericardium,  which  is  lined 
by  a  serous  membrane  to  facilitate  its  movements.  The  pericar- 
dium must  first  claim  our  attention. 

The  'pericardium  is  the  membranous  bag  which 

Pkricakdium.  encloses  the  heart  and  the  large  vessels  at  its  base. 
It  is  broadest  below,  where  it  is  attached  to  the  tendinous  centre 
of  the  diaphragm,  and  to  the  muscular  part  in  connection  witli 

*  In  the  Museum  of  Guy's  Hospital  there  is  a  preparation,  No.  1487,  in  wliicli 
laryngotomy'vras  performed  under  the  circumstances  described  in  the  text. 

t  See  '  Med.  Gaz.,'  Dec.  22nd,  1843.  A  case  in  which  loss  of  voice  was  produced 
by  the  pressure  of  .an  aneurysmal  tumour  upon  the  loft  recuri'eiit  nerve. 
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the  tendon ;  above,  it  is  prolonged  over  the  great  vessels  of  the 
heart,  and  is  connected  with  the  deep  cervical  fascia.  On  each  side, 

Fig.  24. 


RELATIVE  POSITION  OF  THE  HEART  AND  ITS  YALVES  WITH  EEGAED  TO 
THE  WAiLS  OF  THE  CHEST. 


The  valves  are  denoted  by  curved  lines.  The  aortic  valves  are  opposite  the  third  in- 
tercostal space  on  the  left  side,  close  to  the  sternum.  The  pulmonary  valves  are 
just  above  the  aortic,  opposite  the  junction  of  the  third  rib  with  the  sternum.  The 
mitral  vilvcs  are  opposite  the  third  intercostal  space,  about  one  inch  to  the  left  of 
the  sternum.  The  tricuspid  valves  lie  behind  the  middle  of  the  sternum,  about  the 
level  of  the  fourth  rib.  Aortic  murmurs,  as  shown  by  the  arrow,  are  propagated 
up  the  aorta :  mitral  mtirmurs,  as  shown  by  the  arrow,  are  propagated  towards 
the  apex  of  the  heart. 


it  is  in  contact  with  the  pleura  ;  the  phrenic  nerve  running  down 
between  them.   In  front  of  it,  is  the  anterior  mediastinum  ;  behind 
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it,  is  the  posterior.  Of  the  objects  in  the  posterior  mediastinum, 
that  which  is  nearest  to  the  pericardium  is  the  oesophagus.  It 
should  be  remembered  that  the  oesophagus  is  in  close  contact  with 
the  back  of  the  pericardium  and  left  auricle  for  nearly  two  inches  ; 
this  fact  accounts  for  what  is  sometimes  observed  in  cases  of 
pericarditis  where  there  is  much  effusion ;  namely,  pain  and 
difficulty  in  swallowing. 

The  pericardium  is  a  jfibro-serous  membrane.  Its  fibrous  layer, 
which  constitutes  its  chief  strength,  is  external.  This  layer  is 
attached,  below,  to  the  central  tendon  and  the  adjoining  muscular 
part  of  the  diaphragm.  Above,  it  forms  eight  sheaths  for  the  great 
vessels  at  the  base  of  the  heart ;  namely,  one  for  the  vena  cava 
superior,  four  for  the  pulmonary  veins,  two  for  the  pulmonary 
arteries,  and  one  for  the  aorta.  The  serous  layer  forms  a  shut  sac. 
It  lines  the  fibrous  layer  to  which  it  is  intimately  attached,  and  is 
reflected  over  the  great  vessels  and  the  heart.  To  see  where  the 
serous  layer  is  reflected  over  the  vessels,  distend  the  pericardium 
with  air.  Thus  you  will  find  that  this  layer  is  reflected  over  the 
aorta  as  high  as  the  origin  of  the  arteria  innominata.  It  is 
reflected  over  the  front  of  the  vena  cava  superior. 

The  serous  layer  of  the  pericardium  covers  the  large  vessels  to 
an  extent  greater  than  is  generally  imagined  ;  though  the  extent  is 
not  precisely  similar  in  all  bodies.  The  aorta  and  pulmonary  artery 
are  enclosed  in  a  complete' sheath,  two  inches  in  length,  so  that  these 
vessels  are  covered  all  round  by  the  serous  layer,  except  where  they 
are  in  contact.  Indeed  you  can  pass  your  finger  behind  them 
both,  through  a  foramen  bounded,  in  front,  by  the  two  great  vessels 
themselves,  behind,  by  the  upper  part  of  the  auricles,  and  above, 
by  the  right  pulmonary  artery.  Again,  the  back  of  the  aorta, 
where  it  lies  on  the  auricles,  is  covered  by  the  serous  pericardium. 
The  superior  cava  is  covered  all  round,  except  behind,  where  it 
crosses  the  right  pulmonary  artery.  The  inferior  cava  within  tlie 
pericardium  is  partly  covered  in  front.  The  left  pulmonary 
veins  are  covered  nearly  all  round ;  the  right  less  so.  Behind  the 
auricles,  chiefly  the  left,  the  serous  layer  extends  upwards  in  the 
form  of  a  pouch,  rising  above  their  upper  border,  so  as  to  be  loosely 
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connected  to  the  left  bronchus.  The  object  of  these  serous  reflec- 
tions is  to  facilitate  the  free  action  of  the  heart  and  the  great 
vessels  at  its  base. 

In  the  healthy  state,  the  capacity  of  the  pericardium  nearly 
corresponds  to  the  size  of  the  heart  when  distended  to  its  utmost. 
The  healthy  pericardium,  with  the  heart  in  situ,  may  ber  made  to 
hold,  in  the  adult,  about  ten  oimces  of  fluid.  The  pericardium  is 
not  extensile.  When  an  aneurysm  bursts  into  it,  death  is  caused, 
not  by  loss  of  blood,  but  by  compression  of  the  heart  in  consequence 
of  the  inextensibility  of  the  pericardium. 

The  pericardium  derives  its  blood  from  the  internal  mammary, 
bronchial,  and  oesophageal  arteries. 

On  separating  the  left  pulmonary  artery  and  pulmonary  vein, 
you  will  notice  a  fold  of  serous  membrane  about  three-quarters  of 
an  inch  long  and  about  one  inch  in  depth  :  this  is  the  vestigial- 
fold  of  the  pericardium,  described  by  Marshall.*  It  passes 
from  the  side  of  the  left  auricle  to  the  left  superior  intercostal 
vein.  It  is  a  vestige  of  the  left  v.  c.  superior  which  exists  in 
foetal  life. 

Open  the  pericardium,  and  observe  that  the  heart  is  conical 
in  form,  and  convex  everywhere  except  upon  its  lower  surface, 
which  is  flat,  and  rests  upon  the  tendinous  centre  of  the  diaphragm. 
When  the  pericardium  is  thus  laid  open,  the  following  objects  are 
exposed  :  viz.  1.  Part  of  the  right  ventricle  ;  2.  Part  of  the  left 
ventricle  ;  3.  Part  of  the  right  auricle  with  its  appendix  over- 
lapping the  root  of  the  aorta ;  4.  The  appendix  of  the  left  auricle 
overlapping  the  root  of  the  pulmonary  artery ;  5.  The  aorta ;  6. 
The  pulmonary  artery ;  7.  The  vena  cava  superior  ;  8.  The  right 
and  left  coronary  arteries. 

Position  of  The  heart  then,  placed  behind  the  lower  half 

THE  Heart—  of  the  sternum,  occupies  more  of  the  left  than  the 
coimiTOBD.  right  half  of  the  chest,  and  rests  upon  the  ten- 

dinous centre  of  the  diaphragm,  which  is  a  little,  below  the 
lowest  part  of  the  fifth  rib.  At  each  contraction  the  apex  of 
the  heart  may  be  felt  beating  between  the  cartilages  of  the  fifth 

*  'Philosoph,  Transactions,'  1850. 
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and  sixth  ribs,  about  two  inches  below  the  nipple  and  an  inch  to 
its  sternal  side.  Speaking  broadly,  the  base  corresponds  with  a 
line  drawn  across  the  sternum  along  the  upper  borders  of  the  third 
costal  cartilages.  The  right  border  of  the  heart  is  formed  almost 
entirely  by  the  free  margin  of  the  right  auricle,  and,  when  dis- 
tended, bulges  nearly  an  inch  to  the  right  of  the  sternum.  The 
left  border  of  the  heart  is  formed  by  the  round  border  of  the  left 
ventricle,  and  reaches  from  a  point,  commencing  at  the  second 
left  intercostal  space,  to  a  point  placed  two  inches  below  the 
nipple  and  an  inch  to  its  sternal  side.  The  horizontal  border  is 
formed  by  the  sharp  margin  of  the  right  ventricle,  and  extends 
from  the  sternal  attachment  of  the  fifth  right  costal  cartilage,  to 
meet  the  lowest  point  of  the  left  margin. 

The  normal  position  which  the  cardiac  valves  hold  to  the 
thoracic  walls  is  difficult  to  define  with  precision,  and  this  probably 
accounts  for  the  discrepancies  noticed  in  anatomical  works  on 
this  subject.  The  following  relations  are  the  results  of  care- 
fully made  observations  in  the  '  post-mortem '  room :  The  right 
auriculo-ventricular  valves  are  situated  behind  the  sternum  about 
the  level  of  the  fourth  costal  cartilage :  the  left  auriculo-ventri- 
cular valves  are  opposite  the  third  intercostal  space,  about  one 
inch  to  the  left  of  the  sternum ;  the  cusps  of  these  valves  extend 
as  low  as  the  fifth  costal  cartilage.  The  pulmonary  valves  lie 
immediately  behind  the  junction  of  the  third  left  costal  cartilage 
with  the  sternum  ;  the  aortic  valves  are  behind  the  upper 
border  of  the  third  intercostal  space  just  at  the  left  side  of  the 
sternum. 

The  position  of  the  heart  varies  a  little  with  the  position  of  the 
body.  Of  this  anyone  may  convince  himself  by  leaning  alter- 
nately forwards  and  backwards,  by  lying  on  this  side  and  on  that, 
placing  at-  the  same  time  his  hand  upon  the  praecordial  region. 
He  will  find  that  he  can,  in  a  slight  degree,  alter  the  place  and  the 
extent  of  the  impulse  of  the  heart.  Inspiration  and  expiration 
also  alter  the  position  of  the  heart.  In  inspiration  the  heart 
descends  with  the  tendinous  centre  of  the  diaphragm  about  half 
an  inch. 
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As  the  lungs  are  continually  gliding  to  and  fro, 
Pleura.  within  the  chest,  they  are  provided  with  a  serous 

membrane  to  facilitate  their  motion.  This  membrane  is  termed 
the  pleura.  There  is  one  for  each  lung.  Each  pleura  forms  a 
completely  closed  sac,  and,  like  all  other  serous  a&cs,  has  a  parietal 
and  a  visceral  layer ;  that  is,  one  part  of  the  sac  lines  the  contain- 
ing cavity,  the  other  is  reflected  over  the  contained  organ.  Its 
several  parts  are  named  after  the  surface  to  which  they  adhere  : 
that  which  lines  the  ribs  is  called  pleura  costalis;  that  which 
covers  the  lung,  pleura  pulmonalis.  Unlike  the  peritoneum,  the 
pleura  forms  no  folds  except  a  small  one  called  ligamentum 
latum  pulmonis,  which  extends  from  the  root  of  the  lung  to  the 
diaphragm. 

The  pleural  sac  (fig.  20,  p.  123)  lines  the  ribs  and  part  of  the 
sternum  ;  from  the  sternum  it  is  reflected  backwards  over  the  peri- 
cardium ;  from  thence  it  passes  over  the  front  of  the  root  of  the 
lung,  and  so  on  over  the  entire  lung  to  the  back  part  of  its  root, 
whence  it  is  reflected  over  the  sides  of  the  vertebrae,  and  thus 
reaches  the  ribs  and  the  diaphragm. 

The  thickness  of  the  pleura  differs ;  on  the  lung  it  is  thin, 
semi-transparent,  and  firmly  adherent ;  on  the  ribs  and  diaphragm 
it  is  thick,  and  may  be  easily  separated  from  its  osseous  and 
muscular  connections. 

The  spaces  called  anterior  and  posterior  mediastinal  formed 
by  the  separation  of  the  pleurae,  have  been  already  described, 
p.  123. 

In  health  the  internal  surface  of  the  pleura  is  smooth,  polished, 
and  lubricated  by  moisture  sufficient  to  facilitate  the  sliding  of 
the  lung."^  When  this  surface  is  thickened  and  roughened  by 
inflammation,  the  moving  lung  produces  a  friction  sound.  When 
the  pleural  sac  is  distended  by  serum,  it  constitutes  hydro-thorax  ; 
when  by  pus,  empyema ;  when  by  air,  pneumo-thorax ;  when  by 
blood,  hsemo-thorax. 

*  The  pleura  costalis  is  covered  -with  flattened  epithelial  cells ;  the  pleura  pul- 
monalis with  polyhedral  granular  colls.  (Klein.) 
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Introduce  your  hand  into  the  pleural  sac,  and  ascertain  that  the 
reflection  of  the  pleura  on  to  the  diaphragm  corresponds  with  an 
imaginary  line  commencing  at  the  lower  part  of  the  sternum,  and 
sloping  along  the  cartilages  of  the  successive  ribs  down  to  the 
lower  border  of  the  last  rib.  Supposing  a  ball  to  lodge  in  tlie 
pleural  sac,  it  might  fall  upon  the  dome  of  the  diaphragm,  and 
roll  down  to  the  lowest  part  of  the  pleiual  cavity.  The  place, 
therefore,  to  extract  it,  would  be  in  the  back,  at  the  eleventh 
intercostal  space.  This  operation  has  been  done  during  life  with 
success. 

Position  and  "^^^  lungs  are  situated  in  the  chest,  one  on  each 

Form  or  the  side  of  the  heart.  Each  fits  accurately  into  the 
cavity  which  contains  it.  Each,  therefore,  is  co- 
nical in  form  ;  the  base  rests  on  the  diaphragm  ;  the  apex  projects 
into  the  root  of  the  neck  a  little  more  than  an  inch  above  the 
sternal  end  of  the  clavicle.  Its  outer  surface  is  adapted  to  the 
ribs  ;  its  inner  surface  is  excavated  to  make  room  for  the  heart. 
The  best  way  to  see  the  shape  of  the  lungs  is  to  inject  them  through 
the  trachea  with  wax,  which  is  tantamount  to  taking  a  cast  of  each 
thoracic  cavity.  In  such  a  preparation,  besides  the  general  con- 
vexities and  concavities  alluded  to,  you  would  find  in  the  right  lung 
a  little  indentation  for  the  right  brachio- cephalic  vein,  in  the  left 
an  indentation  for  the  ai'ch  of  the  aorta  and  the  left  subclavian 
artery. 

Each  lung  is  divided  into  an  upper  and  a  lower  lobe  by  a  deep 
fissure,  which  commences,  behind,  about  three  inches  from  the 
apex,  and  proceeds  obliquely  downwards  and  forwards  to  the  junc- 
tion of  the  6th  rib  with  its  cartilage  (fig.  21).  Speaking  broadly, 
nearly  the  whole  of  the  anterior  portion  of  the  lung  is  formed  by 
the  upper  lobe ;  nearly  the  whole  of  the  posterior  portion  by  the 
lower  lobe.  It  should  be  noticed,  however,  that  the  upper  lobe 
of  the  right  lung  is  divided  by  a  second  fissure  which  marks  off, 
from  its  lower  part,  a  triangular  portion  called  its  middle  lobe. 

The  dimensions  of  the  right  lung  are  greater  than  those  of  the 
left  in  all  directions  except  the  vertical ;  the  reason  of  this  excep- 
tion is  the  greater  elevation  of  the  diaphragm  on  the  right  side 
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by  the  liver.  On  an  average,  the  right  lung  weighs  24  ounces  ; 
the  left  21  ounces. 

Posterior  '^^^  posterior  mediastinum  (p.  123)  is  formed 

Mediastinum  and  by  the  reflection  of  the  plem'al  sac  on  each  side, 
ITS  Contents.  fj.^^  ^j^g  j.qq^^  the  lung  to  the  sides  of  the  bodies 
of  the  dorsal  vertebrse.  It  is  bounded  in  front  by  the  pericardium. 
To  obtain  a  view  of  it,  draw  out  the  right  lung,  and  fasten  it  to 
the  left  side.  This  mediastinum  contains  the  descending  thoracic 
aorta ;  in  front  of  the  aorta,  the  oesophagus,  with  the  pneumogas- 
tric  nerves  ;  on  the  right  of  the  aorta  is  the  vena  azygos  ;  between 
this  vein  and  the  aorta  is  the  thoracic  duct ;  superiorly  is  the 
trachea  ;  inferiorly  are  the  splanchnic  nerves  and  some  lymphatic 
glands.  To  expose  these  last,  we  must  remove  the  pleura,  and  a 
layer  of  dense  fascia  which  lines  the  chest  outside  it. 

Descending  We  have  already  traced  the  arch  of  the  aorta  to 

Thoracic  Aorta,  the  lower  border  of  the  body  of  the  fourth  dorsal 
vertebra  (p.  129).  From  this  point,  the  aorta  descends  on  the  left 
side  of  the  spine,  gradually  approaching  towards  the  middle  line. 
The  artery,  moreover,  following  the  dorsal  spinal  curve  is  not 
vertical,  but  concave  forwards.  Opposite  the  last  dorsal  vertebra 
it  passes  between  the  crura  of  the  diaphragm  and  enters  the 
abdomen.  Its  left  side  is  covered  by  pleura ;  on  its  right  run 
the  vena  azygos,  the  CBSophagus,  and  thoracic  duct ;  in  front 
of  it  are,  the  root  of  the  left  lung,  and  the  pericardium. 
Lower  down  the  oesophagus  is  in  front  of  the  artery,  and  subse- 
quently lies  a  little  to  its  left  side.  Its  branches  will  be  described 
presently. 

Vena  Azygos,  This  vein  commences  in  the  abdomen  by  small 
Major  and  branches  from  one  of  the  lumbar  veins  of  the  right 

side,  and  generally  communicates  with  the  renal, 
or  the  vena  cava  itself.  This,  indeed,  is  the  main  point  about  the 
origin  of  the  vena  azygos,  that  it  communicates  directly  or 
indirectly  with  the  vena  cava  inferior.  It  enters  the  chest  through 
the  aortic  opening  of  the  diaphragm,  and  ascends  on  the  right 
side  of  the  aorta  through  the  posterior  mediastinum,  in  front 
of  the  bodies  of  the  lower  dorsal  vertebrae,  and  over  the  right 
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intercostal  arteries.  When  the  vein  reaches  the  level  of  the  third 
dorsal  vertehra,  it  arches  over  the  right  bronchus,  and  terminates 
in  the  superior  vena  cava,  just  before  this  vessel  is  covered  by 
pericardium.  In  its  course  it  receives  all  the  right  intercostal 
veins,  the  spinal  veins,  the  oesophageal  and  commonly  the  right 

bronchial  vein.  Opposite  the 
sixth  or  seventh  dorsal  vertebra  it 
is  joined  by  the  left  vena  azygos. 

The  left  vena  azygos,  vena 
azygos  minor,  runs  up  the  left 
side  of  the  spine.  This  vein 
commences  in  the  abdomen  from 
one  of  the  lumbar  veins  of 
the  left  side,  or  from  the  left 
renal.  It  then  ascends  on  the 
left  side  of  the  aorta,  through 
the  aortic  opening  in  the  dia- 
phragm. On  a  level  with  the 
sixth  or  seventh  dorsal  vertebra, 
it  passes  beneath  the  aorta  and 
thoracic  duct  to  join  the  azygos 
major.  Before  passing  beneath 
the  aorta  it  usually  communicates 
with  the  left  superior  intercostal 
vein.  It  generally  receives  six 
or  seven  of  the  lower  intercostal 
veins  of  the  left  side.  These 
azygos  veins  are  provided  with 
imperfect  valves,  and  are  supple- 
mental to  the  inferior  vena  cava. 

Thoracic  Duct  The  thoracic 
AND  Eecepta-  duct  (figure  25) 
cuLOTi  Chyli.  is  a  canal  about 
eighteen  inches  long,  through 
which  the  contents  of  the  lacteal 
vessels  from  the  intestines  and  the  lymphatics  from  the  lower  limbs 
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are  conveyed  into  the  blood.  These  vessels  converge  to  a  general 
receptacle,  ternaed  receptaculum  chyli,  situated  in  front  of  the 
body  of  the  second  lumbar  vertebra.  From  this  dilatation,  the 
duct  ascends  at  first  behind  the  aorta.  Then  getting  to  its  right 
side,  it  passes  through  the  aortic  opening  of  the  diaphragm  into 
the  chest,  and  runs  up  the  posterior  mediastinum,  still  along  the 
right  side  of  the  aorta,  between  this  vessel  and  the  vena  azygos 
major.  Near  the  third  dorsal  vertebra,  it  passes  behind  the  arch 
of  the  aorta  and  the  oesophagus,  and  ascends  on  the  left  side  of 
this  tube,  between  it  and  the  left  subclavian  artery,  as  high  as  the 
seventh  cervical  vertebra,  where  it  describes  a  curve  with  the  con- 
vexity upwards,  and  opens  in  front  of  the  scalenus  anticus  into  the 
back  part  of  the  confluence  of  the  left  internal  jugular  and  sub- 
clavian veins.  The  orifice  of  the  duct  is  guarded  by  two  valves 
which  permit  fluid  to  pass  from  the  duct  into  the  vein,  but  not 
vice  versa.  Valves,  disposed  like  those  in  the  venous  system,  are 
placed  at  short  intervals  along  the  duct,  so  that  its  contents  can 
only  pass  upwards.*  The  diameter  of  the  duct  varies  in  different 
parts  of  its  course  ;  at  its  commencement  it  is  about  three  lines  in 
diameter,  at  the  sixth  dorsal  it  is  about  two  lines,  and  it  enlarges 
again  towards  the  termination.  It  receives  tlie  lymphatics  from 
the  lower  extremities,  and  from  all  the  abdominal  viscera  (except 
the  convex  surface  of  the  liver  and  the  abdominal  walls),  above 
these  it  receives  the  lymphatics  from  the  left  side  of  the  thorax, 
the  left  lung,  the  heart,  the  left  upper  extremity,  and  the  left  side 
of  the  head  and  neck. 

^  The  oesophagus  is  that  part  of  the  alimentarv 

(Esophagus.  i      i  •  i  t  ■,  r- 

canal  which  conveys  the  food  from  the  pharynx 

to  the  stomach.    It  commences  at  the  lower  border  of  the  fifth 

cervical  vertebra,  at  the  back  of  the  cricoid  cartilage  ;  runs  down 


*  It  is  right  to  state  that  the  thoracic  duct  varies  in  size  in  different  individuals. 
It  may  divide  in  its  course  into  two  branches,  which  subsequently  reunite ;  instead 
of  one,  there  may  be  several  terminal  orifices.  Instances  have  been  observed  in  which 
the  duct  has  terminated  on  the  right  instead  of  the  left  side  (Fleischraann;  'Leichen- 
offnungon,'  1815;  also  Morrison,  'Journal  of  Anat.,'  vol.  vi.  p.  427).  It  hna  been  seen 
to  terminate  in  the  vena  azygos  (Miiller's  'Archiv,'  1834). 
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first  to  the  right  side  of  the  transverse  portion  of  the  arch  of  the 
aorta,  then  through  the  posterior  mediastinum  in  front  of  the 
descending  aorta,  and  passes  through  the  oesophageal  opening  in 
the  diaphragm  to  the  stomach.  It  is  from  nine  to  ten  inches 
long.  Its  course  is  not  exactly  straight ;  in  the  neck,  it  lies 
behind  and  a  little  to  the  left  of  the  trachea ;  in  the  chest,  i.e. 
about  the  fourth  dorsal  vertebra,  it  inclines  towards  the  right  side, 
to  make  way  for  the  aorta ;  but  it  again  inclines  to  the  left  before 
it  passes  through  the  diaphragm.  It  has  moreover  an  antero- 
posterior curve  corresponding  to  the  curve  of  the  spine. 

The  oesophagus,  in  the  first  part  of  its  course,  rests  upon  the 
longus  colli  muscle,  then  upon  the  thoracic  duct  and  the  third, 
fourth,  and  fifth  intercostal  vessels  of  the  right  side,  and,  lastly,  it 
lies  in  front,  and  slightly  to  the  left  side,  of  the  aorta.  In  front 
of  it  is  the  trachea  and  the  left  bronchus.  Before  it  passes  through 
the  diaphragm  it  lies  in  close  contact  with  the  pericardium  (behind 
the  left  auricle)  for  nearly  two  inches ;  this  accounts  for  the  pain 
which  is  sometimes  experienced  in  cases  of  pericarditis,  during 
the  passage  of  food. 

In  the  neck,  the  oesophagus  is  in  connection,  laterally,  with  the 
thyroid  body,  the  common  carotid  and  inferior  thyroid  arteries,  and 
the  recurrent  laryngeal  nerves  ;  to  the  left  of  it  is  the  thoracic  duct. 
In  the  thorax  the  aorta  is  to  the  left,  and  the  vena  azygos  major 
to  the  right,  of  the  tube.  As  it  passes  down  in  the  inter-pleural 
space,  it  is  in  connection  with  both  pleurae.  The  oesophagus  is 
surrounded  by  a  plexus  of  nerves,  formed  by  the  pneumogastric 
nerves,  the  left  being  in  front,  the  right  behind  it. 

The  oesophagus  is  supplied  with  blood  by  the  inferior  thyroid, 
the  oesophageal  branches  of  the  aorta,  the  coronaria  ventriculi,  and 
the  left  phrenic  artery.  It  is  supplied  with  nerves  by  the  pnemno- 
gastric  and  the  sympathetic,  which  ramify  between  the  two 
muscular  layers.  The  oesophagus  is  composed  of  three  coats,  an 
esteynal  or  muscular,  a  middle  or  areolar,  and  an  internal  or 
mucous.  The  muscular  coat  consists  of  an  outer  longitudinal  and 
an  inner  circular  layer  of  fibres.  The  longitudinal  layer  is  parti- 
cularly strong,  and  arranged  in  the  upper  part  mainly  in  three 
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bundles,  an  anterior  and  two  lateral ;  these,  lower  down,  spread 
out  and  form  a  continuous  layer  round  the  oesophagus  and  support 
the  circular  fibres.    Under  the  microscope  the  muscular  fibres 
composing  the  upper  part  are  seen  to  consist  entirely  of  the  striped 
variety  ;  at  the  lower  part,  almost  exclusively  of  the  non-striped 
variety.    The  middle  coat  is  composed  of  areolar  tissue,  and  con- 
nects very  loosely  the  muscular  and  mucous  coats.    The  mucous 
membrane  is  of  a  pale  colour  and  considerable  thickness,  and  in 
the  contracted  state  of  the  oesophagus  is  arranged  in  longitudinal 
folds  within  the  tube  which  lies  flattened  in  front  of  the  spine. 
On  the  surface  of  the  mucous  membrane  there  are  numerous 
minute  papillae  placed  obliquely.    It  is  lined  by  a  very  thick  layer 
of  scaly  epithelium.    In  the  submucous  tissue  are  many  small 
compound  racemose  glands — oesophageal  glands — especially  to- 
wards the  lower  end  of  the  oesophagus. 

Course  and  right  pneumogastric  nerve  enters  the  chest 

Bbanches  of  the     between  the  subclavian  artery  and  vein,  descends 
Pneumogasteic      by  the  side  of  the  trachea,  then  passes  behind  the 
root  of  the  right  lung  to  the  posterior  surface  of 
the  oesophagus,  upon  which  it  divides  into  branches,  which  form  a 
plexus  (posterior  oesophageal)  upon  that  tube.    The  plexus  then 
reunites  into  a  single  trunk,  which  passes  into  the  abdomeii 
through  the  CBSophageal  opening  in  the  diaphragm.    The  left 
pneumogastric  descends  into  the  chest  between  the  left  subclavian 
and  carotid  arteries,  and  behind  the  left  brachio-cephalic  vein. 
It  then  crosses  in  front  of  the  arch  of  the  aorta,  and  passes  behind 
the  root  of  the  left  lung  to  the  anterior  surface  of  the  oesophagus, 
upon  which  it  also  forms  a  plexus  (anterior  oesophageal).  The 
branches   of  the   pneumogastric   nerve   in   the   chest   are  as 
follows :  — 

a.  The  inferior  laryngeal  or  recurrent. — This  nerve  on  the  right 
side  turns  under  the  subclavian  and  the  common  cai-otid  arteries  (p.  61) ; 
on  the  left,  under  the  arch  of  the  aorta,  below  the  ductus  anteriosus,  and 
aacends  to  the  larynx.  It  passes  beneath  the  inferior  thyroid  artery,  and 
lying  in  the  gi'oove  between  the  trachea  and  oesophagus,  it  enters  the 
larynx  beneath  the  lower  border  of  the  inferior  constrictor  of  the 
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])liaryn.x.  It  supplies  with  motor  nerves  all  the  muscles  which  act  upon 
the  rima  glottidis,  except  the  crico-thyroid  (supplied  by  the  external 
laryngeal  nerve).  As  they  turn  beneath  their  respective  arteries,  they  give 
off  branches  to  the  deep  cardiac  plexus. 

h.  Cardiac  branches. — These  are  very  small,  and  join  the  cardiac 
plexuses ;  the  right  arise  from  the  right  recuiTcnt  laryngeal  and  the 
right  pneumogastric,  close  to  the  trachea ;  the  left  come  from  the  left 
recurrent  laryngeal  nerve.  On  both  sides  these  branches  pass  to  the  deep 
cardiac  plexus. 

c.  Pulmonary  branches. — These  accompany  the  bronchial  tubes. 
The  greater  number  run  behind  the  root  of  the  lung,  and  constitute 
the  posterior  pulmonary  plexus.  A  few,  forming  th^e  anterior  pul- 
monary plexus,  supply  the  front  part  of  the  root  of  the  lung.  Both  these 
plexuses  are  joined  by  filaments  from  the  sympathetic  system.  The 
nerves  of  the  lungs  are,  however,  very  small,  and  cannot  be  traced  far 
into  theii'  substance.* 

d.  CEsophageal  plexus. — Below  the  root  of  the  liing  each  pneumo- 
gastric nerve  is  subdi^dded  so  as  to  form  an  interlacement  of  nerves 
round  tlie  oesophagus  (plexus  gulae).  From  this  plexus  numerous 
filaments  supply  the  coats  of  the  tube ;  but  the  majority  of  them^  are 
collected  into  two  nerves — the  one,  the  continuation  of  the  left  pneumo- 
gastric nerve  lying  in  front  of  the  oesophagus  ;  the  other,  that  of  the  right, 
lying  behind  it.  Both  nerves  pass  through  the  oesophageal  opening  in 
the  diaphragm  for  the  supply  of  the  stomach.. 

Having-  examined  the  contents  of  the  posterior  mediastinum 
from  the  right  side,  now  do  so  from  the  left.  The  left  lung  should 
be  turned  out  of  its  cavity  and  fastened  by  hooks  towards  the  right 
side.  After  removing  the  pleura,  we  see  the  descending  thoracic 
aorta,  the  pneumogastric  nerve  crossing  the  arch  and  sending 
the  recurrent  branch  under  it ;  also  the  first  part  of  the  left 
subclavian,  covered  externally  by  the  pleura.  The  pneiuno- 
gastric  nerve  must  be  traced  behind  the  root  of  the  left  lung  to 
the  oesophagus,  and  the  oesophageal  plexus  of  this  side  dissected. 
Lastly,  notice  the  lesser  vena  azygos  which  crosses  under  the  aorta 
about  the  sixth  or  seventh  dorsal  vertebra  to  join  the  vena  azygos 
major. 

*  Upon  this  subject,  see  the  beautiful  plates  of  Scarpa. 
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Thoeacic  "^^is  portion  of  the  sympathetic  system  is  gene- 

PoKTioN  OF  THE  Tally  composcd  of  twelve  ganglia  covered  by  the 
Sympathetic.  pleura ;  one  ganglion  being  found  over  the  head  of 
each  rib.  Often  there  are  only  ten  ganglia,  in  consequence  of  two 
of  them  uniting  here  and  there.  The 
first  thoracic  ganglion  is  the  largest. 

Each  ganglion  is  connected  by  two 
branches  with  the  corresponding  inter- 
costal nerve.  The  nerves  proceeding 
from  the  ganglia  pass  inwards  to 
supply  the  thoracic  and  part  of  the 
abdominal  viscera.  The  branches 
which  proceed  from  the  four  upper 
ganglia  are  small  and  are  distributed 
as  follows  (see  the  diagram)  : — 

a.  Minute  nerves  from  the  first  and 
second  ganglia  to  the  deep  cardiac 
'plexus. 

b.  Minute  nerves  from  the  third 
and  fourth  ganglia  to  the  posterior 
pulmonary  plexus. 

The  branches  arising  from  the  six 
lower  ganglia  unite  to  form  three  nerves 
— the  great  splanchnic,  the  lesser,  and 
the  smallest  splanchnic  nerves. 

a.  The  great  splanchnic  nerve  is 
generally  formed  by  branches  from  the 
fifth  or  sixth  to  the  tenth  ganglion. 
They  descend  obliquely  along  the  sides 
of  the  bodies  of  the  dorsal  vertebrse, 
and  unite  into  a  single  nerve,  which 
passes  through  the  corresponding  crus 
of  the  diaphragm,  and  joins  the  semilunar  ganglion  of  the  abdo- 
men, sending  also  branches  to  the  renal  and  supra-renal  plexuses 

6.  The  lesser  splanchnic  nerve  is  commonly  formed  by  branches 
from  the  eleventh  and  twelfth  ganglia.    It  passes  through  the 

z  2  * 


DIAGRAM  OF  THE  THOUACIC  PORTIOX 
OF  THK  SYMPATHETIC. 


148 


INTERCOSTAL  VESSELS. 


crus  of  the  diaphragm  to  the  coeliac  plexus,  and  occasionally  to 
the  renal  plexus.* 

c.  The  smallest  splanchnic  nerve  (when  present)  comes  from 
the  twelfth  ganglion,  passes  through  the  crus  of  the  diaphragm,  and 
terminates  in  the  renal  and  coeliac  plexuses.  (This  is  not  repre- 
sented in  the  diagram.) 

Intekcostal  The  intercostal  muscles  occupy  the  intervals 

Muscles.  between  the  ribs.    In  each  interval  there  are  two 

layers  of  muscles  which  cross  like  the  letter  X.  The  external 
intercostals  run  obliquely  from  behind  forwards,  like  the  ex- 
ternal oblique  muscle  of  the  abdomen.  The  internal  run  from 
before  backwards,  like  the  internal  oblique.  Observe  that  a  few 
fibres  of  the  inner  layer  pass  over  one  or  even  two  ribs,  chiefly 
near  the  angles,  and  more  especially  of  the  lower  ribs,  and 
terminate  upon  a  rib  lower  down.f 

Neither  of  these  layers  of  intercostal  muscles  extends  all  the 
way  between  the  sternum  and  the  spine :  the  outer  layer,  begin- 
ning at  the  spine,  ceases  at  the  cartilages  of  the  ribs ;  the  inner, 
commencing  at  the  sternum,  ceases  at  the  angles  of  the  ribs. 

The  intercostal  muscles  present  an  intermixture  of  tendinous 
and  fleshy  fibres ;  and  they  are  covered  inside  and  outside  the  chest 
by  a  glistening  fascia,  to  give  greater  protection  to  the  intercostal 
spaces. 

The  external  intercostal  muscles  elevate  the  ribs,  and  are 
therefore  muscles  of  inspiration.  The  internal  intercostal  muscles 
depress  the  ribs,  and  are  therefore  muscles  of  expiration. 

Intercostal        There  are  twelve  intercostal  arteries  on  each  side, 
Aeteries.  which  lie  between  the  internal  and  external  inter- 

costal muscles,  the  last  excepted.  The  two  upper  arteries  are  sup- 
plied by  the  intercostal  branch  of  the  subclavian ;  the  remaining 
ten  are  furnished  by  the  aorta :  and  since  this  vessel  lies  rather  on 
the  left  side  of  the  spine,  the  right  intercostal  arteries  are  longer 
than  the  left.  The  upper  intercostal  arteries  from  the  aorta  ascend 

*  In  a  few  instances  -we  have  traced  a  minute  fikraent  from  one  of  the  ganglia 
into  the  body  of  a  vertebra.    According  to  Cniveilhier  each  vertebra  receives  one. 
■f  These  irregular  muscular  bundles  are  called  the  subcostal  musclts. 
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obliquely  to  reach  their  intercostal  spaces  ;  the  lower  run  more  trans- 
versely. As  they  pass  outwards,  they  are  covered  by  the  pleura  and 
the  sympathetic  nerves ;  the  right,  in  addition,  pass  behind  the  oeso- 
phagus, tlioracic  duct,  and  the  vena  azygos  major.  Having  reached 
the  intercostal  space,  each  artery  divides  into  an  anterior  and  a 
posterior  branch.  The  anterior  branch  in  direction  and  size  appears 
to  be  the  continuation  of  the  common  trunk.  At  first  it  runs  along 
the  middle  of  the  intercostal  space,  lying  upon  the  external  inter- 
costal muscle,  and  separated  from  the  cavity  of  the  chest  by  the  pleura 
and  intercostal  fascia.  Here,  therefore,  it  is  liable  to  be  injm-ed  by 
a  wound  in  the  back.  But  near  the  angle  of  the  rib  it  passes 
between  the  intercostal  muscles,  and  occupies  the  groove  in  the 
lower  border  of  the  rib  above.  Here  it  gives  off  a  small  branch, 
the  collateral  intercostal,  which  runs  for  some  distance  along  the 
upper  border  of  the  rib  below.  After  supplying  the  muscles,  the 
main  trunk  anastomoses  with  the  anterior  intercostal  branch  of  the 
internal  mammary  artery.  In  some  cases  this  branch  is  as  large 
as  the  intercostal  itself,  and  situated  so  as  to  be  directly  exposed  to 
injury  in  the  operation  of  tapping  the  chest. 

In  its  course  along  the  intercostal  space,  each  artery  sends 
branches  to  the  intercostal  muscles  and  the  ribs.  About  midway 
between  the  sternum  and  the  spine,  each  gives  off  a  small  branch, 
which  accompanies  the  lateral  cutaneous  branch  of  the  inter- 
costal nerve.  The  continued  trunk,  gradually  decreasing  in  size, 
becomes  very  small  towards  the  anterior  part  of  the  space,  and  is 
placed  more  in  the  middle  of  it.  Those  of  the  true  intercostal 
spaces  inosculate  with  branches  of  the  internal  mammary,  and 
thoracic  branches  of  the  axillary ;  those  of  the  false  run  between 
the  layers  of  the  abdominal  muscles,  and  anastomose  with  the 
epigastric  and  lumbar  arteries. 

The  posterior  or  dorsal  branch  passes  backwards  between  the 
transverse  processes  of  the  vertebrae,  on  the  inner  side  of  the 
anterior  costo-transverse  ligament,  and  is  distributed  to  the  muscles 
and  skin  of  the  back.  Each  sends  an  artery  through  the  inter- 
vertebral foramen  to  the  spinal  cord  and  its  membranes. 

On  the  right  side  the  intercostal  veins  terminate  in  the  vena 


150 


INTERCOSTAL  NERVES. 


Fig.  27. 


azygos  major ;  on  the  left,  the  seven  or  eight  lower  terminate  in  the 
vena  azygos  minor,  the  remainder  in  the  left  superior  intercostal  vein. 

The  usual  relation  which  the  intercostal  vessels  and  nerve 
bear  to  each  other  in  the  intercostal  space,  is,  that  the  vein  lies 
uppermost,  the  nerve  lowest,  and  the  artery  between  them. 

Intercostal  These  are  twelve  in  number,  and  are  the  anterior 

Nerves.  divisions  of  the  dorsal  spinal  nerves.    Each  dorsal 

nerve  (like  all  the  spinal  nerves)  arises  from  the  spinal  cord  by  two 
roots,  an  anterior  or  motor,  and  a  posterior  or  sensory.  The  sen- 
sory root  has  a  ganglion  upon  it.  The  two  roots  unite  in  the 
intervertebral  foramen  and  form  a  compound  nerve.    After  passing 

through  the  foramen,  it  is  connec- 
ted by  two  tilaments  with  the  sym- 
pathetic nerve,  and  then  divides  into 
an  anterior  and  a  posterior  branch. 
The  posterior  branches  pass  back- 
wards between  the  transverse  pro- 
cesses of  the  dorsal  vertebrae,  and 
supply  the  muscles  of  the  back. 
The  anterior  branches  (the  proper 
intercostal  nerves)  proceed  between 
the  intercostal  muscles  in  company 
with,  and  immediately  below,-  their 
corresponding  arteries.  In  the  an- 
terior part  of  the  intercostal  space 
the  nerves  lie  in  the  substance  of 
the  internal  intercostal  muscles,  and 
at  the  costal  cartilages  run  through  the  muscles,  passing  in  front 
of  the  triangularis  sterni  and  the  internal  mammary  artery.  Midway 
between  the  spine  and  the  sternum,  they  give  off  lateral  cutaneous 
branches,  which  supply  the  skin  over  the  scapula  and  the  thorax. 
The  intercostal  nerves  terminate  in  front  in  the  anteHor  cutaneous 
nerves ;  the  six  upper,  coming  through  their  respective  intercostal 
spaces,  supply  the  skin  over  the  chest ;  the  six  lower  terminate 
in  the  front  wall  of  the  abdomen,  near  the  linea  alba. 

Notice  that  the  first  dorsal  nerve  ascends    nearly  perpen- 
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dicularly  over  the  neck  of  the  first  rib  to  form  part  of  the  brachial 
plexus.  Before  doing  so,  it  sends  a  nerve  to  the  first  intercostal 
space.    This,  as  a  rule,  has  no  lateral  cutaneous  branch. 

Intercostal  lymphatic  glands. — These  are  situated  near  the 
heads  of  the  ribs ;  there  are  some  between  the  layers  of  the  inter- 
costal muscles.  They  are  of  small  size,  and  their  efferent  vessels  go 
into  tlie  thoracic  duct.    We  have  seen  these  intercostal  glands  en- 
larged and  diseased  in  phthisis. 

Bbonchial  and  Small  bronchial  arteries,  arising  on  the  right 
(Esophageal  side  most  frequently  from  the  first  aortic  intercos- 
Ahteries.  tal  (3rd  intercostal)  artery,  and  on  the  left  from 

the  thoracic  aorta,  accompany  the  bronchial  tube  on  its  posterior 
aspect  into  the  substance  of  the  lung.*  Their  distribution  and 
office  will  be  considered  with  the  anatomy  of  the  lung.  (Esopha- 
geal arteries  four  or  five  in  number  proceed  from  the  front  of  the 
thoracic  aorta  to  ramify  on  the  cesophagus,  where  they  inoscu- 
late above  with  the  oesophageal  branches  of  the  inferior  thyroid, 
and  below  with  the  coronaria  ventriculi  and  phrenic  arteries. 
Small  posterior  mediastinal  arteries  are  given  off  from  the 
posterior  part  of  the  aorta,  and  supply  the  lymphatic  glands  and 
tissues  of  the  posterior  mediastinum. 

Having  finished  the  posterior  mediastinum,  replace  the  lung, 
and  turn  your  attention  once  more  to  the  great  vessels  at  the  root 
of  the  heart. 

Pulmonary  This  vess&l  is  about  two  inches  in  length,  and 

Abtekt.  conveys  the  venous  blood  from  the  heart  to  the 

lungs.  It  proceeds  from  the  upper  part  of  the  right  ventricle,  and 
passes  upwards  and  backwards  along  the  left  side  of  the  aorta  to 
the  concavity  of  the  arch  of  the  aorta,  where  it  divides  into 
two  branches,  a  right  and  a  left,  one  for  each  lung.  At  its  origin 
it  has  on  each  side  an  auricular  appendix  and  a  coronary  artery, 
and  lies  in  front  of  the  root  of  the  aorta.  The  pulmonary  artery 
and  the  aorta  are  surrounded  for  two  inches  by  a  common  sheath  of 

*  On  the  left  side  there  are  usually  two  bronchial  arteries— a  superior,  arising 
from  the  highest  part  of  the  thoratic  aorta,  and  an  inferior,  arising  about  an  inch 
lower  down. 
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pericardium.  The  right  brancli,  the  larger  and  longer,  passe? 
below  the  arch  of  the  aorta  to  the  lung ;  the  left  is  easily  followed 
to  its  lung  by  removing  the  layer  of  pericardium  investing  it. 

Search  should  be  made  for  a  short  fibrous  cord  which  connects 
the  commencement  of  the  left  pulmonary  artery  with  the  concavity 
of  the  arch  of  the  aorta.  This  cord  is  the  remains  of  the  ductus 
arteriosus,  a  canal  which  in  foetal  life  conveyed  blood  from  the 
pulmonary  artery  to  the  aorta. 

Draw  towards  the  left  side  the  first  part  of  the  arch  of  the  aorta, 
and  dissect  the  pericardium  from  the  great  vessels  at  the  base  of 
the  heart.     Thus  a  good  view  will  be  obtained  of  the  trachea  and 
its  bifurcation  into  the  two  bronchi.     Below  the  division  of  the 
trachea  the  right  pulmonary  artery  is  seen  passing  in  front  of  the 
right  bronchus.     The  superior  vena  cava  and  aorta  are  seen  in 
front  of,  and  nearly  at  right  angles  to,  the  right  pulmonary  artery. 
The  vena  azygos  is  seen  arching  over  the  right  bronchus  and  ter- 
minating in  the  vena  cava  superior.    Notice,  especially,  a  number 
of  lymphatic  glands  called  bronchial,  at  the  angle  of  bifurcation 
of  the  trachea.     The  situation  of  these  glands  in  the  midst  of  so 
many  tubes  explains  the  variety  of  symptoms  which  may  be  pro- 
duced by  their  enlarge^ment. 

Nebvks  of  the  ^^^^  nerves  of  the  heart  come  from  the  pneumo- 
Heart  and  Car-  gastric  and  its  recurrent  branch,  and  the  three 
DiAc  Plexuses.  cervical  ganglia  of  the  sympathetic.  The  pneumo- 
gastric  gives  off  (generally)  two  or  more  filaments  (cardiac)  which 
proceed  from  the  main  trunk  in  the  neck,  or  from  its  recurrent 
branch.  The  sympathetic  sends  three  (cardiac)  filaments  ;  one 
from  the  upper  cervical  ganglion,  a  second  from  the  middle,  and 
a  third  from  the  lower  ;  and  they  are  called,  respectively,  the  upper, 
middle,  and  lower  cardiac  nerves  of  the  sympathetic. 

The  minute  and  delicate  nerves  from  these  several  sources  on 
each  side,  pass  downwards  to  the  base  of  the  heart.  They  vary  very 
much  in  their  precise  relations  to  the  great  vessels  upon  which 
they  run  ;  but  speaking  generally,  it  may  be  said  that  the  nerves 
on  the  right  side  run  chiefly  behind  the  arch  of  the  aorta,  those 
on  the  left,  in  front  of  it.    Eventually  they  form,  by  their  mutual 
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subdivisions  and  interlacement,  an  intricate  network  of  nerves, 
termed,  according  to  their  position,  the  deep  and  the  superficial 
cardiac  plexus. 

The  deep  and  larger  cardiac  plexus  is  situated  behind  the 
arch  of  the  aorta  in  front  of  the  bifurcation  of  the  trachea,  and 
immediately  above  the  right  pulmonary  artery.  To  see  it,  the 
pericardial  covering  of  the  aorta  must  be  carefully  removed,  and 
the  vessel  hooked  forwards  and  to  the  left. 

The  superficial  and  smaller  cardiac  plexus  lies  in  the  con- 
cavity of  the  arch  of  the  aorta  in  front  of  the  right  pulmonary 
artery.  It  is  closely  connected  with  the  deep  plexus ;  and  (gene- 
rally) receives  the  upper  cardiac  branch  of  the  left  sympathetic, 
and  the  lower  cardiac  branch  from  the  left  pneumogastric. 

From  the  cardiac  plexuses,  as  a  common  centre,  the  nerves  pass 
off  to  the  heart,  forming  plexuses  aroimd  the  coronary  arteries. 
Thus,  the  anterior  coronary  plexus  (derived  chiefly  from  the 
superficial  cardiac)  accompanies  the  anterior  coronary  artery.  The 
posterior  coronary  plexus  (derived  chiefly  from  the  left  side  of 
the  deep  cardiac)  runs  with  the  posterior  coronary  artery.  The 
two  plexuses  communicate  at  the  apex  of  the  heart,  and  in  the 
ventricular  septum. 

It  is  not  an  easy  matter  to  trace  the  nerves  into  the  substance 
of  the  heart.  For  this  purpose  a  horse's  heart  is  the  best,  and 
previous  maceration  in  water  is  desirable.  The  nerves  in  the 
substance  of  the  heart  are  peculiar  in  this  respect;  that  they 
present  minute  ganglia  in  their  course,  which  are  presumed  to 
preside  over  the  rhythmical  contractions  of  the  heart. 

Constituents  Draw  aside  the  margin  of  the  right  lung ; 
OF  THE  Root  of  divide  the  superior  vena  cava  above  the  vena 
EACH  Lung.  azygos,  and  turn  down  the  lower  part.  Remove 

the  layer  of  pericardium  which  covers  the  pulmonary  veins,  and 
the  constituent  parts  of  the  root  of  the  right  lung  will  be  exposed. 
It  is  composed  of  the  pulmonary  artery,  the  pulmonary  veins, 
bronchus,  bronchial  vessels,  anterior  and  posterior  pulmonary 
plexuses,  and  some  lymphatics.  The  following  is  the  disposition  o^ 
the  large  vessels  forming  the  root  of  the  lung.    In  front  are  the 
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two  pulmonary  veins:  behind  the  veins  are  the  subdivisions  of 
the  pulmonary  artery ;  behind  the  artery  are  the  divisions  of  the 
bronchus.    From  above  downwards  they  are  disposed  thus :— On 


Fig.  28. 


DIAGRAM  SHOWING  THE  CONSTITUENTS  '  OF  THE  ROOT  OF  EACH  LUNG,  AND  THF.IK 
RELATIVE  POSITION  :  ALSO  THE  POSITION  OF  THE  TALTES  OF  THE  HEART.  THK 
ARROWS  INDICATE  THE  DIRKCTIONS  IN  WHICH  AORTIC  AND  MITRAL  MURMURS  ARE 
PROPAGATED. 

the  right  side  we  find — 1st,  the  bronchus;  2nd,  the  artery;  3rd, 
the  veins.  On  the  left,  we  find: — 1st,  the  artery;  2nd,  the 
bronchus  ;  3rd,  the  veins — as  shown  in  fig.  28. 
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DISSECTION  OF  THE  HEART. 

The  heart  is  conical  in  form,  and  more  or  less  convex  on  its 
external  aspect,  with  the  exception  of  that  portion  lying  on  the 
tendinous  centre  of  the  diaphragm,  which  is  flattened.  It  is 
situated  obliquely  in  the  thorax,  and  is  completely  surrounded  by 
the  pericardium.  It  extends  from  the  fourth  to  the  eighth  dorsal 
vertebra,  with  its  base  directed  upwards  and  to  the  right,  its  apex 
downwards  and  to  the  left.  The  position  which  the  heart  bears 
to  the  thoracic  walls  has  been  already  described  (pp.  134-137) ;  it 
varies  however  in  different  subjects,  and  as  a  rule  is  higher  in  the 
dead  body  than  during  life,  owing  to  the  shrinking  of  the  lungs. 

Notice  the  two  longitudinal  grooves  {sulci)  on  the  front  and 
back  surfaces  of  the  heart,  indicating  the  septum  between  the  two 
ventricles  ;  the  anterior  groove  lies  nearer  to  the  left  side,  the 
posterior,  to  the  right  side  of  the  heart. 

A  circular  groove,  nearer  the  base,  marks  the  separation  between 
the  auricles  and  the  ventricles.  In  the  circular  and  longitudinal 
furrows,  surrounded  by  more  or  less  fat,  run  the  coronary  vessels, 
the  nerves  and  the  lymphatics. 

Size  axd  The  size  of  the  heart  is  dependent  upon  so 

Weight.  many  conditions,  that  the  following  measurements 

must  be  received  with  more  or  less  limitation.  An  averao  e  heart  will 
measure  in  its  transverse  direction  at  the  base,  three  and  a  half 
inches ;  in  its  length,  about  five  inches  ;  in  its  thickness,  two  and  a 
half  inches.  The  weight  is  from  ten  to  twelve  ounces  in  the  male, 
and  from  eight  to  ten  in  the  female,  but  much  depends  upon  the 
size  and  condition  of  the  body  generally.  As  a  rule,  the  heart 
gradually  increases  in  length,  breadth,  and  thickness  from  child- 
hood to  old  age.* 

The  heart  is  a  double  hollow  muscular  organ ;  that  is,  it  is 
composed  of  two  hearts,  a  right  and  a  left,  separated  by  a  septum, 
and  not  communicating  with  each  other  except  during  uterine, 
and  rarely  in  adult,  life.  Each  half  consists  of  two  cavities,  an 
auricle  and  a  ventricle,  which  communicate  by  a  wide  orifice, 

*  Bizot,  'M^m.  de  la  Soc.  M^d.  d'Observ.  de  Paris,'  torn.  i.  1836. 
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the  auriculo-ventricular  opening.  The  right  half  of  the  heart 
propels  venous  blood  to  the  lungs,  and  is  called  the  pulmonary.; 
the  left  propels  arterial  blood  from  the  lungs  throughout  the 
body,  and  is  called  the  systemic.  These  two  hearts  are  not 
placed  apart,  because  important  advantages  result  from  their 
union.  By  being  enclosed  in  a  single  bag  they  occupy  less  room 
in  the  chest ;  and  the  action  of  their  corresponding  cavities  being 
precisely  synchronous,  their  fibres,  mutually  intermixing,  contribute 
to  their  mutual  support. 

The  cavities  of  the  heart  should  now  be  examined  in  the  order 
in  which  the  blood  circulates  through  them. 
^       .  This  is  situated  at  the  risfht  side  of  the  base  of 

the  heart,  and  forms  a  quadrangular  cavity,  the 
atrium  or  sinus  venosus,  between  the  two  venae  cavse,  from  which 
it  receives  the  blood.  From  its  front,  a  small  pouch  projects 
towards  the  left,  and  overlaps  the  root  of  the  aorta ;  this  part  is 
termed  the  '  appendix '  of  the  auricle,  and  resembles  a  dog's  ear  in 
shape. 

To  see  the  interior,  make  a  horizontal  incision  through  the 
anterior  wall  from  the  apex  of  the  appendix,  transversely  across 
the  cavity :  from  this  make  another  upwards  at  right  angles  into 
the  superior  vena  cava.  The  interior  is  lined  by  a  polished  mem- 
brane called  the  '  endocardium,^  and  is  everywhere  smooth  except 
in  the  appendix,  where  the  muscular  fibres  are  collected  into 
bundles,  called,  from  their  resemblance  to  the  teeth  of  a  comb, 
'  musculi  pectinatiJ  They  radiate  from  the  auricle  to  the  edge 
of  the  auriculo-ventricular  opening. 

Examine  carefully  the  openings  of  the  two  venae  cavae  :  they 
are  not  directly  opposite  to  each  other ;  the  superior  is  situated  on 
a  plane  rather  in  front  and  a  little  to  the  left  of  the  inferior,  that 
the  streams  of  blood  may  not  meet.  The  inferior  cava,  after  passing 
through  the  tendinous  centre  of  the  diaphragm,  makes  a  slight 
curve  to  the  left  before  it  opens  into  the  auricle,  that  the  stream  of 
its  blood  may  be  directed  towards  the  auriculo-ventricular  opening. 
The  orifice  of  each  vena  cava  is  nearly  circular,  and  surroimded 
by  circular  muscular  fibres  continuous  with  those  of  the  auricle. 
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Tlie  posterior  wall  of  the  auricle  is  formed  by  the  partition 
between  the  auricles,  the  '  septum  auricular um.''  Upon  this 
septum,  above  and  to  the  left  of  the  orifice  of  the  vena  cava 
inferior,  is  an  oval  depression  [fossa  ovalis),  bounded  by  a  pro- 
minent border  (annulus  ovalis).  This  depression  indicates  the 
remains  of  the  opening  (foramen  ovale)  through  which  the 
auricles  communicated  in  foetal  life.  After  birth  this  opening 
closes ;  but  if  the  closure  is  imperfect,  the  stream  of  dark  blood 
in  the  right  auricle  mixes  with  the  florid  blood  in  the  left,  and 
occasions  what  is  called  '  cyanosis.^     A  valvular  communica- 


FiG.  29. 


Auriculo-ventricular  orifice .  .  . 
Fossa  ovalis  

Opening  of  the  coronary  vein  .  . 

Line  oi  Eustachian  valve.    .  .  . 


DIAGRAM  OF  THE  INTEEIOE  OF  THE  EIGHT  AURICLE. 

tion,  however,  not  infrequently  exists  between  the  auricles  in 
this  situation  which  is  not  attended  with  indications  of  this 
disease. 

A  more  or  less  noticeable  fold  of  the  lining  membrane  may  be 
seen  projecting  from  the  front  margin  of  the  v.  c.  inferior  to 
the  front  border  of  the  fossa  ovalis.  It  is  the  remnant  of  the 
'  Eustachian*  valve;  which  was  of  considerable  size  in  fcetal  life, 
and  served  to  direct  the  current  of  blood  from  the  v.  c.  inferior', 
through  the  foramen  ovale,  into  the  left  auricle. 

*  Eustachiu.s,  'Libell.  de  rena  sine  pari.' 
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To  the  left  of  the  Eustachian  valve,  that  is,  between  its  remains 
and  the  auriculo-ventricular  opening,  is  the  orifice  of  the  coronary 
vein ;  it  is  guarded  by  a  semicircular  valve,  called  '  valvula  The- 
besii,''  to  prevent  regurgitation  of  the  blood  during  the  auricular 
contraction.  Here  and  there  upon  the  posterior  wall  of  the  auricle 
may  be  observed  minute  openings  called  ^foramina  Thebesii : ' 
some  being  the  orifices  of  small  veins  returning  blood  from  the 
substance  of  the  heart ;  others  being  simple  depressions  in  the 
muscular  tissue.  To  the  left,  and  rather  in  front  of  the  orifice  of 
the  vena  cava  inferior,  is  the  auriculo-ventricular  opening  guarded 
by  the  tricuspid  valve.  It  is  oval  in  form,  and  will  admit  the 
passage  of  three  fingers.  Lastly,  between  the  orifices  of  the  supe- 
rior and  inferior  vense  cavse  is  a  rounded  elevation,  the  tubercle  of 
Lower  (not  seen  in  the  diagram),  which  is  supposed  to  direct  the 
current  of  blood  in  foetal  life,  from  the  superior  cava  to  the  auri- 
culo-ventricular opening. 

Eight  Yen-  This  forms  the  right  border  and  about  two- 

TMCLE.  thirds  of  the  front  surface  of  the  heart.  To 

examine  its  interior,  a  triangular  flap  should  be  raised  from  its 
anterior  wall.  The  apex  of  this  flap  should  be  below  :  one  cut 
along  the  right  edge  of  the  ventricle,  the  other  along  the  line  of 
the  ventricular  septum.  Observe  that  the  wall  of  the  ventricle  is 
much  thicker  than  that  of  the  auricle.  The  cavity  of  the  ventricle 
is  conical,  with  its  base  upwards  and  to  the  right.  From  its  walls 
project  bands  of  muscular  fibres,  '  columnoe  carnecB^  of  various 
length  and  thickness,  which  cross  each  other  in  every  direction ; 
this  muscular  network  is  generally  filled  with  coagulated  blood. 
Of  these  columnae  carnese  there  are  three  kinds :  one,  stands  out  in 
relief  from  the  ventricle  ;  another  is  attached  to  the  ventricle  by 
its  extremities  only,  the  intermediate  portion  being  free ;  a 
third,  and  by  far  the  most  important  set,  called  ^musculi  papil-- 
lares,^  is  fixed  by  one  extremity  to  the  wall  of  the  ventricle,  while 
the  other  extremity  gives  attachment  to  the  fine  tendinous  cords, 
'  cordce  tendinem,'  which  regulate  the  action  of  the  tricuspid  valve. 
The  number  of  these  musculi  papillares  is  equal  to  the  number  of 
the  chief  segments  of  the  valve  ;  consequently  there  are  three  in 
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the  right  and  two  in  the  left  ventricle.  Of  those  in  the  right 
ventricle,  one  proceeds  from  the  septum. 

There  are  two  openings  in  the  right  ventricle.  One,  the 
aumculo^entricular,  through  which  the  blood  passes  from  the 
auricle,  is  oval  in  form  and  placed  at  the  base  of  the  ventricle. 
It  is  surrounded  by  a  ring  of  fibrous  tissue,  to  which  is  attached 
the  tricuspid  valve.  From  the  upper  and  front  part  of  the  ven- 
tricle, a  smooth  passage,  '  infundibulum '  or  '  conus  arteriosus,^ 
leads  to  the  opening  of  the  pulmonary  artery.  It  is  situated  to  the 
left  and  in  front  of  the  auriculo-ventricular  opening,  and  about 
three-fourths  of  an  inch  higher. 

Tricuspid  This  is  situated  at  the  right  auriculo-ventri- 

Valve.  cular  opening,  and  consists  of  three  principal 

triangular  flaps,  and  besides  these,  of  intermediate  flaps  of  smaller 
size.  Like  all  the  valves  of  the  heart,  it  is  formed  by  a  fold  of 
the  lining  membrane  {endocardium)  of  the  heart  strengthened 
by  fibrous  tissue,  in  which  a  few  muscular  fibres  may  be  demon- 
strated. The  bases  of  the  valves  are  continuous  with  one  another, 
so  that  they  form  a  membranous  ring  between  the  auricle  and 
ventricle,  while  the  segments  project  into  the  cavity  of  the  right 
ventricle.  Of  its  three  principal  flaps,  the  largest  or  anterior  is 
so  placed,  that,  when  not  in  action,  it  partially  covers  the  orifice 
of  the  pulmonary  artery ;  another,  the  internal,  corresponds  with  the 
inferior  wall  of  the  ventricle  ;  the  third,  or  posterior,  rests  upon  the 
septum  ventriculorum. 

Observe  the  arrangement  of  the  tendinous  cords  which  regulate 
the  action  of  the  valve.  First,  they  are  all  attached  to  the  ven- 
tricular surface  of  the  valve.  Secondly,  the  tendinous  cords 
proceeding  from  a  given  papillary  muscle  are  attached  to  the 
adjacent  halves  of  two  of  the  larger  flaps,  and  to  a  smaller  inter- 
mediate one  ;  consequently,  when  the  ventricle  contracts,  and  the 
papillary  muscle  also,  the  adjacent  borders  of  the  flaps  will  be 
approximated.  Thirdly,  to  insure  the  strength  of  every  part  of 
the  valve,  the  tendinous  cords  are  inserted  at  three  different  points 
of  it  in  straight  lines ;  accordingly,  they  are  divisible  into  three 
sets.    Those  of  the  first,  which  are  three  or  four  in  number,  are 
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attached  to  the  base  of  the  valve  ;  those  of  the  second,  from  four 
to  six,  proceed  to  the  middle  of  its  ventricular  surface ;  those  of 
the  third,  which  are  the  smallest  and  most  numerous,  are  attached 
to  its  free  margin.* 

Pulmonary  or  These  are  three  membranous  folds,  like  watch- 
Semilunar  pockets,  situated  at  the  orifiee  of  the  pulmonary 

Valves.  artery.    They  are  attached  to  the  fibrous  ring  at 

the  root  of  the  artery ;  their  free  edges  look  upwards,  and  present 
a  festooned  border,  in  the  centre  of  which  is  a  small  cartilagi- 
nous body  called  the  nodulus  or  corpus  Arantii.]  The  use 
of  these  bodies  is  plain.  Since  the  valves  are  semilunar, 
when  they  fall  together  they  would  not  exactly  close  the  artery ; 
there  would  be  a  space  of  a  triangular  form  left  between  them 
in  the  centre,  just  as  there  is  when  we  put  the  thumb,  fore,  and 
middle  fingers  together.  This  space  is  filled  up  by  these  no- 
dules, so  that  the  closure  becomes  complete. 

The  valves  are  composed  of  folds  of  the  endocardium,  or 
lining  membrane  of  the  heart.  Between  the  folds  is  a  thin  layer 
of  fibrous  tissue,  which  is  prolonged  from  the  fibrous  ring  at 
the  orifice  of  the  artery.  This  layer  of  fibrous  tissue,  however, 
reaches  the  free  edge  of  the  valve  at  three  points  only :  namely,  at 
the  centre,  or  corpus  Arantii,  and  at  each  extremity.  Between  these 
points  it  stops  short,  and  leaves  a  crescent-shaped  portion  of  the  valve 
which  is  thinner  than  the  rest,  and  consists  of  the  endocardial  mem- 
brane. This  crescent-shaped  portion,  called  the  lunula,  is  not  wholly 

*  The  best  mode  of  showing  the  action  of  the  valve  is  to  introduce  a  glass  tube 
into  the  pulmonary  artery,  and  then  to  pour  'water  through  it  into  the  ventricle  until 
the  cavity  is  quite  distended.  By  gently  squeezing  the  ventricle  in  the  hand,  so  as 
artificially  to  imitate  its  natural  contraction,  the  tricuspid  valve  will  flap  back  like  a 
flood-gate,  and  close  the  auriculo-vontricular  opening.  In  this  way  one  can  understand 
how,  when  the  ventricle  contracts,  the  blood  catches  the  margin  of  the  valve,  and  .by 
its  pressure  gives  it  the  proper  distension  and  figure  requisite  to  block  up  the  aperture 
into  the  auricle.  It  is  obvious  that  the  tendinous  cords  will  prevent  tlie  valve  from 
flapping  back  into  the  auricle;  and  this  purpose  is  assisted  by  the  papillary  muscles, 
which  nicely  adjust  the  degree  of  tension  of  the  cords  at  a  time  when  they  would 
otherwise  be  too  much  slackened  by  the  contraction  of  the  ventricle. 

f  So  called  after  Arantius,  an  Italian  anatomist,  who  lived  towards  the  close  of 
the  sixteenth  century. 
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without  fibrous  tissue ;  a  thin  tendinous  cord  runs  along  its  free 
edge,  to  give  it  additional  strength  to  resist  the  pressui'e  of  the 
blood.  Behind  each  of  the  valves  the  artery  bulges  and  forms 
three  slight  dilatations  called  the  sinuses  of  Valsalva.*  These, 
we  shall  presently  see,  are  more  marked  at  the  orifice  of  the  aorta. 

The  action  of  these  valves  is  plain.  During  the  contraction 
of  the  ventricle  the  valves  lie  against  the  side  of  the  artery,  and 
offer  no  impediment  to  the  current  of  blood  ;  during  its  dilatation, 
the  elasticity  of  the  distended  artery  would  force  back  the  column 
of  blood,  but  that  the  valves,  being  caught  by  the  refluent  blood, 
bag,  and  fall  together  so  as  to  close  the  tube.  The  greater  the 
pressure,  the  more  accurate  is  the  closure.  The  coats  of  the 
artery  are  very  elastic  and  yielding,  while  the  valve,  like  the 
circumference  to  which  it  is  attached,  is  quite  unyielding ;  conse- 
quently, when  the  artery  is  distended  by  the  impulse  of  the  blood, 
its  wall  is  removed  from  the  contact  of  the  free  margin  of  the 
valves,  and  these  are  the  more  readily  caught  by  the  regm'gitating 
motion  of  the  blood.  The  force  of  the  reflux  is  sustained  by  the 
tendinous  part  of  the  valves,  and  by  the  muscular  wall  of  the 
ventricle  (probably  in  a  state  of  contraction).  The  valves  are 
capable  of  sustaining  a  weight  of  sixty-three  pounds  before  they 
give  way.f  The  thinner  portions  {lunulas)  become  placed  so  as  to 
lie  side  by  side,  each  one  with  that  of  the  adjacent  valve.  This 
may  be  demonstrated  by  filling  the  artery  with  water. 

This  is  situated  at  the  left  side  and  posterior 
part  of  the  base  of  the  heart,  and  is  somewhat 
smaller  than  the  right  auricle.  It  is  quadrilateral  and  receives 
the  four  pulmonary  veins,  two  on  either  side,  which  return  the 
oxygenated  blood  from  the  lungs.  From  its  upper  and  left  side,  the 
auricular  appendage  projects  towards  the  right,  cmiing  over  the 
root  of  the  pulmonary  artery.  The  auricle  should  be  opened  by  a 
horizontal  incision  from  one  pulmonary  vein  to  another :  from  this 
a  second  should  be  made  into  the  appendix.  Its  interior,  the 
atrium,  is  smooth  and  flat,  excepting  in  the  appendix,  which 
contains  the  musculi  pectinati.    Notice  the  openings  of  the  four 

*  An  Italian  anatomist,  b.  1666,  d.  1723.  j  Haller. 
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pulmonary  veins.  Upon  the  septum  between  the  auricles  is  a 
semilunar  depression  indicating  the  remains  of  the  foramen  ovale. 
At  the  lower  and  front  part  of  the  auricle  is  the  auriculo-vent-ri- 
cular  opening.  It  is  oval,  with  its  long  axis  nearly  ■  transverse, 
and  in  the  adult  will  admit  the  passage  of  two  fingers. 

Left  Yen-  This  occupies  the  left  border,  and  forms  the 

™CLE.  apex  of  the  heart.    One  third  of  it  only  is  seen 

on  the  anterior  surface,  the  rest  being  on  the  posterior.  To 
examine  the  interior,  raise  a  triangular  flap,  with  the  apex  below, 
from  its  front  wall.  Observe  that  its  wall  is  about  three  times 
as  thick  as  that  of  the  right  ventricle,  and  that  this  thickness 
gradually  diminishes  towards  the  apex.  The  interior  of  the  left 
ventricle  so  closely  resembles  that  of  the  right  that  there  is  no 
necessity  to  describe  it  in  detail.  The  auriculo-ventHcular  valve 
consists  of  only  two  principal  flaps :  hence  its  name  mitral  or 
bicuspid.  The  larger  of  these  flaps  is  placed  between  the  aortic 
and  auriculo-ventricular  orifices.  There  are  only  two  musculi 
papillares ;  one  attached  to  the  anterior,  the  other  to  the  posterior 
wall  of  the  ventriele.  They  are  thicker  and  their  chordae  tendinece 
stronger  than  those  of  the  right  ventricle,  but  their  arrangement 
is  precisely  similar.  From  the  upper  and  back  part  of  the  ven- 
tricle, a  smooth  passage  leads  to  the  orifice  of  the  aorta.  This 
orifice  is  placed  in  the  groove  between  the  two  auricles,  and  some- 
what in  front  and  to  the  right  side  of  the  left  auriculo-ventricular 
opening.  The  two  orifices  are  close  together,  and  only  separated 
by  the  larger  flap  of  the  mitral  valve.  The  aortic  orifice  is 
guarded  by  three  semilunar  valves,  of  which  the  arrangement, 
structure,  and  mode  of  action  are  similar  to  those  of  the  pulmonary 
artery.  Their  framework  is  proportionately  stronger,  consistently 
with  the  greater  strength  of  the  left  ventricle,  and  the  greater 
impulse  of  the  blood.  In  the  sinuses  of  Valsalva  are  observed 
the  orifices  of  the  two  coronary  arteries. 

The    circumferences  of  the  four  orifices  are 

Size  of  the  aha-  ^ 

AuBicuLo-YENTEi-    as  follows  i  that  of  the  tricuspid  orifice,  4-74  inches ; 

cuLAE  AND  Akte-  that  of  the  mitral  4  inches ;  that  of  the  pulmonary, 
BiAL  Openings.       3.55  .^^j^gg .        ^^^^     ^he  aortic,  3-14  inches.* 

*  Ur.  Peacock,  '  Croonian  Lectures,'  1865. 
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CoRONABT  The  heart  is  supplied  with  blood  by  the  two 

A?TEKiEs.  coronary  ai'teries,  a  right  or  posterior,  and  a  left  or 

anterior.  They  are  about  the  size  of  a  crow's  quill.  Both  arise 
from  the  aorta  just  above  the  free  margins  of  the  two  anterior 
semilunar  valves,  and  thus  always  allow  the  passage  of- blood; 
both  run  in  the  furrows  on  the  surface  of  the  heart ;  both  are 
accompanied  by  the  cardiac  nerves  and  by  lymphatics. 

The  antenor  or  left  coronary  artery,  the  smaller  of  the  two, 
arises  from  the  left  side  of  the  aorta.  It  appears  between  the 
pulmonary  artery  and  the  appendix  of  the  left  auricle,  and  then 
divides  into  two  branches :  one  which  seems  the  continuation  of 
the  main  trunk  and  runs  down  the  inter-ventricular  furrow  on 
the  anterior  sm-face  of  the  heart  to  the  apex;  the  other  passes 
transversely  to  the  left,  in  the  left  auriculo-ventricular  groove  to 
the  back  of  the  heart. 

The  postenor  or  right  coronary  artery  arises  from  the  right 
side  of  the  aorta,  and  descends  obliquely  between  the  pulmonary 
artery  and  the  appendix  of  the  right  auricle.  It  then  turns  to  the 
right  in  the  groove  between  the  right  ventricle  and  auricle  to  the 
back  of  the  heart,  where  it  divides  into  two  branches ;  one  of 
which  descends  in  the  posterior  inter-ventricular  furrow  towards 
the  apex  of  the  heart ;  the  other,  which  appears  to  be  the 
continuation  of  the  main  trunk,  runs  in  the  left  auriculo-ven- 
tricular groove.  Besides  these  branches,  the  right  coronary  gives 
off  a  large  branch  which  runs  along  the  free  border  of  the  right 
ventricle. 

Thus,  the  leading  trunks  of  the  coronary  arteries  run  in  the 
furrows  of  the  heart,  usually  surrounded  by  fat.  Their  numerous 
branches  supply  the  walls  of  the  auricles  and  ventricles,  and  their 
terminations  communicate  slightly  with  each  other. 

CoEONAEY  The  vein  which  corresponds  with  the  anterior 

Veins  AND  Sinus,  coronary  artery  ascends  in  the  inter-ventricular 
sulcus,  and  then  curves  round  the  left  side  of  the  heart  in  the 
auriculo-ventricular  groove,  where  it  takes  the  name  of  the  great 
cardiac  vein.  This  vein  soon  dilates  into  a  large  trunk,  the 
coronary  sinuSf  which  opens  into  the  back  of  the  right  auricle. 

M  2 
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Other  veins,  known  as  the  jposteHor  cardiac,  three  or  four  in 
number,  ascend  along  the  posterior  surface  of  the  heart,  to  open 
by  valved  orifices  into  the  coronary  sinus  ;  while  others,  the  anterior 
cardiac  veins,  are  seen  running  up  on  the  anterior  surface  of 
the  right  ventricle  to  terminate  directly  in  the  right  auricle. 
The  coronary  sinus  is  about  an  inch  in  length,  and  its  orifice 
in  the  right  auricle  is  guarded  by  a  valve  {valve  of  Thehesius)  to 
prevent  regurgitation  of  the  blood.  It  is  covered  and  more  or 
less  supported  in  its  course  by  muscular  fibres  passing  from  one 
auricle  to  the  other. 


Fig.  30. 


DIAGBAM  OF  THE  EELATITB  POSITION  OF  THE  VALVES  OF  THE  HEAET, 

SEEN  raOM  ABOVE. 

A  is  placed  on  the  triangular  interval  where  the  fibrous  skeleton  is  the  thickest. 

PiBBous  Zones  What  may  be  termed  the  fibrous  skeleton  of 
OR  Skeleton  of  the  heart,  consists  of  four  rings  which  surround, 
THE  Heabt.  respectively,  the  four  orifices  at  its  base :  namely, 

the  two  auriculo-ventricular,  the  aortic,  and  the  pulmonary.  These 
rings  give  attachment  by  their  external  circumference  to  the 
muscular  fibres  of  the  heart,  and  from  their  internal  circumference 
send  fibrous  prolongations  to  form  the  framework  of  the  several 
valves.    The  skeleton  is  strongest  just  in  the  triangular  interspax;e 
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between  the  aortic  and  the  two  aiiriculo-ventricular  orifices  (letter  a 
in  fig.  30).  In  some  animals,  as  in  the  ox  and  the  elephant,  there 
is  here  an  irregularly  triangular  bone,  known  as  the  '  os  cordis.' 

The  relative  position  of  these  rings  is  best  seen  by  removing 
the  auricles  and  the  great  vessels  at  the  base  of  the  heart — leaving 
the  several  valves,  and  looking  at  them  from  above,  as  shown  in 
the  diagram.  The  pulmonary  ring  is  on  the  highest  level,  and 
nearest  to  the  sternum  ;  below  it,  is  the  aortic  ring  lying  between 
and  in  front  of  the  auriculo-ventricular  rings,  which  are  on  the 
lowest  level. 

Attachment  of  "^^^  fibrous  rings  at  the  arterial  orifices  present 
THE  Laege  Arte-  three  festoons  with  their  concavities  directed  up- 
EiEs  to  the  wards.  These  give  attachment,  above,  to  the  middle 

Ventricles.  ^^^^      ^j^^  artery  ;  below,  to  the  muscular  fibres 

of  the  heart ;  and,  internally,  to  the  fibrous  tissue  of  the  valves. 
The  vessels  are  also  connected  to  the  heart  by  the  serous  layer  of 
the  pericardium,  and  by  a  continuation  of  the  lining  membrane  of 
the  ventricle. 

This  smooth  membrane  lining;  the  cavities  of 
Endocardium.  ,  i  i       ,       .         i  ? 

the  heart  resembles  the  visceral  layer  of  the  peri- 
cardium, and  is  continuous  with  the  lining  membrane  of  the 
blood-vessels.  It  may  be  easily  stripped  off,  and  is  thin  and 
semi-transparent,  thicker  in  the  left  than,  in  the  right  cavities, 
thickest  of  all  in  the  left  auricle.  It  consists  of  three  layers : 
1,  a  layer  of  flattened  polygonal  cells,  resting  upon,  2,  some  elastic 
fibres  resembling  the  fenestrated  coat  of  an  artery,  and,  3,  a  thin 
layer  of  connective  tissue. 

Arrangement  The  muscular  fibres  of  the  heart  are  of  the 
OF  the  Muscular  striped  variety,  but  differ  from  ordinary  striped 
Auricle^  ™^        muscular  tissue,  in  being  smaller,  destitute  of  sarco- 

lemma,  branched,  nucleated,  and  involuntary.  The 
fibres  of  the  auricles  are  distinct  from  those  of  the  ventricles.  They 
consist  of  a  superficial  layer  common  to  both  cavities,  and  a  deeper 
layer  proper  to  each.  The  superficial  fibres  run  transversely 
across  the  auricles,  and  are  most  marked  on  the  anterior  surface ; 
some  pass  into  the  septum.    Of  the  deeper  fibres,  some  are  annu- 
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lar  and  surround  the  auricular  appendages  and  the  entrance  of 
the  great  veins,  upon  which  a  few  may  be  traced  for  a  short  dis- 
tance ;  others,  looped,  run  over  the  auricles,  and  are  attached  in 
front  and  behind  to  the  auriculo-ventricular  rings. 

Akkangb™  .  Speaking  generally,  it  may  be  said  that  the 
OF  THE  Muscular  right  and  left  ventricles  of  the  heart  are  two 
Fibres  of  the  conical  muscular  sacs,  enclosed  in  a  third,  which 
Ventricles.  ^^-^j  envelopes  them,  but  is  reflected  into  the 

inteiior  of  both,  at  their  apices,  so  as  to  line  their  cavities.  All 
the  muscular  fibres  are  attached  by  one  end  to  the  fibrous  rings  of 
the  orifices,  and,  by  the  other  end,  after  a  more  or  less  spiral 
course,  they  reach  the  rings  again,  either  directly  or  through  the 
medium  of  the  chordae  tendineaB  and  valves. 

Let  us  first  take  the  arrangement  of  the  superficial  fibres, 
those,  namely,  of  the  sac  which  envelopes  both  ventricles.  The 
fibres  covering  the  anterior  surface  of  the  heart  start  from  the 
right  auriculo-ventricular  and  pulmonary  rings,  and  run  more  or 
less  spirally  from  right  to  left  towards  the  apex  of  the  heart :  those 
covering  the  posterior  part  of  the  heart  start  from  the  auriculo- 
veutricular  rings,  and  run  more  or  less  spirally  from  left  to  right 
to  reach  the  apex.  At  the  apex  what  becomes  of  the  fibres  ?  They 
form  a  whorl,  are  reflected  upon  themselves,  and  enter  the  interior 
of  the  ventricles  so  as  to  form  their  innermost  muscular  lining — in 
other  words,  the  fleshy  columns  of  their  cavities. 

Ventricular  Each  sac  consists  of  muscular  fibres,  arranged 

Sacs.  more  or  less  transversely,  which  arise  from  some 

part  of  the  ring,  run  round  the  ventricle,  and  are  fixed  to  another 
part  of  the  ring.  Thus  each  sac  forms  a  hollow  conical  barrel, 
open  at  both  ends ;  the  broad  end  representing  the  orifice  of  the 
ring,  the  narrow  end  representing  the  orifice  through  which  the 
fibres  of  the  common  sac  enter  the  ventricles.* 

Thickness  OF         The  average  thickness  of  the  right  auricle  is 
the  Cavities.        about  one  line ;  that  of  the  left,  one  and  a  half. 

*  For  further  information  on  this  sul.iect,  consult  Pettigrew,  'Philosoph.  Trans- 
actions,' 186i;  Dr.  Sibson,  'Medical  Anatomy,'  1869;  Winckler,  ' Miiller's  Archiv,' 
1865;  Quain's  'Anatomy,'  vol.  ii.  p.  257,  1876. 


PECULIARITIES  OP  FCETAL  HEART. 


167 


The  average  thickness  of  the  right  ventricle  at  its  thickest 
part— i.e.  the  base— is  about  two  lines.  That  of  the  left  ventricle 
at  its  thickest  part — i.e.  the  middle — is  about  half  an  inch.  In 
the  female  the  average  is  less. 

Fig.  31. 


SUP*^  V.  c 


]|  DUCTUS 

ARTERIOSUS 

LEFT  PULM'' 
ARTERY. 


FORAMEN  OVALE 


PLAC  EN  TA 

SCHEME  OF  THE  FCETAL  CIRCtTLATION. 


pBcrLiAKiTiEs  The  heart  of  the  foetus  differs  from  that  of  the 
OF  FcETAL  Heart,  adult  in  the  following  points  : — 1 .  The  Eustachian 
valve  is  well  developed  in  order  to  guide  the  current  of  blood  from 
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the  vena  cava  inferior  into  the  foramen  ovale.  2.  The  foramen 
ovale  is  widely  open.  3.  The  right  and  left  pulmonai-y  arteHes 
are  very  small  and  ill  developed,  so  as  to  admit  very  little  blood 
to  the  lungs.  4.  The  ductus  arteriosus  (from  the  pulmonary 
artery  to  the  aorta)  is  widely  open.  5.  The  right  and  left  ventricles 
are  of  equal  thickness  because  they  have  equal  work  to  perform. 

FcETAL  Circulation. 

Circulation  of  The  umbilical  vein  (fig.  31 ) ,  bringing  pure  blood 
THE  Blood  in  the  from  the  placenta,  enters  at  the  umbilicus,  and 
passes  to  the  under  surface  of  the  liver,  where  it 
sends  off  some  small  branches  to  the  left  lobe.  At  the  transverse 
fissure  it  divides  into  two  branches :  one,  the  smaller,  termed  the 
ductus  venosus,  passes  straight  to  the  inferior  vena  cava ;  the 
other  or  right  division  joins  the  vena  portae,  and  after  ramifying  in 
the  liver,  returns  its  blood  through  the  hepatic  veins  into  the 
inferior  vena  cava.  From  the  inferior  vena  cava,  the  blood  enters  the 
right  aiu'icle,  and  this  stream  (directed  by  the  Eustachian  valve) 
flows  through  the  foramen  ovale  into  the  left  auricle.  From  the 
left  auricle  it  runs  into  the  left  ventricle,  and  thence  through  the 
aorta  (only  a  small  quantity  passing  into  the  descending  thoracic 
aorta)  into,  the  great  vessels  of  the  head  and  the  upper  limbs, 
which  are  thus  supplied  by  almost  pure  blood. 

From  the  head  and  the  upper  limbs,  the  blood  returns  (impure) 
through  the  superior  vena  cava  into  the  right  am-icle,  and  flows 
into  the  right  ventricle.  From  the  right  ventricle  it  passes  through 
the  pulmonary  artery,  and  the  ductus  arteriosus,  into  the  end 
of  the  arch  of  the  aorta ;  only  a  very  small  quantity  of  it  going 
to  the  lungs.  From  the  aorta,  part  of  the  blood  is  distribute** 
to  the  pelvis  and  lower  extremities ;  part  is  conveyed  through  the 
umbilical  arteries  to  the  placenta,  where  it  becomes  oxygenated. 

The  following  changes  take  place  in  the  circulation  after 
birth : — 

I.  The  umbilical  vein  becomes  obliterated  from  the  second  to 
the  fifth  day  after  birth,  and  subsequently  forms  the  round  liga- 
ment of  the  liver. 
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2.  The  ductus  venosus  also  becomes  closed  about  the  same 
period. 

3.  The  foramen  ovale  and  ductus  arteriosus  become  com- 
pletely closed  from  the  sixth  to  the  tenth  day. 

4.  The  'pulmonary  arteries  enlarge  and  convey  venous  blood 
to  the  lungs.  These  organs  during  foetal  life  receive  only  a  small 
quantity  of  blood  from  these  arteries. 

5.  The  hypogastric  arteries  become  obliterated  on  the  fourth 
or  fifth  day  after  bu'th. 


STRUCTUEE  OP  THE  LUNGS. 

The  lungs  are  very  vascular  spongy  organs  in  -which  the  blood 
is  oxygenated  by  exposure  to  atmospheric  air.  Their  situation  and 
shape  have  been  briefly  described  (p.  140).  We  must  now  examine 
the  trachea,  the  common  air-passage  to  both  lungs,  and  then 
trace  this  tube  downwards  to  its  bifurcation  into  the  two  bronchi, 
which,  with  their  minute  subdivisions,  form  the  main  structm-e 
of  the  lungs. 

^  This  is  a  partly  membranous,  partly  cartila- 

ginous tube,  and  is  situated  in  the  middle  line. 
It  extends  from  the  cricoid  cartilage,  i.e.  opposite  the  upper 
border  of  the  sixth  cervical  vertebra,  to  the  third  dorsal  ver- 
tebra, where  it  divides  into  two  tubes,  the  right  and  left 
bronchus :  one  for  each  lung.  Its  length  is  from  four  to  four 
and  a  half  inches,  and  its  width  from  eight  to  ten  lines ;  but  these 
measurements  vary  according  to  the  age  of  the  patient  and  the 
capacity  of  the  lungs.  The  trachea  is  surrounded  by  a  quantity 
of  loose  connective  tissue,  so  as  to  allow  of  its  free  mobility.  It 
is  kept  permanently  open  by  a  series  of  incomplete  cartilaginous 
rings,  from  sixteen  to  twenty  in  number,  which  extend  round  the 
anterior  two-thirds  of  its  circumference.  These  rings  are  deficient 
at  the  posterior  part  of  the  tul)e,  where  it  is  completed  by  a  fibro- 
muscular  membrane.  This  deficiency  allows  the  trachea  to  enlarge 
or  diminish  its  calibre ;  and  for  this  purpose  the  membranous  part 
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of  the  tube  is  provided  with  unstriped  muscular  fibres  which  can 
•  approximate  the  ends  of  the  rings. 

The  relations  of  the  trachea  to  the  surrounding  parts  should 
be  considered,  first,  in  the  neck,  and  then  within  the  thorax. 

In  the  neck,  it  has  in  front  of  it  the  isthmus  of  the  thyroid 
body,  the  sterno-hyoid  and  sterno-thyroid  muscles,  the  middle 
thyroid  veins,  two  layers  of  the  deep  cervical  fascia,  the  arteria  thy- 
roidea  ima,  if  present,  and  (at  the  root  of  the  neck)  the  innomi- 
nate and  left  common  carotid  arteries.  Laterally,  it  is  in  relation 
with  the  lobes  of  the  thyroid  body,  the  common  carotid  arteries,  the 
recurrent  laryngeal  nerves,  and  the  inferior  thyroid  arteries. 
Behind  it,  is  the  oesophagus,  inclining  slightly  to  the  left. 

In  the  chest,  in  front  of  the  trachea  are  the  origins  of  the 
sterno-hyoid  and  thyroid  muscles,  the  left  brachio-cephalic  vein, 
the  first  parts  of  the  innominate  and  left  common  carotid  arteries, 
the  transverse  portion  of  the  arch  of  the  aorta,  and  the  deep  cardiac 
plexus.  On  the  right  side  are  the  pleura  and  right  pneumogastric 
nerve ;  on  the  left,  the  pleura,  the  left  carotid,  the  left  pneumo- 
gastric, cardiac,  and  recurrent  laryngeal  nerves. 

BnoNCHi,  Eight       The  two  bronchi  differ  in  length,  direction,  and 
Aio)  Lept.  diameter.    The  right  is  shorter  than  the  left, 

about  an  inch  long,  and  passes  more  horizontally  to  the  root  of  its 
lung,  on  a  level  with  the  fourth  dorsal  vertebra.  It  is  larger  in  all 
its  diameters  than  the  left ;  hence,  foreign  bodies  which  have  acci- 
dentally dropped  into  the  trachea  are  more  likely  to  be  carried 
into  the  right  bronchus  by  the  current  of  the  air.  The  left  is 
about  two  inches  in  length,  and,  descending  more  obliquely  to  its 
lung  than  the  right,  enters  it  on  a  level  with  the  fifth  dorsal 
vertebra. 

The  vena  azygos  major  arches  over  the  right  bronchus,  to 
terminate  in  the  superior  v.c.  The  left  bronchus  passes  under 
the  arch  of  the  aorta  in  front  of  the  oesophagus,  and  subsequently 
crosses  in  front  of  the  descending  aorta. 

The  cmtilages  of  the  trachea  vary  in  number  from  sixteen  to 
twenty,  of  the  right  bronchus  from  six  to  eight,  and  of  the  left 
from  nine  to  twelve.    Those  of  the  trachea  form  about  two-thirds 
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of  a  circle,  somewhat  like  a  horseshoe  in  shape,  and  about  one-sixth 
of  an  inch  in  their  vertical  direction.  The  first  cartilage  is  the 
broadest,  and  that  at  the  bifurcation  of  the  trachea  is  shaped  like 
the  letter  V ;  its  angle  projects  into  the  centre  of  the  main  tube, 
and  its  sides  belong  one  to  each  bronchus. 

The  cartilages  are  connected,  and  covered  on  their  outer  and 
inner  surfaces  by  a  tough  membrane,  consisting  of  connective  and 
elastic  tissues.  This  membrane  is  attached  above  to  the  circum- 
ference of  the  cricoid  cartilage,  and  is  continued  through  the 
whole  extent  of  the  trachea  and  bronchial  tubes.  Posteriorly, 
where  the  cartilages  are  deficient  it  maintains  the  integrity  of  the 
tube.  In  this  tissue,  which  is  of  a  pale  reddish  colour,  is  a  layer 
of  \mstriped  muscular  fibres,  arranged  in  a  transverse  and  a  longi- 
tudinal direction. 

MuscuiAH  This  thin  stratum  of  unstriped  muscular  fibres 

Tissue.  jg  exposed  when  the  fibrous  membrane  and  tracheal 

glands  have  been  removed.  Some  of  the  fibres  extend  transversely 
between  the  posterior  free  ends  of  the  cartilages,  while  some  are 
arranged  in  longitudinal  bundles.  By  their  contraction  they 
approximate  the  ends  of  the  cartilages,  and  diminish  the  calibre 
of  the  trachea. 

Elastic  Tissue        "^^^^     chiefly  found  in  the  membranous  part  of 
the  tube,  and  its  fibres  run  in  a  longitudinal  direc- 
tion.   It  is  this  tissue  which  raises  the  mucous  membrane  into 
folds,  and  its  elasticity  admits  of  the  elongation  and  the  recoil  of 
the  tube. 

Teacheal  Between  the  fibrous  and  muscular  layers  of  the 

Glands.  trachea  are  a  number  of  small  mucous  glands, 

most  numerous  on  the  posterior  part  of  the  tube.  They  are 
compound  racemose  glands,  lined  with  columnar  epithelium,  and 
in  health  their  secretion  is  clear,  and  just  suflScient  xo  lubricate 
the  air-passages.  In  bronchitis  they  are  the  sources  of  the  abun- 
dant viscid  expectoration. 

Mucous  Mem-  The  muoous  membrane  lining  the  air-passages 
is  a  continuation  of  that  of  the  larynx.  Its  colour 
in  the  natural  state  is  nearly  white,  but  in  catarrhal  affections  it 
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becomes  bright  red,  in  consequence  of  the  accumulation  of  blood 
in  the  capillary  vessels.  It  is  continued  into  the  ultimate  air- 
cells,  where  it  becomes  thinner  and  more  transparent.  In  its 
deeper  layer  is  found  a  considerable  amount  of  elastic  tissue ;  in 
its  superficial  layer  a  quantity  of  lymphoid  tissue.  Its  surface  is 
lined  with  a  layer  of  columnar  ciliated  epithelial  cells.  The 
vibratile  movement  of  the  cilia  is  directed  in  such  a  way  as  to 
favour  the  expectoration  of  the  mucus.  The  ciliated  epithe- 
lium lining  the  mucous  membrane  ceases  at  the  commencement 
of  the  air-cells,  where  it  is  replaced  by  the  squamous  variety. 

At  the  root  of  the  lung  each  bronchus  divides  into  two  branches, 
an  upper  and  a  lower,  corresponding  to  the  lobes  of  the  lung ;  on 
the  right  side,  the  lower  branch  sends  a  small  division  to  the  third 
lobe  of  the  lung.  The  tubes  diverge  through  the  lung,  and  divide 
into  branches,  successively  smaller  and  smaller,  until  they  lead  to 
the  air-cells.  These  ramifications  do  not  communicate  with  each 
other ;  hence,  when  a  bronchial  tube  is  obstructed,  all  supply  of 
air  is  cut  off  from  those  cells  to  which  it  leads. 

The  several  tissues,  cartilaginous,  fibrous,  muscular,  mucous, 
and  glandular,  which  compose  the  air-passages,  are  not  present 
in  equal  proportions  throughout  all  their  ramifications,  but  each  is 
placed  in  greater  or  less  amount  where  it  is  required.  The  car- 
tilaginous rings  necessary  to  keep  the  larger  tubes  permanently 
open  become,  in  the  smaller  tubes,  fewer  and  less  regular  in  form. 
As  the  subdivisions  of  the  tubes  multiply,  the  cartilages  consist  of 
small  pieces  placed  here  and  there;  they  become  less  and  less 
firm,  and  finally  disappear  when  the  tube  is  reduced  to  one- 
fortieth  of  an  inch  in  diameter.  The  smallest  air-passages  are 
entirely  membranous,  being  formed  of  fibrous,  elastic,  and  muscular 
tissues. 

The  lungs  are  composed  of  cartilaginous  and 
membranous  tubes,  of  which  the  successive  sub- 
divisions convey  the  air  into  closely-packed  minute  cells,  called 
the  aw-vesicles ;  of  the  ramifications  of  the  pulmonary  artery  and 
veins;  of  the  bronchial  vessels  concerned  in  their  nutrition;  of 
lymphatics  and  nerves.    These  component  parts  are  united  by 
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connective  tissue,  and  covered  externally  by  pleura.  The  part  at 
which  they  respectively  pass  in  and  out  is  called  the  root  of  the 
lung. 

The  lungs  are  the  lightest  organs  in  the  body,  and  float  in 
water.  When  entirely  deprived  of  air  they  sink.  This  is  observed 
in  certain  pathological  conditions;  e.g.  when  one  lung  is  com- 
pressed by  effusion  into  the  chest,  or  rendered  solid  by  inflam- 
mation. 

CoNTKACTiBi-  Whcu  au  opeulug  is  made  into  the  chest,  the 

LiTT  OF  THE  luug,  whlch  was  in  contact  with  the  ribs,  imme- 

diately  recedes  from  them,  and,  provided  there  be 
no  adhesions,  gradually  contracts.  If  the  lungs  be  artificially 
inflated,  either  in  or  out  of  the  chest,  we  observe  that  they 
spontaneously  expel  a  part  of  the  air.  This  disposition  to 
contract,  in  the  living  and  the  dead  lung,  is  due  to  the  elastic 
tissue  in  the  bronchial  tubes  and  the  air-cells ;  but  more  especially 
to  a  layer  of  delicate  elastic  tissue  on  the  surface  of  the  lung, 
which  has  been  described  by  some  anatomists  as  a  distinct  coat, 
under  the  name  of  the  second  or  inner  layer  of  the  pleura.* 

^  The  lungs  are  of  a  livid  red  or  violet  colour ; 

they  often  present  a  mixture  of  tints,  giving  them 
a  marble-like  appearance.  This  is  not  the  natural  colour  of  the 
organ,  since  it  is  produced  in  the  act  of  dying.  It  depends  upon 
the  stagnation  of  the  venous  blood,  which  the  right  ventricle  still 
propels  into  the  lungs,  though  respiration  is  failing.  The  tint 
varies  in  particular  situations  in  proportion  to  the  amount 
of  blood,  and  is  always  deepest  at  the  back  of  the  lung.  Eut 
the  colour  of  the  proper  tissue  of  the  lung  apart  from  the 
blood  which  it  contains  is  pale  and  light  grey.  This  colour  is 
seldom  seen  except  in  the  lungs  of  infants  who  have  never  breathed, 
or  after  death  from  profuse  haemorrhage. 

Upon  or  near  the  surface  of  the  lungs,  numerous  dark  spots 
are  observed,  which  do  not  depend  upon  the  blood,  since  they  are 
seen  in  the  palest  lungs.     They  vary  in  number  and  size,  and 

*  In  some  animals,  the  seal  especially,  the  elasticity  of  this  tissue  is  very  strongly 
marked. 
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increase  with  age.     The  source  of  these  discolouration s  is  not 

exactly  known ;  but  they  are  probably  deposits  of  minute  particles 

of  carbonaceous  matter  which  have  been  inhaled  with  the  air. 

In  the  male  the  average  weiarht  of  the  risfht 
Weight.  o  o  o 

lung  is  24  oz.,  that  of  the  left,  21  oz. ;  in  the  female 
the  average  is  about  17  oz.  on  the  right,  and  15  oz.  on  the  left  side. 

The  total  capacity  of  the  lungs  in  an  adult  male  of  ordinary 
height  is  282  cubic  inches ;  and  the  amount  of  air  still  contained 
in  the  lungs  after  a  forced  expiration  has  been  estimated  at  57  cubic 
inches.  The  difference  between  these  volumes  indicates  the  amount 
of  air  which  can  be  inhaled,  from  the  deepest  expiration  to  the  fullest 
inspiration,  and  has  been  termed  the  vital  capacity  of  the  lungs.* 
Lobules  of  the       The  surface  of  the  healthy  lung  is  marked  by 

faint  white  lines,  which  map  it  out  into  a  number 
of  angular  spaces  of  various  size.  These  spaces  indicate  the  lobules 
of  the  lung.  Each  lobule  is  a  lung  in  miniature.  Whoever 
understands  the  structure  of  a  single  lobule,  understands  the  struc- 
ture of  the  entire  lung.  The  lobules  are  connected  by  fine  areolar 
tissue,  called  interlobular,  which  is  everywhere  soft  and  elastic  to 
allow  the  free  expansion  of  the  organ.  The  cells  of  this  tissue 
have  no  communication  with  the  air-vesicles  unless  the  latter  be 
ruptured  by  excessive  straining,  and  then  this  intermediate  tissue 
becomes  inflated  with  air,  and  is  called  '  interlobular  emphy- 
sema.' "When  infiltrated  with  serum  it  constitutes  '  oedema '  of 
the  lung. 

Each  lobule  receives  a  small  bronchial  tube,  lobular  bronchial 
tube,  which  subdivides  into  smaller  branches.  Thus  reduced  in 
size,  the  walls  of  the  tubes  no  longer  present  traces  of  cartilaginous 
tissue,  but  are  composed  of  a  delicate  elastic  membrane  upon 
which  the  capillaries  ramify  in  a  very  minute  network.f  Each 
tube  finally  leads  into  an  irregular  passage,  lobular  passage,  from 
which  proceed  on  all  sides  numerous  dilatations :  these  are  the 

*  Hutchinson,  '  Med.  Chir.  Trans.,'  vol.  xxix,  1846, 

t  In  phthisis  the  expectoration  contains  some  of  the  dSbris  of  this  elastic  frame- 
work of  the  air-vesicles;  it  can  be  seen  under  the  microscope,  and  is  a  test  of  the 
character  of  the  sputa. 
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air-cells  or  alveoli,  which  vary 


from  Jo 


to 


7  0 


of  an  inch  in 


Fig.  32. 


diameter  (fig.  32).  The  air-cells  themselves  present  a  number 
of  shallow  depressions,  separated  by  somewhat  prominent  parti- 
tions, so  that  their  interior  has  a  honey- 
combed appearance,  as  shown  in  fig.  32. 
The  purpose  of  these  is  to  increase 
the  extent  of  surface  upon  which  the 
capillaries  may  ramify.  The  structure 
of  the  minute  air-cell  of  the  human 
lung  is  in  all  respects  similar  to  the 
large  respiratory  sac  of  the  reptile. 

The  structure  of  the  air-cells  differs 
in  some  important  features  from  that 
of  the  small  bronchial  tubes ;  the 
muscular  tissue  disappears,  the  elastic 
tissue  is  no  longer  arranged  in  bundles, 
but  becomes  frayed  out  and  inter- 
mingled with  the  connective  tissue, 
and  the  ciliated  epithelium  is  replaced 
by  a  single  layer  of  squamous  epithe- 
lium. 

PiTLMONAKY  The  brauchcs  of  the  pulmonary  artery  subdivide 

Vessels.  with  the  bronchial  tubes.  Their  ultimate  ramifica- 

tions spread  out  in  such  profusion  beneath  the  epithelium  of  the 
air-cells,  that  a  well-injected  lung  appears  a  mass  of  the  finest 
network  of  capillaries.  This  network  is  single  and  is  so  close  that 
the  interstices  are  even  narrower  than  the  vessels,  which  are  on  an 
average  about  ^^qq  of  an  inch  in  diameter.  The  blood  and  air 
are  not  in  actual  contact.  Nothing,  however,  intervenes  but  the 
wall  of  the  cell  and  the  capillary  vessels,  which  are  such  delicate 
structures  that  they  oppose  no  obstacle  to  the  free  interchange  of 
gases  by  which  the  blood  is  purified.  This  purification  is  effected 
by  the  taking  in  of  oxygen,  and  the  elimination  of  carbonic  acid 
and  watery  vapour.  The  most  complete  purification  takes  place 
in  the  single  layer  of  capillaries  between  the  folds  of  membrane 
projecting  into  the  cell ;  for  in  this  situation  both  sides  of  these 
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vessels  are  exposed  to  the  action  of  the  air.  The  blood,  circulating 
in  steady  streams  through  this  capillary  plexus,  returns  through 
the  pulmonary  veins.  These,  at  first  extremely  minute,  gradually 
coalesce  into  larger  and  larger  branches  which  anastomose  very 
freely,  and  accompany  the  arteries.  They  finally  emerge  from  the 
root  of  the  lung  by  two  large  trunks  which  carry  the  oxygenated 
blood  to  the  left  auricle  of  the  heart.  The  pulmonary  veins  are 
not  provided  with  valves. 

Bronchial  These  are  small  arteries,  two  or  more  in  nimiber 

Abtekies.  for  each  lung.    The  right  arises  either  from  the 

first  aortic  intercostal,  or,  conjointly  with  the  left  bronchial,  from 
the  thoracic  aorta.  The  left  comes  from  the  thoracic  aorta.  They 
enter  the  lung  behind  the  divisions  of  the  bronchi,  which  they 
accompany.  They  are  the  proper  nutritive  vessels  of  the  organ. 
The  bronchial  vessels  are  distributed  in  various  ways  :  some  of 
their  branches  supply  the  coats  of  the  air-passages,  the  large  blood- 
vessels and  the  lymphatic  glands  ;  others  the  interlobular  tissue  : 
a  few  reach  the  surface  of  the  lung,  and  ramify  beneath  the  pleura. 
The  right  bronchial  veins  terminate  in  the  vena  azygos  ;  the  left, 
in  the  superior  intercostal  vein. 

The  nerves  of  the  lung  are  derived  from  the  pneumogastric  and 
the  sympathetic.  They  enter  with  the  bronchial  tubes,  forming  a 
plexus  in  front  and  behind  them,  anterior  and  posterior  'pulmo- 
nary plexus,  in  which  are  found  minute  ganglia. 

The  lymphatics  of  the  lungs  commence  in  the  lymphatic 
capillaries  in  the  interlobular  tissue,-  and  thence  pass  to  the  surface 
forming  a  network  which  communicates  with  the  subpleural 
lymphatic  plexus :  others  take  their  origin  in  the  mucous  mem- 
brane of  the  bronchial  tubes,  and  all  eventually  enter  the 
bronchial  glands.  Of  these,  the  larger  are  situated  about  the 
bronchi  near  the  root  of  the  lung,  particularly  under  the  bifurcation 
of  the  trachea. 
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DISSECTION  OF  THE  PHAJIYNX. 

To  obtain  a  view  of  the  pharynx,  cut  through 
Dissection.  trachea,  the  oesophagus  and  the  large  vessels  of 

the  neck,  and  then  separate  them  from  the  bodies  of  the  cervical 
vertebrce,  with  which  they  are  loosely  connected.  The  base  of  the 
skull  should  be  sawn  through  transversely  between  the  vertebral 
column  and  the  styloid  processes  of  the  temporal  bone,  so  as  to 
leave  the  pharynx  and  the  larynx  attached  to  the  anterior  half  of 
the  section.  Horsehair  should  then  be  introduced  through  the 
mouth  and  oesophagus  to  distend  the  walls  of  the  pharynx. 

Pharynx:  gene-  The  term  pharynx  is  applied  to  that  part  of  the 
EAL  DESCRIPTION.  alimentary  canal  which  receives  the  food  after  it 
has  been  masticated,  and  propels  it  downwards  into  the  oesophagus. 
It  is  a  funnel-shaped  muscular  bag,  about  four  and  a  half  inches 
in  length.  Its  broadest  portion  is  situated  opposite  the  os  hyoides. 
Its  upper  part  is  attached  to  the  basilar  process  of  the  occipital 
bone  and  the  petrous  portions  of  the  temporal  bones ;  thence  it 
extends  to  the  lower  border  of  the  cricoid  cartilage,  where  the 
continuation  of  it  takes  the  name  of  oesophagus.  The  bag  is 
connected,  in  front,  to  the  sides  of  the  posterior  nares,  the 
tongue,  the  hyoid  bone  and  the  larynx ;  and,  behind,  to  the 
bodies  of  the  cervical  vertebrae  by  loose  connective  tissue  which 
never  contains  fat.  In  abscesses  at  the  back  of  the  pharynx, 
the  pus  is  seated  in  this  tissue.  Parallel  luith,  and  close  to  its 
sides,  run  the  internal  carotid  arteries,  the  internal  jugular 
veins,  the  eighth,  ninth  and  sympathetic  nerves.  Its  dimensions 
are  not  equal  throughout.  Its  breadth  at  the  upper  part  is  equal 
to  that  of  the  posterior  openings  of  the  nose  ;  here  it  is  only 
required  to  convey  air :  but  it  becomes  much  wider  in  the  situa- 
tion where  it  transmits  the  food — that  is,  at  the  back  of  the  mouth ; 
thence  it  gradually  contracts  to  the  oesophagus.  The  pharynx 
therefore,  may  be  compared  to  a  funnel  communicating  in  front  by 
wide  apertures  with  the  nose,  the  mouth,  and  the  larynx  ;  while 
the  oesophagus  represents  the  tube  leading  from  its  lower  end. 
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The  upper  part  of  the  funnel  forms  a  cul-de-sac  at  the  basilar 
process  of  the  occipital  bone.  At  this  part  there  is,  on  each  side, 
the  opening  of  a  narrow  canal,  called  the  Eustachian  tube,  through 
which  air  passes  to  the  tympanum  of  the  ear.* 

Before  the  muscles  of  the  pharynx  can  be  examined,  we  must 
remove  a  layer  of  thin  fascia,  termed  the  pharyngeal  fascia. 
It  is  the  layer  of  deep  cervical  fascia  behind  the  pharynx,  and 
must  not  be  confounded  with  the  proper  pharyngeal  aponeurosis, 
which  intervenes  between  its  muscular  and  mucous  walls. 

At  the  back  of  the  pharynx,  near  the  base  of  the  skull,  are  a 
few  lymphatic  glands.  They  sometimes  enlarge,  and  form  a  per- 
ceptible tumour  in  the  pharynx. 

In  removing  the  fascia  from  the  pharyngeal  muscles  notice 
that  a  number  of  veins  ramify  and  communicate  in  all  directions. 
They  constitute  the  pharyngeal  venous  plexus,  and  terminate  in 
the  internal  jugular  veins. 

OoNSTHicTOR  Thcy  aro  three  in  number,  and  arranged  so  that 

Muscles  OF  THE  they  overlap  each  other — i.e.  the  inferior  overlaps 
Phaktnx.  ^Jjq  middle,  and  the  middle  the  superior  (fig.  33). 

They  have  the  same  attachments  on  both  sides  of  the  body  ;  and 
the  fibres  from  the  right  and  left  meet  together,  and  are  inserted 
in  the  mesial  line,  the  insertion  being  marked  by  a  white  longitu- 
dinal line  called  the  raphe. 

The  infenor  constrictor  arises  from  the  side  of  the  cricoid 
cartilage,  from  the  oblique  ridge  and  the  upper  and  lower  borders 
of  the  thyroid  cartilage.  Its  fibres  expand  over  the  lower  part 
of  the  pharynx.     The  superior  fibres  ascend;  the  middle  run 

*  Observe  that  the  pharynx  concliicts  to  the  oesophagus  by  a  gradual  contraction 
of  its  channel.  This  transition,  however,  is  in  some  cases  suiSciently  abrupt  to 
detain  a  foreign  body,  such  as  a  morsel  of  food  more  bulky  than  usual,  at  the  top 
of  the  oesophagus.  If  such  a  substance  become  firmly  impacted  in  this  situation, 
one  can  readily  understand  that  it  will  not  only  prevent  the  descent  of  food  into 
the  stomacb,  but  that  it  may  occasion,  by  its  pressure  on  the  trachea,  alarming 
symptoms  of  suffocation.  Supposing  that  the  obstacle  can  neither  bo  removed  by 
the  forceps,  nor  pushed  into  the  stomach  by  the  probang,  it  may  then  become 
necessary  to  extract  it  by  making  an  incision  into  the  oesophagus  on  the  loft  side  of 
the  neck. 
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transversely;  the  inferior  descend,  and  are  identified  with  the 
oesophagus.  Beneath  its  lower  border  the  recurrent  laryngeal 
nerve  enters  the  larynx.  Its  nervous  supply  is  from  the  pharyn- 
geal plexus. 

Fig.  33. 


MUSCLES  OF  THE  PHAEYNX. 


The  middle  constrictor  arises  from  the  upper  edge  of  the 
greater  cornu  of  the  os  hyoides,  from  its  lesser  cornu,  and  part  of 
the  stylo-hyoid  ligament.  Its  fibres  take  different  directions,  so 
that,  with  those  of  the  opposite  muscle,  they  form  a  lozenge.  The 
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lower  angle  of  the  lozenge  is  covered  by  the  inferior  constrictor  ; 
the  upper  angle  ascends  nearly  to  the  basilar  process  of  the  occi- 
pital bone,  and  terminates  upon  the  pharyngeal  aponeurosis. 
The  external  surface  of  the  muscle  is  covered  at  its  origin  by  the 
hyo-giossus.    Its  nerve  comes  from  the  pharyngeal  plexus. 

Between  the  middle  and  inferior  constrictors,  the  superior 
laryngeal  artery  and  nerve  perforate  the  thyro-hyoid  membrane  to 
supply  the  larynx. 

The  superior  constrictor  arises  from  the  hamular  process  of 
the  sphenoid  bone,  and  from  the  lower  part  of  its  internal  ptery- 
goid plate  ;  from  the  pterygo-maxillary  ligament  (which  connects 
it  with  the  buccinator)  ;  from  the  back  part  of  the  mylo-hyoid 
ridge  of  the  lower  jaw,  and  from  the  side  of  the  tongue.  The 
fibres  pass  backwards  to  the  mesial  line :  some  of  them  are  inserted 
through  the  medium  of  the  pharyngeal  aponeurosis  into  the  basilar 
process.    Its  nerve  comes  from  the  pharyngeal  plexus. 

The  upper  border  of  the  superior  constrictor  presents,  on  either 
side,  a  free  semilunar  edge  with  its  concavity  upwards,  so  that, 
between  it  and  the  base  of  the  skull,  a  space  is  left  in  which  the 
muscle  is  deficient  (fig.  33).  Here  the  pharynx  is  strengthened 
and  walled  in  by  its  own  aponeurosis.  The  space  is  called  the 
sinus  of  Morgagni  ;  and  in  it,  with  a  little  dissection,  we  expose 
the  muscles  which  raise  and  tighten  the  soft  palate :  i.e.  the  levator 
palati,  and  the  tensor  palati.  The  Eustachian  tube  opens  into  the 
pharynx  just  here.  The  fibres  of  the  stylo-pharyngeus  pass  in 
between  the  superior  and  middle  constrictors,  and  expand  upon  the 
side  of  the  pharynx  ;  some  of  them  mingle  with  those  of  the  con- 
strictors so  as  to  be  able  to  lift  up  the  pharynx  in  deglutition ;  but 
most  of  them  are  inserted  into  the  superior  and  posterior  margins 
of  the  thyroid  cartilage. 

Phabyngeai,  '^^'^  pharyngeal  aponeurosis  intervenes  between 

Membbanbok  the  muscles  and  the  mucous  membrane  of  the 
Aponeubosis.  pharynx.  It  is  attached  to  the  basilar  process  of 
the  occipital  bone,  and  to  the  points  of  the  petrous  portions  of 
the  temporal  bones.  It  maintains  the  strength  and  integrity 
of  the  pharynx  at  its  upper  part,  where  the  muscular  fibres  are 
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deficient ;  but  it  gradually  diminishes  in  thickness  as  it  descends, 
and  is  finally  lost  on  the  oesophagus.     Notice  the  number  of 


Fio.  34. 


Eustachian  tube. 


Levator  palati  m. 


u 

-^r-  Tensor  palati  m. 
Haniular  process. 


Posterior  palatine  arch. 
TonsU. 

Anterior  palatine  arch. 
Kpiglottie. 

Aryteno-epiglottidean  fold. 


Opening  into  the  larynx. 


Opening  into  the  CESophagus. 


DIAGRAMSIATIC  VIEW  OF  THE  PHAKYNX  LAID  OrEN  FROM  BEHIND. 


mucous  glands  upon  this  aponeurosis,  especially  near  the  base  of 
the  skull  and  the  Eustachian  tube.  These  glands  sometimes 
enlarge  and  occasion  deafness  from  the  pressure  on  the  tube. 


182 


DISSECTION  OP  THE  PHAETNX. 


Openings  into  Lay  open  the  pharynx  by  a  longitudinal  incision, 
TUB  Pharynx.  and  observe  the  seven  openings  leading  into  it 
(fig.  34): — 1.  The  two  posterior  openings  of  the  nares.  2.  On 
either  side  of  them,  near  the  lower  turbinated  bones,  are  the 
openings  of  the  Eustachian  tubes :  below  the  nares  is  the  soft 
palate,  with  the  uvula.  3.  Below  the  soft  palate  is  the  communi- 
cation with  the  mouth,  called  the  isthmus  faucium.  On  either 
side  of  this  are  two  folds  of  mucous  membrane,  constituting  the 
anterior  and  posterior  half-arches  of  the  palate ;  between  them  are 
the  tonsils.  Below  the  isthmus  faucium  is  the  epiglottis,  which  is 
connected  to  the  base  of  the  tongue  by  three  folds  of  mucous 
membrane.  4.  Below  the  epiglottis  is  the  aperture  of  the  larynx. 
5.  Lastly,  is  the  opening  into  the  cBsophagus.* 

Mucous  These  structures  are  lined  by  mucous  membrane 

Membeane.  common  to  the  entire  tract  of  the  respiratory 

passages  and  the  alimentary  canal.  But  this  membrane  presents 
varieties  in  the  different  parts  of  these  channels,  according  as  they 
are  intended  as  passages  for  air  or  for  food.  The  mucous  membrane 
of  the  pharynx  above  the  velum  palati,  being  intended  to  transmit 
air  only,  is  very  delicate  in  its  texture,  and  lined  by  columnar 
ciliated  epithelium  like  the  rest  of  the  air-passages.  But  opposite 
the  fauces,  the  mucous  membrane  resembles  that  of  the  mouth,  and 
is  provided  with  squamous  epithelium.  At  the  back  of  the  larynx 
the  membrane  is  corrugated  into  folds,  to  allow  the  expansion  of  the 
pharynx  during  the  passage  of  the  food. 

The  membrane  is  lubricated  hj  a  secretion  from  the  numerous 
mucous  glands  which  are  situated  in  the  submucous  tissue  through- 
out the  whole  extent  of  the  pharynx,  particularly  in  the  neighbour- 
hood of  the  Eustachian  tubes. 

PosTHRiOR  These  are  two  oval  openings,  each  of  which  is 

Openinos  of  the  about  an  inch  in  the  long,  and  half  an  inch  in  the 
Nasal  Fossae.        gi^Q^t  diameter.    They  are  bounded  above  by  the 

«  On  reflecting  tlie  mucous  membrane  at  the  pharyngeal  termination  of  the 
EustacliiMn  tube,  a  thin  pale  muscle,  the  salpingo-jyharyngeits,  can  be  made  out.  It 
arises  by  a  thin  tendon  from  the  Eustachian  tube,  and  joins  the  palato-pharyngeus. 
It  is  lost,  among  the  fibres  of  the  constrictor  muscles. 
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body  of  the  sphenoid  hone,  externally  by  its  pterygoid  plate,  below 
by  the  horizontal  portion  of  the  palate  bone  ;  they  are  separated 
from  each  other  by  the  vomer. 

On  removing-  the  mucous  membrane  from  the  posterior  part  of 
the  roof  of  the  nose  and  the  top  of  the  pharynx,  you  will  find 
beneath  it  much  fibrous  tissue.  Hence  polypi  growing  from  these 
parts  are,  generally,  of  a  fibrous  nature. 

Isthmus  This  name  is  given  to  the  opening  by  which  the 

Faucium.  mouth  communicates  with  the  pharynx.     It  is 

bounded,  above  by  the  soft  palate  and  uvula,  below  by  the  root  of 
the  tongue,  and  on  either  side  by  the  arches  of  the  palate,  enclosing 
the  tonsils  between  them. 

This  movable  prolongation  of  the  roof  of  the 

Soft  Palate* 

mouth  is  attached  to  the  border  of  the  hard 
palate,  and  laterally  to  the  side  of  the  pharynx.  Posteriorly  it  has 
a  free  edge,  and  a  pendulous  projection  in  the  centre,  called  the 
uvula.  It  constitutes  an  imperfect  partition  between  the  mouth 
and  the  posterior  nares.  Its  upper  or  nasal  surface  is  convex  and 
continuous  with  the  floor  of  the  nose ;  its  lower  surface  is  concave, 
in  adaptation  to  the  back  of  the  tongue,  and  is  marked  in  the 
middle  by  a  ridge  or  raphe,  indicating  its  original  formation  by 
two  lateral  halves.  The  soft  palate,  when  at  rest,  hangs  obliquely 
downwards  and  backwards ;  but  in  swallowing,  it  is  raised  to  the 
horizontal  position  by  the  levatores  palati,  comes  into  apposition 
with  the  back  of  the  pharynx,  and  thus  prevents  the  food  from 
passing  through  the  nose. 

On  making  a  perpendicular  section  through  the  soft  palate, 
you  see  that  the  great  bulk  of  it  is  made  up  of  muciparous  glands, 
which  lie  thick  on  its  under  surface  to  lubricate  the  passage  of 
the  food.  Above  these  glands  is  the  palato-giossus,  then  the 
aponeurosis  of  the  palate;  still  higher,  are  the  two  portions  of  the 
palato-pharyngeus  (separated  by  the  fibres  of  the  levator  palati), 
the  azygos  uvulae,  and,  lastly,  the  nasal  mucous  membrane.  The 
soft  palate  is  supplied  with  blood  by  the  descending  palatine 
branch  of  the  internal  maxillary,  and  the  ascending  palatine  branch 
of  the  facial.    Its  nerves  are  derived  from  the  palatine  branches  of 
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the  second  (superior  maxillary)  division  of  the  fifth  and  from  the 
glosso-pharyngeal. 

jj^^j^  The  uvula  projects  from  the  middle  of  the  soft 

palate,  and  gives  the  free  edge  of  it  the  appearance 
of  a  double  arch.  It  contains  a  number  of  muciparous  glands,  and 
a  small  muscle,  the  azygos  uvulce.  Its  length  varies  according 
to  the  state  of  its  muscle.  It  occasionally  becomes  permanently 
elongated,  and  causes  considerable  irritation,  a  tickle  in  the  throat, 
and  harassing  cough.  When  you  have  to  remove  a  portion  of  it, 
cut  oif  only  the  redundant  mucous  membrane. 

Arches  of  the  The  soft  palate  is  connected  with  the  tongue 
pALATSi.  and  pharynx  by  two  folds  of  mucous  membrane  on 

each  side,  enclosing  muscular  fibres.  These  are  the  anterior  and 
^posterior  half-arches  or  'pillars  of  the  palate.  The  anterior  arch 
describes  a  curve  from  the  base  of  the  uvula  to  the  side  of  the 
tongue.  It  is  well  seen  when  the  tongue  is  put  out.  The  poste- 
rior arch,  commencing  at  the  side  of  the  uvula,  curves  along  the 
free  margin  of  the  palate,  and  terminates  on  the  side  of  the 
pharynx.  The  posterior  arches,  when  the  tongue  is  depressed,  can 
be  seen  through  the  span  of  the  anterior.  The  pillars  of  each  side 
diverge  from  their  origin,  and  in  the  triangular  space  thus  formed 
is  situated  the  tonsil.  The  chief  use  of  the  arches  of  the  palate  is 
to  assist  in  deglutition.  The  anterior,  enclosing  the  palato-glossi 
muscles,  contract  so  as  to  prevent  the  food  from  coming  back 
into  the  mouth :  the  posterior,  enclosing  the  palato-pharyngei, 
contract  like  side  curtains,  and  co-operate  in  preventing  the  food 
from  passing  into  the  nose.  In  vomiting,  food  does  sometimes 
escape  through  the  nostrils,  but  one  cannot  wonder  at  this, 
considering  the  violence  with  which  it  is  driven  into  the 
pharynx. 

Muscles  OF  THE  The  muscles  of  the  soft  palate  lie  immediately 
Soft  Palate.  beneath  the  mucous  membrane.  There  are 
five  pairs — namely,  the  levatores  palati,  the  circumflexi  or 
tensores  palati,  the  palato-glossi,  the  palato-jDharyngei,  and  the 
azygos  uvulse.  This  last  pair  is  sometimes  described  as  a  single 
muscle. 
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Lf.vatob  This  muscle  anses  from  the  apex  of  the  petrous 

r.\LATi.  portion  of  the  temporal  bone  and  from  the  under 

part  of  the  cai-tilage  of  the  Eustachian  tube.  Its  fibres  spread 
out,  and  are  inserted  along  the  upper  surface  of  the  soft  palate, 
meeting  those  of  its  fellow  in  the  middle  line  (fig.  34).  Its 
action  is  to  raise  the  soft  palate,  so  as  to  make  it  horizontal  in 
deglutition.  It  is  supplied  by  a  nerve  from  the  spheno-palatine 
ganglion. 

CiRccTMFLExus  Thls  muscle  is  situated  between  the  internal 
okTe!tsobPalati.  pterygoid  m.  and  the  internal  pterygoid  plate  of 
the  sphenoid  bone.  It  arises  from  the  scaphoid  fossa  of  the 
sphenoid  bone,  and  from  the  outer  side  of  the  cartilage  of  the 
Eustachian  tube.  Thence  it  descends  perpendicularly,  ends 
in  a  tendon  which  turns  round  the  hamular  process,  and  expands 
into  a  broad  aponeurosis,  which  is  inserted  into  the  horizontal 
plate  of  the  palate  bone,  and  is  also  connected  to  its  fellow 
of  the  opposite  side.  It  gives  strength  to  the  soft  palate.  A 
synovial  membrane  facilitates  the  play  of  the  tendon  round  the 
hamular  process.  Its  action  is  to  draw  down  and  tighten  the  soft 
palate,  and,  owing  to  its  insertion  into  the  palate  bone,  also  to 
keep  the  Eustachian  tube  open.  Its  nerve  is  derived  from  the 
otic  ganglion,  and  enters  the  muscle  on  its  inner  aspect. 

AzTGos  OB  This  consists  of  two  thin  bundles  of  muscular 

Levator  UvuLiE.  fibres  situated  one  on  each  side  of  the  middle  line. 
It  arises  from  the  aponeurosis  of  the  palate  and  descends  along 
the  uvula  nearly  down  to  its  extremity.  It  receives  its  nerve  from 
the  spheno-palatine  ganglion. 

Pai,ato-glosstjs  These  muscles  are  contained  within  the  arches 
AND  Pai-ato-  of  the  soft  palate.  The  palato-glossus,  within 
PHARYNGEus.  ^]^g  autcrior  arch,  proceeds   from  the  anterior 

surface  of  the  soft  palate  to  the  side  of  the  tongue,  and  is  lost  in 
the  stylo-glossus  muscle.  The  palato-phai^ngeus,  within  the 
posterior  arch,  arises  from  the  posterior  border  of  the  soft  palate 
by  two  origins  separated  by  the  levator  palati.  As  it  descends  its 
fibres  spread  out  and,  passing  along  the  side  of  the  pharynx,  blend 
with  the  fibres  of  the  inferior  constrictor  and  the  stylo-pharyngeus. 
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Tonsils. 


Both  these  muscles  are  supplied  by  the  descending  palatine  branches 
of  the  spheno-palatine  ganglion. 

The  tonsils  are  situated  at  the  entrance  of  the 
fauces,  between  the  arches  of  the  soft  palate. 
Their  use  is  to  lubricate  the 'fauces  during  the  passage  of  the  food. 
On  their  inner  surface  are  visible  from  twelve  to  fifteen  orifices 
leading  into  crypts  which  make  the  tonsil  appear  like  the  shell  of 
an  almond.  Hence,  as  well  as  from  their  oval  figure,  they  are 
called  the  amygdalce. 

These  openings  lead  into  small  follicles  in  the  substance  of  the 
tonsil,  lined  by  mucous  membrane.  Their  walls  are  thick,  and 
formed  by  a  layer  of  closed  cells  situated  in  the  submucous  tissue. 
The  fluid  secreted  by  these  cells  is  viscid  and  transparent,  in  the 
healthy  state :  but  it  is  apt  to  become  white  and  opaque  in  in- 
flammatory affections  of  the  tonsils,  and  occasionally  accumulates 
in  these  superficial  depressions,  giving  rise  to  the  deceptive  appear- 
ance of  a  small  ulcer,  or  even  a  slough  in  the  part. 

The  tonsil  lies  close  to  the  inner  side  of  the  internal  carotid 
artery.  It  is  only  separated  from  this  vessel  by  the  superior 
constrictor  and  the  aponeurosis  of  the  pharynx.  Therefore,  in 
removing  a  portion  of  the  tonsil,  or  in  opening  an  abscess  near  it, 
the  point  of  the  instrument  should  never  be  directed  outwards^ 
but  inwards  towards  the  mesial  line.*  The  tonsil  is  supplied 
with  blood  by  the  tonsillar  and  palatine  branches  of  the  facial, 
and  by  the  descending  palatine  branch  of  the  internal  maxillary. 
Nerves  are  furnished  to  it  from  the  glosso-pharyngeal. 

Eustachian  This  canal  conveys  air  from  the  pharynx  to  the 

Tube,  tympanum  of  the  ear.     Its  orifice  is  situated 

opposite  the  back  part  of  the  inferior  spongy  bone.  The  direc- 
tion of  the  tube  from  the  pharynx  is  upwards,  backwards,  and 
outwards ;  it  is  an  inch  and  a  half  long.  The  narrowest  part  is 
about  the  middle,  and  here  its  walls  are  in  contact.  Near  the 
tympanum  its  walls  are  osseous,  but  towards  the  pharynx  they  are 

*  Casos  are  related  by  Portal  ajid  B^clard,  in  which  the  carotid  artery  -was 
punctured  in  opening  an  abscess  in  the  tonsil.  The  result  was  immodiiitely  fatal 
Jjggmorrbage, 
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composed  of  fibro-cartilage  and  fibrous  membrane.  The  cartila- 
ginous end  projects  between  the  origins  of  the  levator  and  the 
tensor  palati,  and  gives  attachment  to  some  of  their  fibres.  It  is 
situated  at  the  base  of  the  skull,  in  the  furrow  between  the  petrous 
portion  of  the  temporal  and  the  great  wing  of  the  sphenoid  bone. 
It  adheres  closely  to  the  bony  furrow,  as  well  as  to  the  fibro- 
cartilage  filling  up  the  foramen  lacerum  medium.  The  orifice 
is  not  trumpet-shaped,  as  usually  described,  but  an  elliptical  slit 
about  half  an  inch  long  and  nearly  perpendicular.  The  fibro- 
cartilage  bounds  it  only  on  the  inner  and  the  upper  part  of  the 
circumference  ;  the  integrity  of  the  canal  below  is  maintained  by 
tough  fibrous  membrane. 

The  Eustachian  tube  is  lined  by  a  continuation  of  the  mucous 
membrane  of  the  pharynx,  and  covered  by  ciliated  epithelium. 
That  which  lines  the  cartilaginoas  portion  of  the  tube  is  thick 
and  vascular,  and  gradually  becomes  thinner  towards  the  tympanum. 
Hence,  inflammatory  affections  of  the  throat  or  tonsils  are  liable 
to  be  attended  with  deafness,  from  temporary  obstruction  of  the 
tube. 

Mucous  glands  surround  the  orifice  of  the  tube,  and  are  similar 
in  nature  and  function  to  the  glands  beneath  the  mucous  mem- 
brane of  the  mouth,  the  palate,  and  the  pharynx. 
\^      p  The  hard  palate,  formed  by  the  superior  maxil- 

lary and  palate  bones,  is  a  resisting  surface  for  the 
tongue  in  tasting,  in  mastication,  in  deglutition,  and  in  the  arti- 
culation of  sounds.  The  tissue  covering  the  bones  is  thick  and 
close  in  texture,  and  firmly  united  to  the  asperities  oiP  the  bones. 
But  it  is  not  everywhere  of  equal  thickness.  Along  the  raphe  in 
the  mesial  line,  it  is  much  thinner  than  at  the  sides ;  for  this 
reason,  the  hard  palate  is  in  this  situation  more  prone  to  be  per- 
forated in  syphilitic  disease. 

A  thick  layer  of  glands  (glandulm  'palatinai)  is  arranged  in 
rows  on  either  side  of  the  hard  palate.  These  glands  become  more 
numerous  and  larger  towards  the  soft  palate.  Their  orifices  are 
visible  to  the  naked  eye.  The  raucous  membrane  has  a  very 
thick  epithelial  coat,  which  gives  the  white  colour  tg  the  palate. 
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The  descending  palatine  branch  of  the  internal  maxillary  artery, 
and  the  palatine  nerves  from  the  superior  maxillary,  may  be  traced 
along  each  side  of  the  roof  of  the  mouth.  The  ramifications  of 
these  arteries  and  nerves  supply  the  soft  as  well  as  the  hard 
palate. 

Mechanism  of  With  the  anatomy  of  the  parts  fresh  in  your 
Deglutition.  mind,  consider  for  a  moment  the  mechanism  of 
deglutition.  The  food  duly  masticated,  is  collected  into  a  mass 
upon  the  back  of  the  tongue  ;  the  lower  jaw  is  then  closed  to  give 
a  fixed  point  for  the  action  of  the  muscles  which  raise  the  os 
hyoides  and  larynx,  and  the  food  is  carried  back  into  the  pharynx 
by  the  pressure  of  the  tongue  against  the  palate,  at  the  same  time 
that  the  pharynx  is  elevated  and  expanded  to  receive  it  (by  the 
stylo-pharyngei  on  each  side).*  The  food,  having  reached  the 
pharynx,  is  prevented  from  ascending  into  the  nasal  passages  by 
the  approximation  of  the  posterior  palatine  arches,  and  the  eleva- 
tion of  the  soft  palate,  which  thus  forms  a  horizontal  temporary 
roof  to  the  pharynx ;  it  is  prevented  from  returning  into  the 
mouth  by  the  pressure  of  the  retracted  tongue,  and  the  contraction 
of  the  anterior  palatine  arches  :  it  cannot  enter  the  larynx,  because 
its  upper  opening  is  closed  and  protected  by  the  falling  of  the 
epiglottis :  f  consequently,  being  forcibly  compressed  by  the  con- 
strictors of  the  pharynx,  the  food  passes  into  the  oesophagus, 
through  which  it  is  conveyed  into  the  stomach  by  the  undulatory 
contraction  of  that  tube. 

The  food  passes  with  different  degrees  of  rapidity  through  the 
different  parts  of  its  course ;  but  most  rapidly  through  the  pharynx. 
The  necessity  of  this  is  obvious,  as  the  air-tube  must  be  closed 
while  the  food  passes  over  it,  and  the  closure  produces  a  temporary 
interruption  to  respiration.  The  progress  of  the  food  through  the 
oesophagus  is  slow  and  gradual. 

*  The  larynx  being  also  elevated  and  drawn  forward,  a  greater  space  is  thus  left 
between  it  and  the  vertebrae  for  the  distension  of  the  pharynx. 

t  This  falling  of  the  epiglottis  is  effected,  not  by  special  muscular  agency,  but  by 
the  nimultaneous  elevation  of  the  larynx  and  the  retraction  of  the  tongue.  A  perpen- 
dicular section  through  all  the  parts  concerned  is  necessary  to  show  the  working  of 
this  mechanism, 
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DISSECTION  OF  THE  LARYNX. 

Situation  and  The  larynx  is  the  upper  part  of  the  air-passage. 
Relations.  in  which  vocalisation  takes  place.    It  is  ^  com- 

plicated apparatus  consisting  of  numerous  cartilages  articulated 
together  to  form  an  open  tube. 

It  forms  a  prominence  in  the  middle  line  of  the  neck,  covered 
in  front  by  the  integument  and  cervical  fascia,  the  sterno-hyoid, 
sterno-thyroid,  and  thyro-hyoid  muscles  and  the  thyroid  body. 
It  has  the  great  vessels  of  the  neck  on  each  side.  Above,  it  is 
attached  to  the  hyoid  bone ;  below,  it  is  continuous  with  the 
trachea ;  behind  it,  is  the  pharynx,  into  which  it  opens. 

Before  commencing  the  dissection  of  the  larynx,  the  student 
should  make  himself  acquainted  with  the  cartilages  which  compose 
it,  and  the  ligaments  which  connect  them,  as  seen  in  a  dry  pre- 
paration. 

This  bone,  named  from  its  resemblance  to  the 
Grreek  Upsilon,  is  situated  between  the  larynx  and 
the  tongue,  and  serves  for  the  attachment  of  the  muscles  of  the 
tongue.    It  may  be  felt  immediately  below,  and  one  inch  and  a 
half  behind,  the  symphysis  of  the  jaw.    It  consists  of  a  body,  two 
greater  and  two  lesser  cornua.    The  body  is  the  thick  central 
portion.    Its  anterior  surface  is  convex,  and  has  a  median  vertical 
ridge ;  on  each  side  of  which  are  depressions  for  the  attachments 
of  muscles;  its  posterior  surface  is  smooth,  concave,  and  corresponds 
to  the  epiglottis.    The  greater  cornua  (right  and  left)  project 
backwards  for  about  an  inch  and  a  half,  with  a  slight  inclination 
upwards,  and  terminate  in  blunt  ends  tipped  with  cartilage.  In 
young  subjects  they  are  connected  to  the  body  of  the  bone  by 
fibro-cartilage ;  this  in  process  of  years  becomes  ossified.  The 
lesser  cornua  are  connected,  one  on  each  side,  to  the  point  of 
junction  between  the  body  and  the  greater  cornua,  by  means  of  a 
little  joint  lined  with  synovial  membrane,  which  admits  of  free 
motion.    They  are  of  the  size  of  a  barley-corn,  and  give  attachment . 
to  the  stylo-hyoid  ligaments. 
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LiGAM  NTS  "^^^      hyoides  is  connected  with  the  thjroid 

cartilage  by  several  ligaments,  which  contain  a 
quantity  of  elastic  tissue.  There  is: — 1.  The  thyro-hyoid  mem- 
brane, which  proceeds  from  the  superior  border  of  the  thyroid 
cartilage  to  the  upper  and  posterior  part  of  the  hyoid  bone.  In 
front  of  this  membrane  there  is  a  bursa,  of  which  the  use  is  to 
facilitate  the  play  of  the  thyroid  cartilage  behind  the  os  hyoides. 
The  central  portion  is  stronger  than  the  lateral,  and  is  called  the 
anterior  thyro-hyoid  ligament.  Through  the  lateral  part  of  this 
membrane,  the  superior  laryngeal  nerve  and  artery  enter  the 
larynx.  2.  The  right  and  left  lateral  thyro-hyoid  ligaments 
extend  between  the  extremities  of  the  greater  cornua  of  the 
OS  hyoides,  and  the  ascending  cornua  of  the  thyroid  cartilage. 
They  often  contain  a  small  nodule  of  cartilage,  cartilago  triticea. 

Caktilages  of  The  framework  of  the  larynx  is  composed  of 
THE  Laetnx.  nine  cartilages — viz.,  the  thyroid,  the  cricoid,  the 

two  arytenoid,  the  two  cornicula  laryngis,  the  two  cuneiform 
cartilages  and  the  epiglottis.  These  are  connected  by  joints  and 
elastic  ligaments,  so  that  they  can  be  moved  upon  each  other  by 
their  respective  muscles;  the  object  of  this  motion  being  to  act 
upon  two  elastic  ligaments  called  the  vocal  cords,  upon  the  vibra- 
tion of  which  phonation  depends. 

Thteoid  Car-  This  cartilage,  so  called  because  it  shields  the 
tilagb.  mechanism  behind  it,*  consists  of  two  lateral 

halves,  alcB,  united  at  an  acute  angle  in  front,  which  forms  the 
prominence  termed  the  pomum  Adami.  This  prominence  pre- 
sents a  notch  at  its  upper  part,  to  allow  it  to  play  behind  the 
OS  hyoides  in  deglutition.  There  is  a  bursa  in  front  of  it.  Each 
ala  is  somewhat  quadrilateral  in  form,  and  presents  for  examina- 
tion two  surfaces  and  four  borders.  The  outer  surface  of  each  ala 
is  marked  by  an  oblique  line  passing  downwards  and  forwards  from 
the  upper  cornu,  which  gives  attachment  to  the  sterno-thyroid  and 
thyro-hyoid  muscles.  The  smooth  surface  behind  the  ridge,  gives 
attachment  to  the  inferior  constrictor.  The  inferior  border  is 
slightly  arched  in  the  middle,  and  on  either  side  presents  a  convex 

*  @vptos,  a  shield. 
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prominence,  which  gives  attachment  to  the  crico-thyroid  muscle. 

The  superior  border  is  nearly  horizontal.    The  posterior  border 

is  nearly  vertical,  and  gives  insertion  to  the  stylo-pharyngeus 

and  palato-pharyngeus  muscles.  This  border  terminates  above  and 

below  in  round  projections  called  the  upper  and  loiver  cornua. 

The  upper  is  the  longer  ;  the  lower  articulates  with  the  side  of  the 

cricoid  cartilage. 

Cricoid  Cab-         This  cartilage,  named  from  its  resemblance  to 

TiLAGE.  a  ring,*  is  situated  below  the  thyroid.    It  is  not 

of  equal  depth  all  round.    It  is  narrow  in  front,  where  it  may  be 

felt  about  one  quarter  of  an  inch  below  the  thyroid  ;  from  this 

part,  the  upper  border  gradually  rises,  so  that  posteriorly,  the 

ring  is  an  inch  in  vertical  depth,  and  occupies  part  of  the  interval 

left  between  the  alas  of  the  thyroid.    In  the  middle  of  this  broad 

posterior  surface  is  a  vertical  ridge,  on  either  side  of  which  observe 

a  superficial  excavation  for  the  origin  of  the  crico-arytenoidei 

postici :  to  the  lower  part  of  the  vertical  ridge  are  attached  some 

of  the  longitudinal  fibres  of  the  oesophagus.     On  its  upper 

part  are  two  oval  slightly  convex  sm'faces  for  the  articulation  of 

the  arytenoid  cartilages.    In  front,  its  upper  border  presents  a 

broad  excavation  to  which  the  crico-thyroid  ligament  is  attached. 

On  its  outer  surface,  external  to  the  depression  for  the  crico- 

arytenoideus  posticus,  is  an  elevated  facet  which  articulates  with 

the  inferior  comu  of  the  thyroid  cartilage.     In  front  of  this 

articular  surface  it  gives  attachment  to  the  inferior  constrictor  of 

the  pharynx.    The  lower  border  is  connected  by  elastic  membrane 

to  the  first  ring  of  the  trachea.    The  inner  surface  is  smooth,  and 

the  upper  border  is  elliptical ;  its  lower  being  nearly  circular. 

The  thyroid  cartilage  is  connected  to  the  cricoid 
Ligaments.  ,  ,         .       ,        ,  ,  ^ 

by  a  membrane — the  crico-tkyroid.    It  consists  of 

a  median  triangular  portion  composed  mainly  of  elastic  tissue,  with 

its  base  directed  upwards.    The  lateral  portions  are  thin  and 

membranous,  extending  as  far  backwards  as  the  articular  facets 

for  the  thyroid  cartilage,  and  are  intimately  connected  with  the 

inferior  vocal  cords.    Between  the  inferior  cornu  of  the  thyroid 

*  KpUos,  a  ring. 
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cartilage  and  the  cricoid  there  is  a  distinct  joint,  having  a  synovial 
membrane,  and  strengthened  by  a  capsular  ligament.  The  articu- 
lation allows  of  a  movement  revolving  upon  its  own  axis,  and, 
consequently,  permits  the  approximation  of  the  two  cartilages. 

Abytenoid  These  cartilages  are  situated,  one  on  each  side, 

Cautilages.  at  the  back  of  the  cricoid  cartilage.   In  the  recent 

state,  before  the  membranes  and  muscles  have  been  removed,  the 
space  between  them  resembles  the  lip  of  a  ewer*;  hence  their 
name.    Each  is  pyramidal,  with  the  apex  upwards,  and  is  about 
five  or  six  lines  in  height,  and  three  lines  in  diameter  at  its  base. 
The  posterior  surface  of  each  is  triangular  and  concave,  and  gives 
attachment  to  the  arytenoideus  muscle :  the  anterior  surface  is 
irregular  and  convex,  affording  attachment  to  the  thyro-arytenoi- 
deus,  and  to  the  superior  or  false  vocal  cord :  the  internal  surface, 
the  narrowest  and  nearly  flat,  faces  the  corresponding  surface  of 
the  opposite  cartilage,  and  is  covered  with  mucous  membrane. 
The  base  is  broad,  and  presents  a  smooth  somewhat  triangular 
surface  which  articulates  with  the  cricoid  cartilage  :  in  front  of  the 
base  is  the  pointed  anterior  angle,  which  gives  attachment  to  the 
true  vocal  cord,  and  contributes  to  form  part  of  the  boundary  of 
the  rima  glottidis :  at  the  outer  and  back  part  of  the  base  is  the 
external  angle,  into  which  certain  muscles  moving  the  cartilage 
are  inserted :  viz.  the  crico-arytenoideus  posticus  and  crico-aryte- 
noideus  lateralis.    The  base  is  articulated  with  the  cricoid  by  a 
joint  which  has  a  loose  capsular  ligament  and  a  synovial  mem- 
brane, .permitting  motion  in  all  directions,  like  the  first  joint  of 
the  thumb.    The  apex  is  truncated  and  points  backwards  and 
inwards.    It  is  surmounted  by  a  cartilaginous  nodule,  called  the 
corniculum  lain/ngis. 

CuNEiFOKir  These  cartilages,  sometimes  called  the  cartilages 

Cartilages.  of  Wrisberg,  are  conical  in  form,  and  somewhat 

curved,  with  their  broader  part  directed  upwards  and  forwards. 
They  are  contained  in  the  aryteno-epiglottidean  fold. 

This  piece  of  yellow  fibro-cartilage  is  situated  in 
the  middle  line,  and  projects  over  the  larynx  like 

*  ApvTaiva,  a  ewer. 
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a  valve.  It  is  like  a  leaf  with  its  stalk  directed  downwards.  Its 
ordinary  position  is  perpendicular,  leaving  the  upper  opening  of 
the  larynx  free  for  respiration;  but  during  the  elevation  of  the 
larynx  in  deglutition  it  becomes  horizontal,  falls  downwards  and 
backwards  over  the  larynx,  and  prevents  the  entrance  of  food  into 
it.  This  descent  of  the  epiglottis  is  accomplished,  not  by  special 
muscular  agency,  but  by  the  simultaneous  elevation  of  the  larynx 
and  the  retraction  of  the  tongue.  Its  apex  or  lower  part  is  at- 
tached by  the  thyro-epiglottic  ligament  to  the  angle  of  the  thyroid 
cartilage;  it  is  also  connected  by  an  elastic  ligament,  hyo-epi- 
glottic,  to  the  os  hyoides.  Laterally  its  borders  are  rather  turned 
backwards,  and  to  them  are  attached  two  folds  of  mucous  mem- 
brane which  pass  to  the  arytenoid  cartilages,  called  the  a')^teno- 
epiglottic  folds.  Its  anterior  surface  is  only  free  at  its  base, 
where  it  is  connected  with  the  base  of  the  tongue  by  the  three  glosso- 
epiglottic  folds.  Its  posterior  or  laryngeal  surface  is  concavo- 
convex  and  free,  and  looks  towards  the  larynx.  The  surface  of  the 
epiglottis  is  closely  invested  by  mucous  membrane ;  this  being  re- 
moved, the  yellow  cartilage  of  the  epiglottis  is  seen  pitted  and 
often  perforated  by  the  small  muciparous  glands. 

The  cartilages  of  the  larynx  resemble  those  of  the  ribs  in  struc- 
ture. In  the  young  they  are  dense  and  elastic,  but  some  have  a 
tendency  to  ossify  with  age.  In  very  old  subjects,  the  thyroid  and 
cricoid  cartilages  are  often  completely  ossified,  and  their  interior 
presents  an  areolar  tissue,  containing  oily  matter,  analogous  to  the 
spongy  texture  of  the  bones.  The  epiglottis,  cornicula  laryngis 
and  cuneiform  cartilages  are  rarely  ossified,  on  account  of  their 
composition,  which  resembles  that  of  the  ear  and  the  nose. 

The  larynx  must  now  be  examined  in  its  perfect  condition. 
Mucous  Mem-         Except  on  the  true  vocal  cords  and  the  epiglottis, 
BRANB  OF  THE        thc  mucous  mcmbranc  of  the  larynx  presents  a 
Lartnx.  wrinkled  appearance,  and  is  loosely  connected  to  the 

subjacent  structures  by  an  abundance  of  fibro-cellular  tissue,  which 
admits  of  its  being  elevated  into  large  folds.  This  tissue  deserves 
notice  from  the  rapidity  with  which  it  becomes  the  seat  of  serous 
effusion  in  acute  inflammation  of  the  larynx,  and  thus  produces 
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symptoms  of  suffocation.  From  the  root  of  the  tongue  to  the 
anterior  surface  of  the  epiglottis,  the  membrane  forms  three  folds, 
gLosso-epiglottic,  one  median,  and  two  lateral,  containing  elastic 
tissue.  From  the  epiglottis,  to  which  it  is  intimately  adherent,  it 
is  continued  backwards  on  either  side  to  the  apices  of  the  ary- 
tenoid cartilages,  forming  the  aryteno-epiglottic  folds  which  bound 
the  entrance  into  the  larynx.  In  the  natural  state  it  is  of  a  pale 
rose  colour,  and  covered  by  ciliated  epithelium  below  the  false 
vocal  cords,  above  these  by  squamous  epithelium. 

The  mucous  membrane  of  the  larynx  is  remarkable  for  its 
acute  sensibility.  This  is  requisite  to  guard  the  upper  opening  of 
the  larynx  during  the  passage  of  the  food  over  it.  The  larynx  is 
closed  during  the  act  of  deglutition;  but  if,  during  this  process, 
anyone  attempt  to  speak  or  laugh,  the  epiglottis  is  raised,  and 
allows  the  food  to  pass,  as  it  is  termed,  the  wrong  way.  As  soon 
as  the  foreign  body  touches  the  mucous  membrane  of  the  larynx, 
a  spasmodic  fit  of  coughing  expels  it. 

The  sub-mucous  tissue  of  the  larynx  is  studded  with  mucous 
glands.  An  oblong  mass  of  them  lies  in  the  aryteno-epiglottic  fold, 
and  they  are  particularly  numerous  about  the  ventricles  of  thelarynx. 
The  surface  of  the  epiglottis  towards  the  tongue  is  abundantly  pro- 
vided with  them.  Their  ducts  pass  through  the  epiglottis,  and 
may  be  recognised  as  minute  openings  on  its  laryngeal  aspect. 

Superior  This  is  the  opening  through  which  the  larynx 

Opening  of  the  communicates  with  the  pharynx.  Its  outline  is 
Larynx.  triangular,  with  its  base  directed  forwards,  and  it 

slopes  from  before  backwards.  Anteriorly  it  is  bounded  by  the 
epiglottis,  laterally  by  the  aryteno-epiglottic  folds  and  cuneiform 
cartilages,  posteriorly  by  the  arytenoid  cartilages  and  the  corni- 
cula  laryngis.  The  apex  presents  the  funnel-shape  appearance 
from  which  the  arytenoid  cartilages  derive  their  name. 

Look  down  into  the  larynx  and  observe  the 
Opening  of  the  triangular  horizontal  opening  in  the  middle  line; 
Larynx,  or  Eima  this  is  the  rima  glottidis  or  glottis.  Its  apex  is 
Glottidis.  directed  forwards,  its  base  backwards.    The  an- 

terior two-thirds  of  this  opening  is  bounded  by  the  inferior  or  true 
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vocal  cords,  the  posterior  third  by  the  arytenoid  cartilages.  Above 
the  true  vocal  cords  are  situated  the  superior  or  false  vocal  cords. 
On  each  side  of  the  larynx,  between  the  true  and  false  vocal  cords, 
is  a  small  recess,  the  ventHcle  of  the  larynx,  leading  into  a  pouch 
called  the  sacculus  lao^ngis,  which  ascends  for  a  short  distance 
and  terminates  in  a  cul-de-sac  by  the  side  of  the  thyroid  cartilage. 

In  the  middle  line  below  the  base  of  the  epiglottis  is  seen  a 
round  elevation  covered  with  mucous  membrane  of  a  bright  red 
colour:  this  is  termed  the  cushion  of  the  epiglottis.  The  length 
of  the  rima  glottidis  in  the  male  is  eleven  lines;  its  width  at  rest 
from  three  to  four  lines ;  in  the  female  its  length  is  eight  lines, 
its  width  two  lines. 

SupEBioB  OR  These  are  the  prominent  crescentic  folds  which 

False  VocAi,         form  the  upper   boundaries  of  the  ventricles. 

They  are  called  the  false  vocal  cords  because  they 
have  little  or  nothing  to  do  with  the  production  of  the  voice. 
They  are  composed  of  elastic  tissue,  like  the  true  vocal  cords;  but 
they  also  contain  fatty  tissue,  which  the  true  ones  do  not. 

Infeeioe  OB  These  two  cords,  composed  of  elastic  tissue,  and 

Teub  Vocal  covered  with  very  thin  and  closely  adherent  mu- 

CoEDs.  PQ^g  membrane,  extend  horizontally  from  the 

angle  of  the  thyroid  cartilage  to  -p^^ 
the  base  of  each  of  the  arytenoid. 

They  diverge  as  they  pass  back-        /yfi\^^  Thyroid  cartuage. 

wards ;  the  space  between  them  is  //  \\  True  vocai  cord, 

called  the  rima  glottidis.  We 
shall  presently  see  that,  by  the 
muscles  which  act  upon  the  ary- 
tenoid cartilages,  these  cords  can       /I  IV— -Arytenoid  cartilage, 
be   approximated    or   separated  (\^J^ — Mk^")  Eiasticiigament. 
from  each  other;  in  other  words, 
the  rima  glottidis  can  be  closed  '"^^^  ™^ 
or  dilated.     When  sufficiently        ^  ^ 

tightened,  and  brought  parallel  by  means  of  certain  muscles,  the 
cords  are  made  to  vibrate  by  the  current  of  the  expired  air,  and 
thus  is  produced  the  voice. 

o  2 
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In  the  adult  male  the  true  vocal  cords  measure  about  seven 
lines  ;  in  the  female  about  five  lines.  In  boys  they  are  shorter ; 
hence  their  peculiar  voice.  At  puberty,  the  cords  lengthen, 
and  the  voice  breaks.  The  free  edges  of  the  true  vocal  cords 
are  thin  and  sharp,  and  look  somewhat  upwards;  this  may  be 
demonstrated  by  making  a  vertical  transverse  section  through 
them. 

The  glottis  admits  of  being  dilated,  contracted,  and  even  com- 
pletely closed  by  ^its  appropriate  muscles.  When  at  rest,  its  shape 
is  triangular,  as  shown  in  fig.  35,  where  the  arytenoid  cartilages 
are  cut  through  on  a  level  with  the  vocal  cords.  During  every  in- 
spiration, the  glottis  is  dilated  by  the  crico-arytenoidei  postici;  it 
then  becomes  spear-shaped  (fig.  37).  During  expiration,  it  re- 
sumes its  triangular  shape::  and  this  return  to  a  ctate  of  rest  is 
effected,  not  by  muscular  agency,  but  by  two  elastic  ligaments 
shown  in  fig.  3"5,  which  draw  the  arytenoid  cartilages  together. 
Thus  then  the  glottis,  like  the  chest,  is  dilated  by  muscular 
tissue;  like  the  chest,  also,  it  is  contracted  by  elastic  tissue.  In 
speaking  or  singing,  the  glottis  assumes  what  is  called  the  vocal- 
ising position  —  that  is,  the  opening  becomes  narrower  and  its 
edges  nearly  parallel. 

Ventricles  OF  These  are  the  hollows  between  the  upper  and 
theLaetnx.  lower  vocal  cords,  and  each  leads  to  a  small  pouch, 
the  sacculus  laryngis.  Each  ascends  for  about  half  an  inch  as 
high  as  the  upper  border  of  the  thyroid  cartilage,  which  bounds  it 
on  its  outer  side,  while  on  the  inner  side  is  the  upper  vocal  cord. 
It  contains  from  sixty  to  seventy  muciparous  glands.  Over  its 
inner  and  upper  part  is  a  layer  of  muscular  tissue,  compressor 
sacculi  laryngis  of  Hilton,  which  connects  it  with  the  aryteno- 
epiglottic  fold. 

Intrinsic  There  are  efleven  muscles  which  act  upon  the 

Muscles  of  the  larynx :  five  on  each  side  and  one  in  the  middle. 
Larynx.    ■  The  five  pairs  are — the  crico-thyroidei,  the  crico- 

arytenoidei  postici,  the  crico-arytenoidei  laterales,  the  thyro-ary- 
tenoidei,  and  the  aryteno-epiglottidei.  The  single  one  is  the 
arytenoideus. 
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M.  Crico-  This  muscle  is  situated  on  the  front  of  the 

THTKoiDKus.  laiyux.    It  arises  from  the  side  of  the  cricoid 

cartilage,  ascends  obliquely  outwards,  and  is  inserted  into  the 
inferior  border  and  lower  cornu  of  the  thyroid.  Its  action  is  to 
tigthen  the  vocal  cords.  It  does  this  by  depressing  the  thyroid 
cartilage :  since  this  cartilage  cannot  be  depressed  without  length- 
ening these  cords,  as  shown  by  the  dotted  line,  fig.  36.  Its  nerve 
is  the  external  laryngeal  branch  of  the  superior  laryngeal.  Be- 
tween the  anterior  borders  of  the  two  muscles  is  seen  the  crico- 
thyroid membrane,  which  is  divided  in  Laryngotomy. 

Fig.  36. 


Arytenoid  cartilage  . 
Crico-arytenoid  joint 

Crico-thyroid  joint  . 


T&yroid  cartilage. 


/  -  Thyroid  cartilage  depressed. 
True  vocal  cord. 
True  vocal  .cord  stretched. 


Crico-thyroid  muscle. 
Cricoid  cartilage. 

DIAGRAM  SHOWING  THE  ACTION  OF  THE  CBICO-THTKOID  MFSCM!. 


M.  Ceico-  This  muscle  arises  from  the  posterior  part  of 

AHTTENoiDEus  thc  cricoid  cartilage :  its  fibres  converge  and 
Posticus.  p^^gg  outwards  and  upwards,  to  be  inserted  into 

the  outer  angle  of  the  arytenoid.  Its  action  is  to  dilate  the 
glottis.  It  does  this  by  drawing  the  posterior  tubercle  of  the 
arytenoid  cartilage  towards  the  mesial  line,  and  therefore  the 
anterior  angle  (to  which  the  vocal  cord  is  attached)  from  the 
mesial  line  (fig.  37).  In  this  movement  the  arytenoid  cartilage 
rotates  as  upon  a  pivot,  and  acts  as  a  lever  of  the  first  order  ;  the 
fulcrum  or  ideal  pivot  being  intermediate  between  the  power 
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and  the  weight.  This  muscle  dilates  the  glottis  at  each  inspira- 
tion.   Its  nerve  conies  from  the  inferior  laryngeal. 

M.  Artte-  This  single  muscle  is  situated  immediately  at 

NoiDEus.  the  back  of  the  arytenoid  cartilages.    The  fibres 

pass  across  from  one  cartilage  to  the  other  running  in  a  transverse 
direction.  Action. — By  approximating  the  arytenoid  cartilages, 
they  assist  in  contracting  the  glottis.  It  is  supplied  by  the  inferior 
laryngeal  nerve. 

M.  Artteno-  This  muscle  arises  from  the  outer  angle  of  the 

EPiGLOTTiDEus.        arytcuoid  cartilage  and,  crossing  its  fellow  like 


Fig.  37. 


the  letter  X,  is  inserted,  partly  into  the  apex  of  the  opposite 
arytenoid, cartilage,  and  partly  into  the  aryteno-epiglottidean  fold. 

M.  Cbico-  To  expose  this  muscle,  cut  away  the  ala  of  the 

AKTrENOIDBUS  thyroid  cartilage.  It  ao^ises  from  the  upper 
Lateralis.  border  of  the  side  of  the  cricoid  cartilage,  and  is 

inserted  into  the  external  angle  of  the  base  of  the  arytenoid  in 
front, of  the  crico-arytenoideus  posticus.  Action— By  drawing 
the  arytenoid  cartilages  inwards,  the  muscles  of  opposite  sides 
contract  the  glottis  (fig.  38).  Its  nerve  comes  from  the  inferior 
laryngeal. 
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M.  Thyro-  This  muscle  arises  from  the   angle  of  the 

ARTTExoiDEus.  thjroid  Cartilage  and  the  crico-thyroid  membrane, 
runs  horizontally  backwards,  and  is  inserted  into  the  base  and 
anterior  border  of  the  arytenoid.  Its  fibres  run  parallel  with  tlie 
vocal  cord,  and  some  of  them  are  directly  inserted  into  it.  Its 
nerve  comes  from  the  inferior  laryngeal. 

This  muscle  relaxes  the  vocal  cord.  More  than  this,  it  puts 
the  lip  of  the  glottis  in  the  vocalising  position  ;  in  this  position, 
the  margins  of  the  glottis  are  parallel,  and  the  chink  is  reduced  to 
the  breadth  of  a  shilling. 


Fig.  38. 


The  following  table  shows  the  action  of  the  several  muscles 
which  act  upon  the  glottis  : — 

Crico-thyroidei    ,       .       .    Stretch  the  vocal  cords. 

Thyro-arytenoidei       ,       .    Eelax  the  vocal  cords,  and  place  them  in  the 

vocalising  position, 
Crico-arytenoidei  postici      .    Dilate  the  glottis. 
Crico-arytenoidei  laterales   .    Draw  together  the  arytenoid 

cartilages 

Arytenoideus       .       .       .    Ditto      ditto  ditto 
Aryteno-epiglottidei     .       .    Contract  the  upper  opening  of  the  larynx. 

The  blood-vessels  of  the  larynx  are  derived  from  the  superi 


)  close  the 
J  glottis. 
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and  inferior  thyroid  arteries.  The  laryngeal  branch  of  the 
superior  thyroid  passes  through  the  thyro-hyoid  membrane  with 
the  corresponding  nerve,  and  divides  into  branches,  which  supply 
the  muscles  and  the  mucous  membrane.  The  laryngeal  branches 
of  the  inferior  thyroid  ascend  behind  the  cricoid  cartilage.  A 
constant  little  artery  passes  through  the  crico-thyroid  mem- 
brane. 

The  nerves  of  the  larynx  are  the  superior  and  i/nferior  (re- 
current) laryngeal  branches  of  the  pneumogastric. 

The  superior  laryngeal,  having  passed  through  the  thyro-hyoid 
membrane,  divides  into  branches,  distributed  to  the  mucous  mem- 
brane of  the  larynx.  Its  filaments  spread  out  in  various  direc- 
tions ;  some  to  the  anterior  and  posterior  surfaces  of  the  epiglottis, 
and  to  the  aryteno-epiglottidean  folds,  others  to  the  interior  of  the 
larynx  and  the  vocal  cords.  A  constant  filament  descends  behind 
the  ala  of  the  thyroid  cartilage,  and  communicates  with  the  inferior 
laryngeal.  Its  external  laryngeal  branch  supplies  the  crico-thyroid 
muscle. 

The  inferior  (or  recurrent)  laryngeal  nerve  enters  the  larynx 
beneath  the  inferior  constrictor,  and  ascends  behind  the  joint 
between  the  thyroid  and  cricoid  cartilages.  It  supplies  all  the 
intrinsic  muscles  of  the  larynx,  except  the  crico-thyroid.  If  the 
recurrent  nerve  be  divided,  or  in  any  way  injured,  the  muscles 
moving  the  glottis  become  paralysed,  but  its  sensibility  remains 
unimpaired.  When  the  nerve  is  compressed  by  a  tumour — for 
instance,  an  aneurysm  of  the  arch  of  the  aorta— the  voice  is 
changed  to  a  whisper,*  or  even  lost. 

Difference  be-  Until  the  approach  of  puberty,  there  is  no  great 
TWEEN  THE  Malb  difference  in  the  relative  size  of  the  male  and 
AND  THE  Female  female  larynx.  The  larynx  of  the  male,  within 
Laetnx.  years  after  this  time,  becomes  nearly  doubled 

in  size  ;  that  of  the  female  grows,  but  to  a  less  extent. 

The  larynx  of  the  adult  male  is  in  all  proportions  about  one 
third  larger  than  that  of  the  adult  female. 

The  alse  of  the  thyroid  cartilage  form  a  more  acute  angle  in 

*  '  Medical  Gazette,'  Dec.  1848; 
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the  male ;  hence  the  greater  projection  of  the  '  pomuna  Adami,' 
and  the  greater  length  of  the  vocal  cords,  in  the  male. 


The  average  length  of  the  vocal  cords  is  in  the 
The  average  length  of  the  glottis  is  in  the  . 


Male   .  .    7  lines. 

Female  .    5  lines. 

Male   .  .11  lines. 

Female  .    8  linesl 


The  size  of  the  larynx  does  not  necessarily  follow  the  propor- 
tions of  the  general  stature ;  it  may  be  as  large  in  a  little  person 
as  in  a  tall  one:  this  corresponds  with  what  we  know  of  the 
voice. 

Cbico-thteoid  This  j  oint  is  provided  with  a  capsule  and  synovial 
ARTICULATION.  membrane.  There  are,  besides,  two  strong  liga- 
ments. Both  proceed  from  the  cornu  of  the  thyroid  cartilage ; 
the  one  upwards  and  backwards,  the  other  downwards  and  forwards 
to  the  cricoid.  Eemember  that  the  only  kind  of  motion  permitted 
is  vertical :  and  that  this  motion  regulates  the  tension  of  the 
vocal  cords. 


DISSECTION  OF  THE  TONGUE, 


The  tongue  is  a  complex  muscular  organ,  subservient  to  taste, 
speech,  suction,  mastication,  and  deglutition.  Its  upper  surface 
is  convex  and  free,  as  is  also  its  anterior  part  or  tip  which  lies 
behind  the  lower  incisor  teeth ;  its  posterior  and  inferior  part  is 
connected  to  the  os  hyoides  by  the  hyo-glossi,  to  the  styloid  process 
of  the  temporal  bone  by  the  stylo-glossi,  and  to  the  symphysis  of 
the  lower  jaw  by  the  genio -hyo-glossi  muscles. 

Its  upper  surface,  or  dorsum,  is  convex,  and  slopes  on  all  sides 
from  the  centre :  running  along  the  middle  is  a  median  groove — 
raphe — which  terminates  posteriorly  in  a  depression,  the  foramen 
ccecum,  into  which  open  several  mucous  glands. 

The  surface  of  the  tongue  is  covered  with  mucous  membrane, 
which  is  composed  of  structures  similar  to  those  of  the  skin 
generally :  that  is  to  say,  it  consists  of  a  '  cutis  vera,'  with  nume- 
rous elevations  called  papillas,  and  of  a  thick  layer  of  squamous 


202 


DISSECTION  OF  THE  TONGUE. 


epithelium.  The  cutis  is  much  thinner  than  that  of  the  skin  of  the 
body,  and  affords  insertion  to  some  muscular  fibres  of  the  tongue. 

The  mucous  membrane  on  the  under  aspect  of  the  tongue  is 
smooth  and  comparatively  thin,  and,  in  the  middle  line  in  front, 
forms  a  fold— the  frcenum  lingucR — which  connects  it  to  the 
mucous  membrane  of  the  floor  of  the  mouth.  Laterally  the 
mucous  membrane  is  reflected  from  the  under  part  of  the  tongue 
to  the  lower  jaw,  and  forms  the  floor  of  the  mouth. 

From  the  posterior  part  of  the  tongue  the  mucous  membrane 
passes  to  the  soft  palate  on  each  side,  forming  the  folds  termed  the 
anterior  palatine  arches,  which  enclose  the  palato-glossi ;  there  are 
also  three  folds  to  the  epiglottis,  termed  the  glosso-epiglottic :  two 
lateral  and  one  median,  the  latter  enclosing  a  layer  of  elastic  tissue, 
called  the  glosso-epiglottic  ligament.  This  ligament  raises^  the 
epiglottis  when  the  tongue  is  protruded  from  the  mouth ;  hence  the 
rule  of  never  pulling  the  tongue  forwards  when  passing  a  tube 
into  the  oesophagus,  otherwise  the  tube  might  pass  into  the 
larynx. 

Papilla  of  The  anterior  two-thirds  of  the  tongue  are 

THE  Tongue.  studded  with  numerous  small  eminences,  called 

papillce ;  these,  according  to  their  size  and  form,  are  distinguished 
into  three  kinds — viz.  papillce  circumvallatce,  papillce  fungi- 
formcG,  and  papillce  filiformce  (fig.  39). 

The  papillce  circumvallatce  vary  in  number  from  eight  to  twelve, 
and  are  arranged  at  the  back  of  the  tongue  in  two  rows,  which 
converge  like  the  branches  of  the  letter  V,  with  the  apex  backwards, 
towards  the  foramen  csecum.  Each  of  these  papillae  is  circular, 
from  the  Vo"th  to  Y2"th  of  an  inch  wide,  and  slightly  broader  above 
than  below.  Each  is  surrounded  by  a  circular  fossa,  which  itself 
is  bounded  by  an  elevated  ring.  The  papillae  are  covered  with  a 
thick  stratum  of  scaly  epithelium,  beneath  which  are  numerous 
secondary  papillae.  Buried  in  the  epithelium  on  the  side  (but  not 
on  the  upper  surface)  of  these  papillae,  numerous  flask-shaped 
bodies,  called  the  taste  huds,  have  been  discovered.  Their  bases 
rest  upon  the  deeper  structures,  and  their  apices  open  upon  the 
surface.    According  to  recent  authorities  they  are  in  close  con- 
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nection  with  the  ultimate  distribution  of  the  glosso-pharyngeal 


nerve. 


The  papillce  fungiformce,  smaller  and  more  numerous  than 
the  circumvallatce,  are  scattered  chiefly  over  the  sides  and  tip  of 
the  tongue,  and  sparingly  over  its  upper  Fig.  39. 

siurface.  They  vary  in  shape,  some  being 
cylindrical,  others  having  rounded  heads  like 
mushrooms;  whence  their  name.  Near  the 
apex  of  the  tongue  they  may  be  distin- 
guished during  life  from  the  other  papillse 
by  their  redder  colour.  In  scarlatina,  and 
some  exanthematous  fevers,  these  papillse 
become  elongated,  and  of  a  bright  red  colour: 
as  the  fever  subsides,  their  points  acquire  a 
brownish  tint ;  giving  rise  to  what  is  called 
the  strawberry  tongue. 

The  papillcB  filiformoB  are  the  smallest 
and  most  numerous.  They  are  so  closely 
aggregated  that  they  give  the  tongue  a 
velvet-like  appearance.  Their  points  are 
directed  backwards,  so  that  the  tongue  feels 
smooth  if  the  finger  be  passed  over  it  from 
apex  to  base,  but  rough  if  in  the  contrary 
direction.  These  papillae  consist  of  small 
conical  processes  arranged  for  the  most  part  in  a  series  of  lines 
running  parallel  to  the  two  rows  of  the  papillae  circumvallatse. 
Each  papilla  is  covered  with  a  thick  layer  of  epithelium,  which  is 
prolonged  into  a  number  of  free  hairlike  processes. 

If  the  papillse  be  injected,  and  examined  under  the  microscope, 
it  is  found  that  they  are  not  simple  elevations,  like  those  of  the 
skin,  but  that  from  them  arise  secondary  papillse.  The  papillse 
circumvallatse  consist  of  an  aggregation  of  smaller  papillse  arranged 
parallel  to  each  other ;  and  the  papillas  fungiformse  consist  of  cen- 
tral stems  from  which  minute  secondary  papillse  shoot  off.  This 

*  For  further  information  about  these  bodies  the  student  is  referred  to  Engelman- 
Stracker's  '  Handbook.' 


UPPEE  SURFACE  OF  THE 
TONGUE,  WITH  THE  FAUCES 
AND  TONSILS. 

1.  Papillse  circumvaUatoB, 

2.  Papillse  fungiformse. 
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elaborate  structure  escapes  observation  because  it  is  buried  beneath 
the  epithelium.*  Each  secondary  papilla  receives  a  blood-vessel, 
which  passes  nearly  to  its  apex,  and  returns  in  a  loop-like  manner. 

The  papillae  are  covered  with  one  or  more  layers  of  squamous 
epithelium.  That  which  covers  the  iiliforra  is  superimposed  so 
thickly  as  to  give  it  sometimes  the  appearance  of  a  brush  when 
seen  under  the  microscope.  The  various  kinds  of  fur  on  the 
tongue  consist  of  thick  and  sodden  epithelium. 

Eespecting  the  use  of  the  papillae,  it  is  probable  that  they 
enable  the  tongue  to  detect  impressions  with  greater  delicacy. 
From  the  density  and  arrangement  of  their  epithelial  coat,  the 
filiform  papillae  give  the  surface  of  the  tongue  a  roughness,  which 
is  useful  in  its  action  upon  the  food.  An  apparatus  of  this  kind, 
proportionately  stronger  and  more  developed,  makes  the  tongue  of 
ruminant  animals  an  instrument  by  which  they  lay  hold  of  their 
food.  In  the  feline  tribe — e.g.  the  lion  and  tiger — these  papillae 
are  so  sharp  and  strong  that  they  act  like  rasps,  and  enable  the 
animal  to  lick  the  periosteum  from  the  bones  by  a  single  stroke  of 
his  tongue.  In  some  mammalia,  they  act  like  combs  for  cleaning 
the  skin  and  the  hair. 

^  Numerous  small  racemose  glands  are  found  in 

the  submucous  tissue  at  the  root  of  the  tongue. 
They  are  similar  in  structure  and  secretion  to  the  tonsillar  and 
palatine  glands,  so  that  there  is  a  complete  ring  of  glands  round 
the  isthmus  faucium.  Small  round  orifices  upon  their  surface 
indicate  the  termination  of  their  ducts.  Other  mucous  glands, 
with  ducts  from  one  quarter  to  half  an  inch  long,  are  situated  in 
the  muscular  substance  of  the  tongue. 

Glands  be-  undeT  surface  of  the  apex  of  the  tongue 

NEATH  THE  Apex  Is  placcd,  ou  cithcr  side,  a  group  of  glands  pre- 
OF  THE  Tongue.  gumed  to  be  salivary.  Considering  each  group  as 
one  gland,  observe  that  it  is  oblong,  with  the  long  diameter  from 
seven  to  ten  lines,  parallel  with  the  axis  of  the  tongue.  It  lies 
near  the  mesial  line,  a  little  below  the  ranine  artery,  on  the  outer 
side  of  the  branches  of  the  gustatory  nerve,  under  some  of  the 
*  See  Bowman  and  Todd's  'Physiological  Anatomy.' 
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fibres  of  the  stylo-glossus.  Four  or  five  ducts  proceed  from  each 
gi-oup,  and  terminate  by  separate  orifices  on  the  under  surface  of 
the  tongue. 

MusctJLAB  "^^6  substance  of  the  tongue  is  composed  of 

Fibres  of  the  muscular  fibres  and  of  a  small  quantity  of  fat. 
Tongue.  The  extrinsic  muscles  of  the  tongue  have  been 

described  in  the  dissection  of  the  submaxillary  region  (p.  47). 
We  have  now  to  examine  its  intrinsic  muscles.  For  this  purpose 
the  mucous  membrane  must  be  removed  from  the  dorsum  of  the 
tongue.  On  dissection  it  will  be  found  that  the  great  bulk  of  the 
organ  consists  of  fibres  which  proceed  in  a  longitudinal  direction, 
constituting  the  li/nguales  muscles. 

The  superior  lingualis  runs  longitudinally  beneath  the  mucous 
membrane  of  the  dorsum;  its  fibres  are  attached  posteriorly  to 
the  hyoid  bone  and  run  forwards  to  the  front  and  margin  of 
the  tongue.    Posteriorly  the  muscle  is  thin  and  is  covered  by  the 
fibres  of  the  palato-glossus  and  hyo-glossus. 

The  inferior  lingualis  is  larger  than  the  preceding,  and  is 
situated  on  the  under  aspect  of  the  tongue  between  the  genio-hyo- 
glossus  and  the  hyo-glossus.  It  may  be  readily  exposed  by  dis- 
secting the  under  surface  of  the  tongue  immediately  on  the  outer 
aspect  of  the  genio-hyo-glossus.  It  arises  posteriorly  from  the 
hyoid  bone  and  the  substance  of  the  tongue,  and  its  fibres  pass 
forwards  to  the  tip  of  the  tongue  after  being  reinforced  by  fibres 
from  the  stylo-glossus. 

The  transverse  fibres  form  a  considerable  part  of  the  thickness 
of  the  tongue  and  arise  from  the  fibrous  septum.  They  pass  out- 
wards between  the  superior  and  inferior  linguales,  ascending  as 
they  near  the  sides  of  the  tongue  where  the  fibres  become  con- 
tinuous with  those  of  the  palato-glossus.  A  considerable  amount 
of  fat  is  found  among  these  fibres. 

The  vertical  fibres  run  in  a  curved  direction,  descending  from 
the  dorsum  to  the  under  aspect  of  the  tongue,  with  the  concavity 
outwards.  They  interlace  with  the  transverse  fibres  and  with  the 
genio-hyo-glossus. 

On  tracing  the  genio-hyo-glossi  into  the  tongue,  we  find  that 
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some  of  their  fibres  ascend  directly  to  the  surface ;  others  cross 
in  the  raiddle  line,  intersect  the  longitudinal  fibres  and  finally  ter- 
minate upon  the  sides  of  the  tongue.  Lastly,  the  fibres  of  the 
stylo-glossi  should  be  traced  along  the  side  of  the  tongue  to  the 
apex. 

FiBEous  Septum  The  fibrous  septum  of  the  tongue  is  a  vertical 
OF  THE  Tongue.  plane  of  fibrous  tissue  which  extends,  in  the 
mesial  line,  from  the  base  to  the  apex.  It  is  connected  behind  with 
the  hyoid  bone,  and  lost  in  front  between  the  muscles.  In  it  is  some- 
times found  a  piece  of  fibro-cartilage,  called  nucleus  fibrosus 
Ungues,  a  representative  of  the  lingual  bone  in  some  of  the  lower 
animals. 

The  aHeries  supplying  the  tongue  are  the  dorsal  and  ranine 
branches  of  the  lingual  artery  (p.  52). 

The  nerves  to  the  tongue  should  now  be  followed  to  their 
termination.  The  hypoglossal  supplies  with  motor  power  all  the 
muscles.  The  gustatory  or  lingual  branch  of  the  inferior  division 
of  the  fifth  is  distributed  to  the  raucous  membrane  and  papillae  of 
the  apex  and  sides  of  the  tongue,  supplying  the  anterior  two- 
thirds  with  common  sensation.  Upon  this  nerve  depends  the 
sensation  of  all  ordinary  impressions,  such  as  that  of  hardness, 
softness,  heat,  cold,  and  the  like. 

The  glosso-pharyngeal  nerve  supplies  the  mucous  membrane 
at  the  back  and  the  sides  of  the  tongue,  and  the  papillae  circum- 
vallatse.  Under  the  microscope  small  ganglia  may  be  distinguished 
on  the  terminal  fibres  of  this  nerve. 

DISSECTION  OF  THE  ORBIT. 

To  expose  the  contents  of  the  orbit,  remove  that  portion  of  the 
orbital  plate  which  forms  the  roof  of  the  orbit  as  far  back  as  the 
optic  foramen,  making  one  section  on  the  outer  side,  the  other  on 
the  inner  side  of  the  roof.  In  doing  this,  be  careful  not  to  injure 
the  little  pulley  on  the  inner  side  for  the  superior  oblique.  The 
anterior  fourth  of  the  roof  should  be  turned  forwards  and  downwards. 
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the  remainder  removed  by  bone  forceps.  The  eyeball  should  be 
made  tense  by  blowing  air  through  a  blow-pipe,  passed  well  into 
the  globe  through  the  end  of  the  optic  nerve. 

Pehiosteum  of  The  roof  being  removed,  we  expose  the  fibrous 
THE  CeBIT.  membrane,  which  lines  the  walls  of  the  orbit.  It 

is  a  continuation  of  the  dura  mater  through  the  sphenoidal  fissure. 
Traced  forwards,  we  find  that  at  the  margin  of  the  orbit  it  divides 
into  two  layers,  one  of  which  is  continuous  with  the  periosteum  of 
the  forehead,  the  other  forms  the  broad  tarsal  ligament  which  fixes 
the  tarsal  cartilage. 


Fig.  40. 


DIAGRAM  OF  THE  NERVES  OF  THE  ORBIT. 


Fascia  OF  The  fascia  of  the  orbit  serves  the  same  piu-pose 

THE  Orbit.  ^jj^t  fascia  does  in  other  parts.    It  provides  the 

lachrymal  gland,  and  each  of  the  muscles,  with  a  loose  sheath, 
thin  and  delicate  at  the  back  of  the  orbit,  but  stronger  near  the 
eye,  where  it  passes  from  one  rectus  muscle  to  the  other,  so  that 
their  tendinous  insertions  into  the  globe  are  connected  by  it.  From 
the  insertion  of  the  muscles  it  is  reflected  backwards  over  the  globe 
of  the  eye,  and  the  optic  nerve,  and  separates  the  eye  from  the  fat 
at  the  bottom  of  the  orbit. 
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CoNTKNTs  OF  There  are  six  muscles  to  move  the  eye  ;  four  of 

THE  Ohbit.  which,  running  in  a  straight  direction,  are  called 

the  recti,  and  are  arranged  one  above,  one  below,  and  one  on 
each  side  of  the  globe.  The  remaining  two  are  called,  from  their 
direction,  obliqui,  one  superior,  the  other  inferior.  There  is  also 
a  muscle  to  raise  the  upper  eyelid,  termed  levator'  palpebrce.  The 
nerves  are :  the  optic,  which  passes  through  the  optic  foramen ; 
the  third,  the  fourth,  the  first  division  of  the  fifth,  and  the  sixth, 
all  of  which  pass  through  the  sphenoidal  fissure.  The  third 
supplies  all  the  muscles  with  motor  power,  except  the  superior 
oblique,  which  is  supplied  by  the  fourth,  and  the  external  rectus, 
which  is  supplied  by  the  sixth.  The  first  or  ophthalmic  division 
of  the  fifth  divides  into  a  frontal,  lachrymal,  and  nasal  branch. 
The  orbit  contains,  also,  a  quantity  of  fat,  which  forms  a  soft 
bed  for  the  eye  and  prevents  it  from  being  retracted  too  far  by 
its  muscles.  Upon  the  quantity  of  this  fat  depends,  in  some 
measure,  the  prominence  of  the  eyes.  Its  absorption  in  disease 
or  old  age  occasions  the  sinking  of  the  eyeballs.  The  eye  is 
separated  from  the  fat  by  a  fold  of  the  orbital  fascia,  which,  like 
a  tunica  vaginalis,  enables  the  globe  to  move  with  rapidity  and 
precision.    Lastly,  the  orbit  contains  the  lachrymal  gland. 

After  the  removal  of  the  periosteum  and  the  fascia  of  the  orbit, 
the  following  objects  should  be  carefully  traced.  In  the  middle 
are  seen  the  frontal  nerve  and  artery,  lying  upon  the  levator 
palpebrae ; .  on  the  inner  side  is  the  fourth  nerve  lying  on  and 
supplying  the  superior  oblique ;  on  the  outer  side,  the  lachrymal 
nerve  and  artery  pass  forwards  to  the  lachrymal  gland,  which  lies 
under  cover  of  the  external  angular  process. 

The  ophthalmic  or  first  division,  of  the  fifth  nerve,  after  giving 
off  from  its  inner  side,  while  within  the  cavernous  sinus,  the  nasal 
nerve,  divides  into  the  lachrymal  and  frontal  nerves,  of  which  the 
Feontal  latter  is  the  larger.    The  frontal  nerve  runs  for- 

Nerve.  wards  upon  the   upper  surface  of  the  levator 

palpebrae,  on  which,  about  midway  in  the  orbit,  it  divides  into  two 
branches,  the  supra-trochlear  and  the  supra-orbital. 

a.  The  supra-trochlear  runs  obliquely  inwards  above  the  pulley  of 
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the  superior  oblique  to  the  inner  angle  of  the  orbit.  Here  it  gives  off 
a  small  communication  to  the  infra-trochlear  branch  of  the  nasal,  and 
then  divides,  after  passing  between  the  bone  and  the  orbicularis  palpe- 
brarum, into  filaments  which  supply  the  skin  of  the  upper  eyelid,  forehead, 
and  nose.  One  or  two  small  filaments  may  be  traced  through  the  bone 
to  the  mucous  membrane  of  the  frontal  sinuses.* 

h.  The  supra-orhital  is  the  continuation  of  the  frontal  nerve,  and 
runs  forwards  to  the  supra-orbital  notch,  through  which  it  ascends  to 
supply  the  skin  of  the  upper  eyelid,  forehead,  and  scalj).  Its  cutaneous 
branches,  an  inner  and  an  outer,  which  run  upwards  beneath  the 
occipito-frontalis,  have  been  described  in  the  dissection  of  the  scalp 
(p.  4). 

Lachbtsial  This  is  the  smallest  of  the  three  branches  of  the 

^^ERVE.  ophthalmic  nerve.    It  runs  along  the  outer  side 

of  the  orbit  with  the  lachrymal  artery,  through  the  lachrymal  gland, 
which  it  supplies  as  well  as  the  upper  eyelid.  Its  branches  within 
the  orbit  are  :  1,  a  branch  which  passes  down  behind  the  lachry- 
mal gland  to  communicate  with  the  orbital  branch  of  the  superior 
maxillary  nerve ;  2,  filaments  to  the  lachrymal  gland.  It  then 
pierces  the  palpebral  ligament  to  supply  the  skin  of  the  upper 
eyelid. 

Fourth  Cea-  This  nerve  enters  the  orbit  through  the  sphe- 
NiAL  Nerve.  noidal  fissure  above  the  other  nerves.     It  runs 

along  the  inner  side  of  the  frontal  nerve,  and  enters  the 
orbital  surface  of  the  superior  oblique,  to  which  it  is  solely  dis- 
tributed.f 

Lachrymal  This  gland  is   situated   below   the  external 

Gland.  angular  process  of  the  frontal  bone.    It  is  about 

the  size  and  shape  of  an  almond.  Its  upper  surface  is  convex,  in 
adaptation  to  the  roof  of  the  orbit ;  its  lower  is  concave,  in  adap- 
tation to  the  eyeball.  The  anterior  part  of  the  gland  lies  some- 
times separated  from  the  rest,  close  to  the  back  part  of  the 
upper  eyelid,  and  is  covered  by  the  conjunctiva.     The  whole 

*  These  filaments  have  been  described  by  Ehimenbach — '  De  sinibus  Frontal.' 

t  This  nerve  is  joined  in  the  outer  wall  of  the  cavernous  sinus  by  filaments  from 
the  sympathetic.  Here  also  it  sends  backwards  two  or  more  filaments  to  supply  the 
tentorium  cerebelli. 
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Fig.  41. 


gland  is  invested  by  a  capsule*  formed  by  the  fascia  of  ih.e 
orbit. 

The  lachrymal  gland  consists  of  an  aggregation  of  small  lobes 
Qomposed  of  smaller  lobules,  connected  by  fibro-cellular  tissue, 

and  resembles  the  structure  of  the 
salivary  glands.  The  excretory  ducts, 
seven  to  ten  in  number,  run  parallel, 
and  perforate  the  conjunctiva  about 
a  quarter  of  an  inch  above  the  edge 
of  the  tarsal  cartilage  (fig.  41). 
They  are  not  easily  discovered  in 
the  human  eye ;  in  that  of  the 
horse  or  bullock  they  are  large 
enough  to  admit  a  small  probe. 
The  secretion  of  the  gland  keeps 
the  surface  of  the  cornea  constantly 
moist  and  polished ;  but  if  dust,  or 
any  foreign  substance,  irritate  the  eye,  the  tears  flow  in  abundance, 
•and  wash  it  off. 

All  the  muscles  of  the  orbit,  with  the  exception  of  the  inferior 
oblique,  arise  from  the  margin  of  the  foramen  opticum,  and  saps 
forwards,  like  ribands,  to  their  insertions. 

Levator  This  muscle  arises  from  the  roof  of  the  orbit, 

Palpebe^.  above  and  in  front  of  the  optic  foramen.  It 

gradually  increases  in  breadth,  and  terminates  in  a  broad,  thin 
aponeurosis,  which  is  inserted  into  the  upper  surface  of  the  tarsal 
cartilage  beneath  the  palpebral  ligament.  It  is  constantly  in 
action  when  the  eyes  are  open,  in  order  to  counteract  the  ten- 
dency of  the  lids  to  fall.  As  sleep  approaches,  the  muscle  relaxes, 
the  eyes  feel  heavy,  and  the  lids  close.  Its  nerve  comes  from  the 
superior  division  of  the  third  nerve,  and  enters  it  on  its  under  or 
ocular  aspect. 


*  This  capsule,  being  a  little  stronger  on  the  under  surface  of  the  gland,  is  de- 
scribed and  figured  by  Soemmerring  as  a  distinct  ligament,  '  Icones  Oculi  Humani,' 
tab.  vii. 
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Obuqtjus  This  muscle  arises  from  the  inner  side  of  the 

SuPEKioK.  foramen  opticum.    It  runs  along  the  inner  side 

of  the  orbit,  and  terminates  in  a  round  tendon,  which  passes  through 
a  cartilaginous  pulley— iroc/i^ea— attached  to  the  anterior  and 
inner  part  of  the  roof  of  the  orbit.  From  this  pulley  the  tendon 
is  reflected  outwards  and  backwards  to  the  globe  of  the  eye.  It 
gradually  expands,  and  is  inserted  into  the  outer  and  back  part 
of  the  sclerotic  coat,  between  the  external  and  superior  recti.  The 
pulley  is  lined  by  a  synovial  membrane,  which  is  continued  upon 
the  tendon.  The  action  of  this  muscle  will  be  considered  with 
that  of  the  inferior  oblique  (p.  217).  It  is  supplied  by  the  fourth 
nerve,  which  enters  the  back  part  of  its  upper  surface. 

The  frontal  nerve  and  levator  palpebrse  should  now  be  cut 
through  the  middle  and  reflected,  to  expose  the  superior  rectus 
muscle. 

FouK  Eech  These  four  muscles  have  a  tendinous  origin 

Muscles.  round  the  foramen  opticum,  so  that,  collectively, 

they  embrace  the  optic  nerve.  They  diverge  from  each  other,  one 
above,  one  below,  and  one  on  each  side  of  the  optic  nerve ;  and 
are  named,  accordingly,  rectus  superior^  inferior,  externus,  and 
internus.  Their  broad  thin  tendons  are  inserted  into  the  sclerotic 
coat  of  the  eye,  about  a  quarter  of  an  inch  from  the  margin  of 
the  cornea  (fig.  42). 

The  external  rectus  not  only  arises  from  the  circumference  of 
the  optic  foramen,  but  has  another  origin  from  the  lower  margin  of 
the  sphenoid  fissure.  Between  these  origins  pass  the  third  nerve, 
the  nasal  branch  of  the  fifth,  the  sixth,  and  the  ophthalmic  vein. 

The  recti  muscles  enable  us  to  direct  the  eye  towards  different 
points;  hence  the  names  given  to  them  by  Albinus — attollens, 
depressor,  adductor,  and  abductor  oculi.  It  is  obvious  that  by 
the  single  action  of  one,  or  the  combined  action  of  two,  the  eye 
can  be  turned  towards  any  direction. 

The  rectus  superior  is  supplied  by  the  upper  division  of  the 
third  nerve;  the  rectus  internus,  the  rectus  inferior  and  obliquus 
inferior,  by  the  lower  division.  The  rectus  externus  is  supplied  bv 
the  sixth. 
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Fig.  42. 


Follow  the  recti  to  the  eye,  in  order  to  see  the  tendons  by  which 
they  are  inserted.  Notice  also  the  anterior  ciliary  arteries,  which 
run  to  the  eye  along  the  tendons.    The  congestion  of  these  little 

vessels  occasions  the  red  zone  round 
the  cornea  in  iritis.  It  has  been 
already  mentioned  that  the  tendons 
are  invested  by  a  fascia,  which 
passes  from  one  to  the  other,  form- 
ing a  loose  tunic — capsule  of  Tenon 
— over  the  back  of  the  eye.  This 
tunic  consists  of  two  layers  with 
an  intermediate  space,  lined  with 
flat  cells,  thus  allowing  free  mo- 
bility of  the  globe-  It  is  this 
fascia  which  resists  the  passage  of 
INSERTION  OF  THB  HECTi  MUSCLES  WITH  ^j^g  hook  lu  thc  operatlou  for  the 

THE  ANTEEIOB  CILIAEY  AETEEIES.  n  ...  -r-,  ^,         ,  , 

cure  01  squinting.  Even  after  the 
complete  division  of  the  tendon,  the  eye  may  still  be  held  in  its 
faulty  position,  if  this  tissue,  instead  of  possessing  its  proper 
softness  and  pliancy,  happen  to  have  become  contracted  and  un- 
yielding. Under  such  circumstances  it  is  necessary  to  divide  it 
freely  with  the  scissors. 

By  removing  the  conjunctival  coat  of  the  eye,  the  tendons  of 
the  recti  are  soon  exposed.  The  breadth  and  the  precise  situation 
of  their  insertion  deserve  attention  in  reference  to  the  operation 
for  strabismus.  The  breadth  of  their  insertion  is  about  three- 
eighths  of  an  inch,  but  the  line  of  this  insertion  is  not,  at  aU 
points,  equidistant  from  the  cornea.  The  centre  of  the  insertion 
is  nearer  to  the  cornea  by  about  one  line  than  either  end.  Taking 
the  internal  rectus,  which  has  most  frequently  to  be  divided  in 
strabismus,  we  find  that  the  centre  of  its  tendon  is,  upon  an 
average,  three  lines  only  from  the  cornea,  the  lower  part  nearly 
five  lines,  and  the  upper  four.  It  is,  therefore,  very  possible  that 
the  lower  part  may  be  left  undivided  in  the  operation,  being  more 
in  the  background  than  the  rest.  The  tendon  of  the  internal 
rectus  is  nearer  to  the  cornea  than  either  of  the  others. 
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The  superior  rectus  should  now  be  reflected :  in  doing  so,  ob- 
serve the  branch  from  the  upper  division  of  the  third  nerve,  which 
supplies  it  and  the  levator  palpebrae.  After  the  removal  of  a 
quantity  of  fat,  we  expose  the  following  objects: — 1,  the  optic 
nerve;  2,  the  nasal  nerve,  the  ophthalmic  artery  and  vein,  all  of 
which  cross  obliquely  o<ver  the  optic  nerve  from  without  inwards ; 
3,  the  inferior  division  of  the  third  nerve;  4,  deeper,  towards  the 
back  of  the  orbit,  between  the  optic  nerve  and  the  external  rectus, 
is  situated  the  ophthalmic  or  lenticular  ganglion  with  its  ciliary 
branches;  5,  the  sixth  nerve  entering  the  ocular  aspect  of  the 
rectus  externus. 

This  is  one  of  the  three  divisions  of  the  oph- 
thalmic- branch  of  the  fifth  pair  (fig.  40,  p.  207). 
It  enters  the  orbit  through  the  sphenoidal  fissure  between  the  two 
origins  of  the  external  rectus,  and  then  crosses  obliquely  over  the 
optic  nerve,  beneath  the  levator  palpebrae  and  the  superior  rectus, 
towards  the  inner  wall  of  the  orbit.  After  giving  off  the  infror- 
trochlear  branch,  the  nerve  passes  out  of  the  orbit  between  the 
superior  oblique  and  internal  rectus,  through  the  anterior  ethmoidal 
foramen,  into  the  cranium,  where  it  lies  beneath  the  dura  mater, 
upon  the  cribriform  plate  of  the  ethmoid  bone.  It  soon  leaves  the 
cranium  through  the  nasal  slit  near  the  crista  galli,  and  enters  the 
nose.  Here  it  sends  filaments  to  the  mucous  membrane  of  the  upper 
part  of  the  septum,  and  superior  spongy  bone;  but  the  main  con- 
tinuation of  the  nerve  runs  behind  the  nasal  bone,  becomes  super- 
ficial between  the  bone  and  the  cartilage,  and,  under  the  name  of 
naso-lobular,  is  distributed  to  the  skin  of  the  ala  and  tip  of  the 
nose  (p.  74). 

The  nasal  nerve  gives  off  the  following  branches  in  the  orbit : — 


a.  One  slender  filament  to  the  lenticular  ganglion  (forming  its  upper 
or  long  root)  is  given  off  from  the  nasal  nerve  as  it  passes  between  the 
heads  of  the  external  rectus.  It  is  about  half  an  inch  long,  and  enters 
the  posterior-superior  angle  of  the  ganglion. 

b.  Two  or  three  long  ciliary  nerves.  They  run  along  the  inner  side 
of  the  optic  nerve  to  the  back  of  the  globe  of  the  eye.    They  are  joined 
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by  filaments  from  the  lenticular  ganglion,  and  pass  through  the  sclerotic 
coat  to  supply  the  iris. 

c.  Infra-trochlear  nerve. — This  runs  below  the  pulley  of  the  superior 
oblique,  where  it  communicates  with  the  supra-trochlear  branch  of  the 
frontal  nerve.  It  then  divides  into  filaments,  which  supply  the  skin  of 
the  eyelids,  the  lachrymal  sac,  the  caruncle,  and  the  side  of  the  nose. 

Ofiic  Nerve  This  nerve,  having  passed  through  the  optic 

foramen,  proceeds  forwards  and  a  little  outwards  to 
the  globe  of  the  eye,  which  it  enters  on  the  nasal  side  of  its  axis. 
It  then  expands  to  form  the  retina.  The  nerve  is  invested  by  a 
fibrous  coat  derived  from  the  dura  mater.  At  the  optic  foramen 
it  is  surrounded  by  the  tendinous  origins  of  the  recti;  in  the  rest 
of  its  course,  by  loose  fat  and  by  the  ciliary  nerves  and  arteries. 
It  is  pierced  in  its  course  through  the  orbit  by  the  arteria  cen- 
tralis retinee  which  runs  in  the  middle  of  the  nerve  to  the  eyeball. 

OpHTHALiac  This  artery  arises  from  the  internal  carotid.  It 

Abtebt.  enters  the  orbit  through  the  optic  foramen,  out- 

side the  optic  nerve;  occasionally  through  the  sphenoidal  fissure. 
Its  course  in  the  orbit  is  remarkably  tortuous.  Situated  at  first 
on  the  outer  side  of  the  optic  nerve,  it  soon  crosses  over  it,  and 
runs  along  the  inner  side  of  the  orbit,  to  inosculate  with  the  in- 
ternal angular  artery  (the  terminal  branch  of  the  facial).  Its 
branches  arise  in  the  following  order: — 

a.  Lachrymal  artery. — This  branch  proceeds  along  the  outer  wall  of 
the  orbit  to  the  lachrymal  gland.  After  supplying  the  gland,  it  termi- 
nates in  the  upper  eyelid.  It  anastomoses  with  the  deep  temporal  arte- 
ries, and  with  a  branch  from  the  arteria  meningea  media. 

b.  Supra-orbital  artery. — This  branch  runs  forwards  with  the  frontal 
nerve  under  the  roof  of  the  orbit,  and  emerges  on  the  forehead  thrsugh 
the  supra-orbital  notch.  It  inosciilates  chiefly  with  the  superficial  tem- 
poral artery. 

c.  Arteria  centralis  retinae. — This  small  branch  enters  the  optic  nerve 
on  the  outer  aspect,  and  rujis  in  the  centre  of  this  nerve  to  the  interior 
of  the  eye. 

d.  Ciliary  arteries. — These  branches  proceed  tortuously  forwards 
with  the  optic  nerve.  They  vary  from  twelve  to  fifteen  in  number,  and 
perforate  the  sclerotic  coat  at  the  back  of  the  eye,  to  supply  the  choroid 
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coat  and  the  ivis.  They  are  sometimes  called  short  ciliary,  to  distin- 
guish them  from  the  long  ciliary,  two  in  number,  which  run  on  each 
side  of  the  optic  nerve,  enter  the  sclerotic,  and  extend  horizontally  for- 
wards, one  on  each  side  of  the  globe,  between  the  sclerotic  and  choroid 
coats,  to  the  ciliary  muscle  and  iris.  The  anterior  ciliary  are  branches 
of  the  muscular  arteries,  and  proceed  with  the  tendons  of  the  recti,  and 
enter  the  front  part  of  the  sclerotic  coat.  In  inflammation  of  the  iris 
the  vascular  zone  round  the  cornea  arises  from  enlargement  and  conges- 
tion of  the  anterior  ciliary  arteries. 

e.  Ethmoidal  arteries. — Of  these  arteries,  two  in  number,  the  anterior 
and  larger  passes  through  the  anterior  ethmoidal  foramen  with  the  nasal 
nerve  ;  the  posterior  enters  the  posterior  ethmoidal  foramen.  Both  give 
off  anterior  meningeal  branches  to  the  dura  mater,  and  supply  the  mucous 
membrane  of  the  nose,  and  of  the  ethmoidal  cells. 

f.  Muscular  arteries. — These  are  uncertain  in  theii'  origin,  and  give 
off  the  anterior  ciliary  branches. 

g.  Palpebral  arteries. — These  branches,  a  superior  and  an  inferior 
proceed  from  the  lachiymal,  nasal,  and  supi-a-orbital  arteries,  and  are  dis- 
tributed to  their  respective  eyelids,  forming  arches  near  the  margin  of  the 
lids  between  the  tarsal  cartilages  and  the  orbicularis  palpebrarum. 

h.  Nasal  artery. — This  branch  may  be  considered  one  of  the  terminal 
divisions  of  the  ophthalmic.  It  leaves  the  orbit  on  the  nasal  side  of  the 
eye  above  the  tendon  of  the  orbicularis,  and  inosculates  with  the  angular 
artery  (termination  of  the  facial).  It  supplies  the  side  of  the  nose  and 
the  lachrymal  sac. 

i.  Frontal  artery. — This  is  the  other  terminal  branch  of  the  oph- 
thalmic. It  emerges  at  the  inner  angle  of  the  eye,  ascends,  and  inoscu- 
lates with  the  supra-orbital  artery. 

QpHTHALanc  This  commences  at  the  inner  angle  of  the  eye, 

by  a  communication  with  the  frontal  and  angular 
veins.  It  runs  backwards  above  the  optic  nerve  in  a  straighter 
course  than  the  artery,  receives  corresponding  branches,  and  finally 
passes  between  the  two  heads  of  the  external  rectus,  to  terminate 
in  the  cavernous  sinus. 

Ophthalmic  This  small  ganglion  (g,  fig.  40,  p.  207 ),  of  reddish 

OR  Lenticular  colour,  and  about  the  size  of  a  pin's  head,  is 
Ganglion.  situated  at  the  back  part  of  the  orbit,  between  the 

optic  nerve  and  the  exteroal  rectus.    It  receives  a  sensory  branch 
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from  the  nasal  nerve,  which  joins  its  posterior  superior  angle;  a 
motor  branch  (from  the  lower  division  of  the  third),  which  enters 
its  posterior  inferior  angle;  and  it  receives  a  filament  from  the 
sympathetic  plexus  round  the  internal  carotid  artery.  The  gang- 
lion thus  furnished  with  motor,  sensory,  and  sympathetic  roots,  gives 
off  the  short  ciliary  nerves.  They  run  forward  very  tortuously 
with  the  optic  nerve,  pass  through  the  back  of  the  sclerotic  coat, 
where  they  are  joined  by  the  long  ciliary  (from  the  nasal),  and  are 
distributed  to  the  iris  and  the  ciliary  muscle.  Since  the  ciliary 
nerves  derive  their  motor  influence  from  the  third  nerve,  the  iris 
must  lose  its  power  of  contraction  when  this  nerve  is  paralysed. 

Third  Nebye,  The  third  nerve,  just  before  it  enters  the  sphe- 
MoTOR  Ocuii.  noidal  fissure,  divides  into  two  branches,  both'  of 
which  pass  between  the  origins  of  the  external  rectus.  The  ujpper 
division  has  been  already  traced  into  the  superior  rectus  and 
levator  palpebrae.  The  loiver  division  supplies  a  branch  to  the 
internal  rectus,  another  to  the  inferior  rectus,  and  then  runs  along 
the  floor  of  the  orbit  to  the  inferior  oblique  muscle  (fig.  40). 

What  is  the  result  of  paralysis  of  the  third  nerve?  Falling  of 
the  upper  eyelid  (ptosis),  external  squint,  dilatation  and  immo- 
bility of  the  pupil. 

Sixth  Neeve,  This  nerve  enters  the  orbit  between  the  origins 
Motor  Externus.  of  the  external  rectus  above  the  ophthalmic  vein, 
and  terminates  in  fine  filaments,  which  are  exclusively  distributed 
to  the  ocular  surface  of  this  muscle. 

Eespecting  the  motor  nerves  in  the  orbit,  observe  that  they  all 
enter  the  ocular  surface  of  the  muscles,  with  the  exception  of  the 
fourth  which  enters  the  orbital  sm-face  of  the  superior  oblique. 

Inferior  This  muscle  arises  by  a  flat  tendon  from  the 

Oblique.  orbital  plate  of  the  superior  maxilla  on  the  outer 

side  of  the  lachrymal  groove.  It  runs  outwards  and  backwards  be- 
tween the  orbit  and  the  inferior  rectus,  then  curves  upwards  be- 
tween the  globe  and  the  external  rectus,  and  is  inserted  by  a  broad 
thin  tendon  into  the  outer  and  back  part  of  the  sclerotic,  close  to 
the  tendon  of  the  superior  oblique.  It  is  supplied  by  the  lower 
division  of  the  third  nerve. 
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Action  of  the  The  action  of  the  oblique  muscles  of  the  eye 
Oblique  Muscles  will  be  understood  if  a  mark  in  the  iris  be  watched 
OF  THE  Etb.  while  the  head  is  rotated  from  side  to  side  on  its 

antero-posterior  axis.  It  will  be  thus  seen  that  the  eye  does  not 
rotate  on  its  antero-posterior  axis,  as  might  have  been  expected. 
This  is  due  to  the  oblique  muscles  (the  right  superior  acting  with 
the  left  inferior,  and  vice  versa)  which  prevent  the  rotation  of  the 
eye  on  its  antero-posterior  axis  during  the  movements  of  the  head. 
In  other  words,  they  keep  the  vertical  meridian  of  the  eye  always 
vertical. 

This  muscle  is  onlv  a  deeper  part  of  the  orbi- 

TeNSOR  TaHSI.  ,      .  ,       ,  rr,  -i  i 

cularis.  palpebrarum,  io  expose  it,  cut  perpen- 
dicularly through  the  middle  of  the  upper  and  lower  lids,  and 
evert  the  inner  halves  toward  the  nose.  After  removing  the 
mucous  membrane,  the  muscle  will  be  seen  arising  from  the 
ridge  of  the  lachrymal  bone.  It  passes  nearly  horizontally  out- 
wards and  divides  into  two  portions,  which  are  inserted  into  the 
upper  and  lower  tarsal  cartilages,  close  to  the  orifices  of  the 
lachrymal  ducts.  It  is  probable  that  the  tensor  tarsi  draws 
backwards  the  open  mouths  of  the  ducts,  so  that  they  may  receive 
the  tears  at  the  inner  angle  of  the  eye.  It  is  supplied  by  a  small 
branch  from  the  facial  nerve. 

Oebital  is  always  very  small,  and  is  sometimes 

Beanch  of  THE  absent.  It  comes  from  the  trunk  of  the  superior 
SupEBioR  Maxil-  maxillary  in  the  spheno-maxillary  fossa  (fig.  43), 
labyNeete.  enters  the  orbit  through  the  spheno-maxillary  fis- 

sure, and  divides  into  two  branches.  Of  these,  one,  the  temporal,  lies 
in  a  groove  in  the  outer  wall  of  the  orbit,  and  after  sending  a  small 
branch  to  the  lachrymal  nerve  in  the  orbit,  passes  through  a 
foramen  in  the  malar  bone  to  the  temporal  fossa.  It  then  pierces 
the  temporal  aponeurosis  an  inch  above  the  zygoma,  and  supplies 
the  skin  of  the  temple,  joining  frequently  with  the  auriculo- 
temporal branch  of  the  inferior  maxillary.  The  other  branch,  the 
malar,  passes  along  the  outer  part  of  the  floor  of  the  orbit,  em- 
bedded in  fat,  and  makes  its  exit  through  a  foramen  in  the  malar 
bone,  to  supply  the  skin  of  the  cheek  (p.  94). 
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DISSECTION  OF  THE  SUPERIOR  MAXILLARY  NERVE. 

To  trace  this  nerve  and  its  branches  we  must  remove  the  outer 
wall  of  the  orbit  as  far  as  the  foramen  rotundum,  so  as  to  expose 
the  spheno-maxillary  fossa. 

The  superior  maxillary  nerve  is  the  second  division  of  the  fifth 
cranial  nerve.    Proceeding  from  the  Gasserian  ganglion  (fig.  43), 


Fig.  43. 


Trunk  of  the 
filth  nerve  . 

Gasserian  gan- 
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Gustatory  n. 


DIAQEAM  OF  THE  SUPBBIOB  MAXILLAET  NBETE. 

1.  Spheno-palatine  ganglion.  2.  Otic  ganglion. 


it  leaves  the  skull  through  the  foramen  rotundum,  and  passes  hori- 
zontally forwards  across  the  spheno-maxillary  fossa.  It  then  passes 
into  the  orbit  through  the  spheno-maxillary  fissure,  enters  the 
infra-orbital  canal  with  the  corresponding  artery,  and  finally 
emerges  upon  the  face,  through  the  infra-orbital  foramen,  beneath 
the  levator  labii  superioris.    The  branches  given  off  are  : — 

a.  The  orbital  branch  already  described  (p.  217). 
h.  Two  branches,  which  descend  to  the  spheno-palatine  ganjlion 
(Meckel's),  situated  in  the  spheno-maxillary  fossa  (p.  220). 
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c.  Posterior  dental  branches,  two  in  number.  They  descend  along 
the  back  part  of  the  superior  maxillary  bone.  One  lies  between  the 
periosteum  and  the  bone,  and  supplies  the  gums  and  mucous  membrane  ; 
the  other  passes  through  a  foramen  in  company  with  a  small  artery,  and 
running  in  an  osseous  canal  supplies  the  molar  teeth  and  the  antrum  ;  it 
gives  off  also  a  small  branch  which  communicates  with  the  anterior  den- 
tal nerve. 

d.  Anterior  dental  branch. — This  is  given  off  just  before  the  nerve 

It  descends  in  a  special  canal 

Fig.  44. 


emerges  from  the  infra-orbital  foramen 


DEEP  VIEW  OF  THE  SPHEXO-PALATIITE  GAKGLION,  AND  ITS  COXNECTION  WITH  OTHER 

NEEVES.    (After  Hirschfeld.) 


1.  Superior  majdUaryn. 

2.  Spheno-palatine  ganglion,  from  the  lower  part 

of  which  are  seen  proceeding  the  palatine 
nerves. 

3.  Posterior  superior  dental  brs. 

4.  Sixth  n.  receiving  two  fllamenta.  from  the 

carotid  plexus  of  the  sympathetic  n. 

5.  The  carotid  br.  of  the  Vidian. 

6.  The  great  petrosal  br.  of  the  Vidian. 

7.  Lesser  petrosal  nerve. 

8.  External  deep  petrosal  n.,  uniting  with  lesser 

petrosal  n. 


9.  The  internal  deep  petrosal  nerve  joining  the 
great  petrosal  nerve. 

10.  PUament  to  fenestra  ovalis. 

11.  Filament  to  Eustachian  tube. 

12.  Filament  to  fenestra  rotunda. 

13.  Chorda  tympani. 

14.  Infra- orbital  nerve. 

15.  Anterior  dental  n. 

16.  Junction  of  posterior  and  anterior  dental 

fllamenta. 

17.  Glosso-pharyngeal  n.  giving  off  tympanic 

branch. 


in  the  anterior  wall  of  the  upper  jaw,  and  divides  into  branches,  which 
distribute  filaments  to  the  incisor,  canine,  and  bicuspid  teeth,  the  mu- 


cous membrane  of  the  antrum  and  the  gums 
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e.  The  terminal  branch,  the  infra-orhital,  was  dissected  with  the 
face  (p.  93). 

^  At  this  stag-e  of  the  dissection,  make  a  vertical 

Dissection.  ...  ,  •  ,      p   ,        •  i  n  t 

mcision  rather  on  one  side  of  the  middle  line  of 

the  skull,  to  expose  the  cavity  of  the  nose.  Thus,  by  searching  for 
the  spheno-palatine  foramen,  we  are  enabled  to  expose  the  spheno- 
palatine ganglion.  This  may  be  readily  made  out  by  tracing  the 
terminal  branch  of  the  internal  maxillary  artery  which  comes 
through  the  foramen  into  the  nose.  The  student  should  next  cut 
away  the  thin  plate  of  bone  which  forms  the  inner  boundary  of  the 
palatine  canal.  Then,  by  tracing  upwards  the  branches  contained 
within  the  canal,  he  will  find  the  ganglion. 

Spheno-pala-  This  ganglion  is  called,  after  its  discoverer, 
TINE  Ganglion.  Meckel's  ganglion.  It  is  about  the  fifth  of  an  inch 
in  diameter.  It  is  situated  in  the  spheno-maxillary  fossa,  imme- 
diately on  the  outer  side  of  the  spheno-palatine  foramen.  Like 
other  ganglia,  it  has  three  roots,  a  sensory,  from  the  superior 
maxillary  ;  a  motor,  from  the  great  petrosal  branch  of  the  facial ; 
and  a  sympathetic,  from  the  carotid  plexus. 

Its  branches  pass  upwards  to  the  orbit ;  downwards  to  the 
palate ;  inwards  to  the  nose ;  and  backwards  to  the  pharynx,  as 
follows  : — 

a.  Ascending  branches. — These  are  veiy  smaU,  and  run  through 
the  spheno-maxillary  fissui-e  to  be  distributed  to  the  periosteum  of  the 
orbit.* 

h.  Descending  branches. — To  see  these  the  mucous  membrane  must 
be  removed  from  the  back  part  of  the  nose  :  we  shall  then  be  able  to 
trace  the  nerves  thi-ough  their  bony  canals.  Their  course  is  indicated  by 
their  accompanying  arteries.  They  descend  through  the  palatine  canals, 
and  are  three  in  number.  The  anterior  palatine  nerve,  the  largest,  de- 
scends through  the  posterior  palatine  canal  to  the  roof  of  the  mouth,  and 
then  divides  into  branches,  which  run  in  grooves  in  the  hai-d  palate 
nearly  to  the  gums  of  the  incisor  teeth,  where  it  communicates  with  the 

*  Anatomists  describe  several  branches  ascending  from  the  ganglion,  one  to  join 
the  sixth  nerve,  another  to  join  the  ophthalmic  ganglion,  and,  lastly,  some  to  join  the 
optic  nerve  through  the  ciliary  branches. 
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naso -palatine  nerve.  Within  its  canal  it  sends  two  nasal  branches  which 
supply  the  membrane  on  the  middle  and  lower  spongy  bones.  The 
smaller  jmlatine  descends  in  the  same  canal  with  the  anterior,  or  in  a 
smaller  one  of  its  own,  and  supplies  the  mucous  membrane  of  the  soft 
palate,  the  tonsil,  and  (according  to  Meckel)  the  levator  palati  muscle.* 
The  external  palatine  may  be  traced  in  a  special  canal  down  to  the  soft 
palate,  where  it  terminates  in  branches  to  the  uvula,  the  palate,  and  tonsil. 

c.  Internal  branches. — These,  thi-ee  or  four  in  number,  pass  through 
the  spheno-palatine  foramen  to  the  mucous  membrane  of  the  nose.  To 
see  them  clearly,  the  parts  should  have  been  steeped  in  dilute  nitric 
acid;  afterwards,  when  well  washed,  these  mimite  filaments  may  be 
recognised  beneath  the  mucous  membrane  covering  the  spongy  bones. 
The  upper  nasal  branches  pass  inwards,  and  are  distributed  on  the  two 
upper  spongy  bones,  the  upper  and  back  part  of  the  septum  and  the 
posterior  ethmoidal  cells.  The  naso-palatine  traverses  the  roof  of  the 
nose,  distributes  branches  to  the  back  part  of  the  septum  narium,  and 
then  proceeds  obHquely  forwards,  along  the  septum,  to  the  foramen  in- 
cisivum^  through  which  it  passes,  and  finally  terminates  in  the  palate 
behind  the  incisor  teeth  communicating  here  with  the  anterior  palatine 
nerve. 

d.  Posterior  branches. — The  pharyngeal  nerve,  very  small,  comes  off 
from  the  back  of  the  ganglion,  and,  after  passing  through  the  pterygo- 
palatine canal  with  its  corresponding  artery,  supplies  the  mucous  membrane 
of  the  back  of  the  pharynx  and  the  Eustachian  tube.  The  Vidian  nerve 
is  the  principal  branch.  It  proceeds  backwards  from  the  posterior  part 
of  the  ganglion,  through  the  "Vidian  canal.  It  then  traverses  the  fibro- 
cartilage  of  the  foramen  lacerum  medium,  and  divides  into  two  branches. 
Of  these  two  branches,  one — the  carotid — -joins  the  sympathetic  plexus 
on  the  outer  side  of  the  internal  carotid  artery ;  the  other,  the  great 
petrosal,  enters  the  cranium,  and  runs  beneath  the  Gasserian  ganglion 
and  the  dura  mater  in  a  small  groove  on  the  anterior  surface  of  the  petrous 
bone  :  it  then  enters  the  hiatus  Fallopii,  and  joins  the  facial  nerve  in  the 
aquaeductus  Fallopii. 

*  According  to  Longet  (' Anat.  et  Physiol,  du  Systfeme  Nerveux,'  Paris,  1842), 
the  posterior  palatine  nerve  supplies  the  levator  palati  and  the  azygos  uvul^  with 
motor  power.  In  this  view  of  the  subject  the  nerve  is  considered  to  be  the  continua- 
tion or  terminal  branch  of  the  motor  root  of  the  ganglion  :  that,  namely,  derived  from 
the  facial.  This  opinion  is  supported  by  cases  in  which  the  uvula  is  stated  to  have 
been  drawn  on  one  side  in  consequence  of  paralysis  of  the  opposite  facial  nerve. 
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It  would  seem  to  be  more  in  accordance  with  modern  views  to  regard 
the  Vidian  nerve,  not  as  dividing  to  form  the  carotid  and  great  superficial 
petrosal  branches,  but  rather  as  formed  by  the  junction  of  these  branches. 
In  this  view,  the  Vidian  runs,  not  from,  but  to  the  spheno-palatine 
ganglion. 

^    ^  The  otic  ganglion  is  situated  on  the  inner  side 

of  the  inferior  maxillary  division  of  the  fifth  nerve, 
immediately  below  its  exit  through  the  foramen  ovale  (fig.  44). 
Its  inner  surface  is  in  contact  with  the  circumflexus  palati  muscle 
and  the  cartilage  of  the  Eustachian  tube,  and  immediately  behind 
it  is  the  middle  meningeal  artery.    It  is  always  small.* 

This  ganglion  has  branches  of  connection  with  other  nerves : 
namely, — a  sensory  from  the  auriculo-temporal  nerve ;  a  motm^ 
from  the  branch  of  the  inferior  maxillary  which  goes  to  the 
internal  pterygoid  muscle  ;  and  a  sympathetic  from  the  plexus 
around  the  arteria  meningea  media.  It  communicates  also  with 
the  facial  and  the  glosso-pharyngeal  nerves  by  the  lesser  petrosal 
nerve.  This  branch  passes  backwards  either  through  the  foramen 
ovale  or  the  foramen  spinosum,  or  through  a  small  hole  between 
them,  and  runs  beneath  the  dura  mater  in  a  minute  groove  on 
the  petrous  bone,  external  to  that  for  the  great  petrosal  nerve. 
Here  it  divides  into  two  filaments,  one  of  which  joins  the  facial 
nerve  in  the  aquaeductus  Fallopii,  the  other  joins  the  tympanic 
branch  of  the  glosso-pharyngeal.  These  nerves  are  difficult  to  trace, 
not  only  on  account  of  their  minuteness,  but  because  they  frequently 
run  in  canals  in  the  temporal  bone. 

The  otic  ganglion  sends  a  branch  forwards  to  the  tensor  palati, 
and  one  backwards  to  the  tensor  tympani. 


*  J.  Arnold.    '  Diss,  inaug.'med.,'  &c.    Heidelbergse,  1826. 
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Supr,  cervical  gan- 
glion. 
1 st  cervical  n. 

Br.  to  ganglion  of 
trunk. 

2nd  cervical  n. 


DIAGRA-M  OF  THE  COMMUNICATIONS  OF  THE  FACIAL,  GLOSSO-PHAETNGEAL,  PNEUMO- 
GASTRIC,  SPINAL  ACCESSOBT,  HYPOGLOSSAL,  SYMPATHETIC,  AND  THE  TWO  UPPER 
CERVICAL  NERTES. 


1 .  Great  petrosal  nerve, 

2.  Lesser  do. 

3.  External  do. 


4.  Nerve  to  Stapedius  muscle. 

5.  Spheno-palatine  ganglion. 

6.  Otic  ganglion. 
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DISSECTION  OF  THE  EIGHTH  PAIR  OF  NERVES  AT  THE  BASE 

OF  THE  SKULL. 

In  this  dissection  we  propose  to  examine  the  glosso-pharyngeal, 
pneumogastric,  and  spinal  accessory  nerves  in  the  jugular  fossa, 
and  the  ganglia  and  nerves  belonging  to  them  in  this  part  of  their 
course.  These  are  difficult  to  trace,  and  cannot  be  followed  unless 
the  nerves  have  been  previously  hardened  by  spirit,  and  the  bones 
softened  in  acid.  The  next  thing  to  be  done  is  to  remove  the  outer 
wall  of  the  jugular  fossa. 

G-Losso-PHA-  This  nerve  emerges  from  the  cranium  through  a 

HTNGEAL  Nerve.  scparato  tube  of  dura  mater,  in  front  of  that  for 
the  other  two  nerves  of  the  eighth  pair.  Looking  at  it  from  the 
interior  of  the  skull,  we  notice  that  it  is  situated  in  front  and 
rather  to  the  inner  side  of  the  jugular  fossa,  where  it  lies  in  a 
groove. 

In  its  passage  through  the  foramen,  the  nerve  presents  two 
enlargements,  termed  the  jugular  and  the  'petrous  ganglia. 

The  ^'u^'u^ar  ganglion'^  is  found  upon  the  nerve  immediately 
after  its  entrance  into  the  canal  of  the  dura  mater,  and  averages 
about  the  -j^  of  an  inch  in  length  and  breadth.  It  is  situated  on 
the  outer  side  of  the  nerve,  and  does  not  implicate  all  its  fibres. 
According  to  our  observation,  this  ganglion  is  not  infrequently 
absent. 

The  petrous  ganglion]  is  situated  upon  the  glosso-pharyngeal 
nerve,  near  the  lower  part  of  the  jugular  fossa.  It  is  oval,  about 
^  of  an  inch  long,  and  involves  all  the  filaments  of  the  nerve. 
It  is  connected  by  filaments  with  the  pneumogastric  and  sym- 
pathetic nerves,  and  it  gives  off  the  tympanic  nerve.  $  The 
branches  which  connect  this  ganglion  with  the  pneumogastric  are, 
one  to  its  auricular  branch,  and  a  second  to  the  ganglion  of  the 
root.    It  is  also  connected  with  the  sympathetic  by  a  small  fila- 

*  Muller,  '  Medicin.  Zeitung,'  Berlin,  1833.    No.  52. 
f  Andersch,  'Fragm.  Descript.  Nerv.  Cardiac'  1791.  - 

\  This  nerve,  though  commonly  called  Jacobson's,  was  fuUj  described  by  Andersch. 
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ment  from  the  superior  cervical  ganglion.  The  tymjDanio  nerve 
ascends  through  a  minute  canal  in  the  bony  ridge  which  separates 
the  carotid  from  the  jugular  fossa  to  the  inner  wall  of  the  tym- 
panum, where  it  terminates  in  six  small  filaments.  Of  these  three 
are  branches  of  distribution,  and  three  of  connection  with  other 
nerves.  The  branches  of  distribution  are,  one  each  to  the  fenestra 
rotunda  and  the  fenestra  ovalis,  and  one  to  the  Eustachian  tube. 
The  connecting  branches  are  two  small  filaments,  which  traverse 
a  bony  canal  to  join  the  plexus  on  the  outer  side  of  the  carotid 
artery :  the  second  ascends  in  front  of  the  -fenestra  ovalis  and 
joins  the  great  petrosal  nerve  in  the  hiatus  Fallopii ;  the  third 
takes  nearly  a  similar  course,  and  under  the  name  of  the  lesser 
petrosal  nerve  proceeds  along  the  front  surface  of  the  pars  petrosa 
to  the  otic  ganglion.  Thus  this  tympanic  branch  is  distributed 
to  the  mucous  membrane  of  the  tympanum  and  the  Eustachian 
tube,  and  communicates  with  the  spheno-palatine  ganglion  through 
the  great  petrosal  nerve,  and  with  the  otic  ganglion  through  the 
lesser  petrosal. 

PNEtTMOGASTEic  This  ucrve  leaves  the  cranium  with  the  nervus 
Nebye.  accessorius  through  a  common  canal  in  the  dura 

mater,  behind  that  for  the  glosso-pharyngeal.  At  its  entrance 
into  the  canal,  it  is  composed  of  a  number  of  separate  filaments 
which  are  soon  collected  into  a  single  trunk.  In  the  jugular 
foramen,  the  nerve  presents  a  ganglionic  enlargement,  called  the 
ganglion  of  the  root  of  the  pneumogastric.  This  ganglion* 
is  about  i  of  an  inch  in  length.  It  is  connected  by  filaments 
with  the  sympathetic  through  the  superior  cervical  g-anglion,  with 
the  petrous  ganglion  of  the  glosso-pharyngeal,  with  the  facial,  and 
with  the  spinal  accessory  by  one  or  two  branches.  It  gives  off  the 
auricular  branch.f  which  is  distributed  to  the  pinna  of  the  ear. 
This  branch  shortly  after  its  origin  is  joined  by  a  branch  from 
the  glosso-pharyngeal,  and  enters  a  minute  foramen  in  the  jugular 
fossa  near  the  styloid  process.  It  then  proceeds  through  a  canal 
in  the  bone,  crosses  the  aquEeductus  Fallopii,  and  passes  to  the 

*  Arnold,  '  Der  Kopftlieil  des  Veget.  Nervoii  Systems.'    Heidelberg,  1831. 
t  Arnold's  nerve.  ' 
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outside  of  the  head  through  the  fissure  between  the  mastoid 
process  and  the  meatus  auditorius  externus.  It  is  distributed  to 
the  skin  of  the  auricle  and  communicates  with  the  posterior 
auricular  branch  of  the  facial  nerve. 

Facial  Nerve  '^^^  facial  nerve  is  contained  within  the  meatus 
IN  THE  auditorius  internus,  together  with  the  auditory 

Temporal  BoNB.  nerve.  At  the  bottom  of  the  meatus  the  two 
nerves  are  connected  by  one  or  more  filaments.  The  facial  nerve 
then  enters  the  aquaductus  Fallopii.  This  is  a  tortuous  canal 
in  the  substance  of  the  temporal  bone,  and  terminates  at  the 


Fig.  46. 


1.  The  chMrda  tjmpani. 

2.  The  geniculate  ganglion 

of  the  facial  nerve. 

3.  The  great  petrosal  nerve., 

4.  The  lesser  petrosal  nerve 

lying  oyer  the  tensor 
tympani. 


5.  The  external  petrosal 
nerve  communicating 
with  the  sympathetic 
plexus  on  the  arteria 
meningea  media  (6). 

7.  The  Gasserian  ganglion. 


THE  GENICULATE  GANGLION  OF  THE  FACIAL  NERVE,  AND  ITS  CONNECTIONS  "WITH  THE 

OTHER  NERVES.    (Frosi  Bidder.) 

stylo-mastoid  foramen.  The  nerve  proceeds  from  the  meatus  in- 
ternus for  a  short  distance  outwards,  where  it  presents  a  ganglionic 
enlargement ;  it  then  makes  a  sudden  bend  backwards  along  the 
inner  wall  of  the  tympanum  above  the  fenestra  ovalis,  and  lastly, 
curving  downwards  along  the  back  of  the  tympanum,  it  leaves 
the  skull  through  the  stylo-mastoid  foramen.  Its  branches  in 
the  temporal  bone  are  : — 

a.  Communicating  filaments  with  the  auditory  nerve,  in  the  meatus 

auditorius  internus. 

h.  The  great  petrosal  nerve,  which  runs  to  the  spheno-palatine  gang- 
lion.   (Fig.  46.  3.) 
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c.  The  lesser  petrosal  nerve,  which  runs  to  the  otic  ganglion, 
(Fig.  46.  4.) 

d.  The  external  petrosal,  which  connects  the  facial  nerve  with  the 
sympathetic  plexus  around  the  middle  meningeal  artery.     (Fig.  46.  5.) 

e.  The  nerve  to  the  Stapedius  muscle,  which  runs  in  tfee  pyramid, 
(Fig.  45.  4.) 

/,  The  chorda  tympani,  which  joins  the  submaxillaiy  ganglion. 

The  chorda  tympani  is  given  off  from  the  facial  nerve  before 
its  exit  from  the  stylo-mastoid  foramen.  It  ascends  a  short 
distance  in  a  bony  canal  at  the  back  of  the  tympanum,  and  enters 
that  cavity  below  the  pyramid,  close  to  the  membrana  tympani. 
It  runs  forward,  ensbeathed  in  mucous  membrane,  through  the 
tympanum,  between  the  handle  of  the  malleus  and  the  long  process 
of  the  incus,  to  the  anterior  part  of  that  cavity.  It  then  traverses 
a  special  bony  canal,*  and  emerges  from  the  tympanum  external 
to  the  fissura  Glaseri.  It  subsequently  joins  the  lower  border  of 
the  gustatory  nerve  at  an  acute  angle,  and  proceeds  to  the  sub- 
maxillary ganglion.  It  is  said  to  supply  the  laxator  tympani 
mmcle.f 

CouESE  OF  In-  "^^^  internal  carotid  takes  a  very  tortuous 
TEKNAL  Cabotid  coursc  through  the  base  of  the  skull  before  it 
thbouqhBase  of  reaches  the  brain.  It  makes  no  -less  than  four 
curves.  It  first  curves  forwards  and  inwards 
through  the  carotid  canal' of  the  temporal  bone;  it  makes  a  second 
curve  upwards  through  the  cartilage  in  the.  foramen  lacerum 
medium;  it  then  makes  a  third  curve  forwards  on  the  side  of  the 
body  of  the  sphenoid ;  and,  lastly,  a  fourth  curve  upwards  on  the 
inner  side  of  the  anterior  clinoid  process,  after  which  it  enters  the 
cranial  cavity,  gives  off  the  ophthalmic,  and  divides  into  the  an- 
terior cerebral,  the  middle  cerebral,  and  the  posterior  communi- 
cating arteries. 

The  internal  carotid  is  accompanied  in  the  carotid  canal  by 
the  cranial  branch  of  the  superior  cervical  ganglion  of  the  sympa- 
thetic, described  p..  115.    Its  position  on  the  inner  wall  of  the 

*  Canal  of  Huguier. 

f,  This  improbably  not  muscular,  but  ligamentous  in  structure. 

q  2 
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cavernous  sinus,  and  the  nervous  plexuses  upon  it  are  described  at 
p.  16. 

In  tlie  carotid  Ccanal  the  artery  gives  off  a  small  }>ranch  to  the  mastoid 
cells  and  the  tympanum. 

At  this  stage  of  the  dissection  we  may  conveniently  trace  the 
anterior  divisions  of  the  two  upper  cervicdl  nerves. 

SuBoccrpiTAL  The  anterior  division  of  the  first  cei^ical  or 

^J^^"^^-  suboccipital  nerve  descends  in  front  of  the  trans- 

verse process  of  the  atlas  to  form  a  loop  with  the  second  cervical 
nerve.  It  lies  beneath  the  vertebral  artery,  on  the  inner  side  of 
the  rectus  capitis  lateralis  to  which  it  gives  a  branch ;  and  from 
its  loop  of  communication  with  the  second  nerve,  it  gives  branches 
to  the  recti  antici  muscles.  This  nerve  is  connected  by  filaments 
with  the  superior  cervical  gauglion  of  the  sympathetic,  with  the 
hypoglossal  and  .the  pneumogastric  nerves. 

Second  Cervi-  The  anterior  division  of  this  nerve- emerges  be- 
CAL  Nerve,  tween  the  arches  of  the  atlas  and  axis,  and  passes 

between  the  vertebral  artery  and  the  intertransverse  muscle,  in 
front  of  which  it  sub-divides  into  an  ascending  branch  which  joins 
the  first  cervical  nerve,  and  a  descending,  which  joins  the  third 
cervical- nerve. 


IDISSECTION  OP  THE  NOSE. 

Presuming  that  the  dissector  is  familiar  with  the  bones- com- 
posing the  skeleton  of  the  nose,  we  shall  now  describe,  1.  The 
nasal  cartilages;  2.  The  general  figure  and  arrangement  of  the 
nasal  cavities ;  3.  The  membrane  which  lines  them  ;  and,  4.  The 
distribution  of  the  olfactory  nerves. 

Cartilages  of  The  framework  of  the  external  nose  is  formed, 
TitE  Nose.  qu  each  side,  by  two  lateral  cartilages;  and  by 

one  in  the  centre,  which  completes  the  septum  between  the  nasal 

f0SS£B. 

The  lateral  cartilages  are  termed,  respectively,  upper  and 
lower.    The  upper,  triangular  in  shape,  is  connected,  superiorly,  to 
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the  margin  of  the  nasal  and  superior  maxillary  bones  ;  anteriorly  to 
the  cartilage  of  the  septmn,  and,  inferiorly,  to  the  lower  cartilage 
by  means  of  a  tough  fibrous  membrane.  The  loiuer  is  elongated, 
and  curved  upon  itself  in  such  a  way  as  to  form  not  only  half  the 
apex  but  the  lateral  boundary  of  the  external  opening  of  the  nostrils. 
Superiorly,  it  is  connected  by  fibrous  membrane  to  the  upper 
cartilage ;  internally,  it  is  in  contact  with  its  fellow  of  the  opposite 
side,  forming  the  upper  part  of  the  columna  nasi ;  posteriorly,  it  is 
attached  by  fibrous  tissue  to  the  superior  maxillary  bone :  in  this 
tissue,  at  the  base  of  the  ala,  are  usually  found  two  or  three 
nodules  of  cartilage,  called  cartilagines  sescmwidece.  By  their 
elasticity  these  several  cartilages  keep  the  nostrils  continually 
open,  and  restore  them  to  their  ordinary  size- whenever  they  have 
been  expanded  by  muscular  action. 

The  cartilage  of  the  septum  is  placed  perpendicularly  in  the 
middle  line :  it  may  lean  a  little,  howeverj  to  one  side  or  the 
other,  and  in  some  instances  it  is  perforated,  so  that  the  two  nasal 
cavities  communicate  with  each  other.  The  cartilage  is  smooth 
and  flat,  and  its  outline  is  nearly  triangular.  The  posterior  border 
is  received  into  a  groove  in  the  -  perpendicular  plate  of  the  eth- 
moid ;  the  anterior  border  is  much  thicker  than  the  rest  of  the 
septum,  and  is  connected,  superiorly,  with  the  nasal  bonee,  and  on 
either  side  with  the  lateral  cartilages.  The  inferior  border  is 
attached  to  the  vomer  and  the  median  ridge  at  the  junction  of  the 
palatine  processes  of  the  superior  maxillge. 

The  muscles  moving  the  nasal  cartilages  have  been  described 
with  the  dissection  of  the  face  (p.  82). 

Interior  of  A  vertical  section  should  be  made  through  the 

THE  Nose.  right  nasal  cavity,  a  little  on  the  same  side  of  the 

middle  line,  to  expose  the  partly  bony  and  partly  cartilaginous 
partition  of  the  nasal  cavities  (septum  na/i^ium).  Each  nasal 
fossa  is  narrower  above  than  below.  The  greatest  perpendicular 
depth  of  each  fossa  is  about  the  centre ;  from  this  point  the  depth 
gradually  lessens  towards  the  anterior  and  the  posterior  openings 
of  the  nose.  Laterally,  each  fossa  is  very  narrow  in  consequence 
of  the  projection  of  the  spongy  bones  towards  the  septum :  this 
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narrowness  in  the  transverse  direction  explains  the  rapidity  with 
which  swelling  of  the  lining  membrane  from  a  simple  cold 
obstructs  the  passage  of  air. 

Boundaries  The  nasal  fosssB  are  bounded  by  the  following 

OF  Nasal  Foss;e.  bones  : — superiorly,  by  the  nasal,  the  nasal  spine 
of  the  frontal,  the  cribriform  plate  of  the  ethmoid,  and  the  body  of 
the  sphenoid ;  inferiorly,  by  the  horizontal  plates  of  the  superior 
maxillary  and  palate  bones;  internally,  is  the  smooth  and  flat 
septum  formed  by  the  perpendicular  plate  of  the  ethmoid,  the 
ridge  formed  by  the  two  nasal  bones,  the  vomer,  the  septal  car- 
tilage, also  by  the  nasal  spine  of  the  frontal,  the  rostrum  of  the 
sphenoid,  and  the  median  ridge  of  the  superior  maxillary  and 
palate  bones  ;  externally,  by  the  superior  maxillary,  the  lachrymal, 
the  ethmoid,  the  palate,  the  inferior  turbinated  bone,  and  the 
internal  pterygoid  plate  of  the  sphenoid. 

Mbatttses  of  The  outer  wall  of  each  nasal  cavity  is  divided 

THE  Nose.  by  the  turbinated  bones  into  three  compartments 

— meatuses — of  unequal  size ;  and  in  these  are  orifices  leading  to 
air-cells — sinuses — in  the  sphenoid,  ethmoid,  frontal,  and  superior 
maxillary  bones.  Each  of  these  compartments  should  be  separately 
examined. 

a.  The  superior  meatus  is  the  smallest  of  the  three,  and  does 
not  extend  beyond  the  posterior  half  of  the  wall  of  the  nose.  The 
posterior  ethmoidal  and  sphenoidal  cells  open  into  it.  The 
spbeno-palatine  foramen  is  covered  by  the  mucous  membrane. 

h.  The  middle  meatus  is  larger  than  the  superior.  At  its  an- 
terior part  a  long  narrow  passage  {infundihulum),  nearly  hidden 
by  a  fold  of  membrane,  leads  upwards  to  the  frontal  and  the 
anterior  ethmoidal  cells.  About  the  middle  a  small  opening  leads 
into  the  antrum  of  the  superior  maxilla  :  this  opening  in  the  dry 
bone  is  large  and  irregular,  but  in  the  recent  state  it  is  reduced 
nearly  to  the  size  of  a  crow-quill  by  mucous  membrane,  so  that  a 
very  little  swelling  of  the  membrane  is  sufficient  to  close  the  orifice 
entirely. 

Notice  that  the  orifices  of  the  frontal  and  ethmoid  cells  are 
so  disposed  that  their  secretion  will  pass  away  easily  into  the  nose. 
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But  tbis  is  not  the  case  with  the  maxillary  cells,  to  empty  which 
the  head  must  be  inclined  on  one  side.  To  see  all  these  openings 
the  respective  tm-binated  bones  must  be  raised. 

c.  The  inferior  meatus  extends  nearly  along  the  whole  length  of 
the  outer  wall  of  the  nose.  By  raising  the  lower  turbinated  bone, 
we  observe,  towards  the  front  of  the '  meatus,  the  termination  of 
the  nasal  duct,  through  which  the  tears  pass  down  from  the 
lachrymal  sac  into  the  nose.  This  sac  and  duct  can  now  be  con- 
veniently examined. 

Lachbymal  Sa-c  The  lachrymal  sac  and  nasal  duct  constitute 
AND  Nasal  Duct,  the  passage  through  which  the  tears  are  conveyed 
from  the  lachrymal  ducts  into  the  nose  (p.  81).  The  lachrymal 
sac  occupies  the  groove  on  the  nasal  side  of  the  orbit.  The  upper 
end  is  round  and  closed ;  the  lower  gradually  contracts  into  the 
nasal  duct,  and  opens  into  the  inferior  meatus.  The  sac  is  com- 
posed of  a  strong  fibrous  and  elastic  tissue,  which  adheres  very 
closely  to  the  bone,  and  is  lined  by  mucous  membrane.  Its  front 
smface  is  covered  by  the  tendo  oculi  and  the  fascia  proceeding 
from  it. 

The  nasal  duct  is  from  half  to  three-quarters  of  an  inch  in 
length,  and  is  directed  downwards,  backwards,  and  a  little  out- 
wards. Its  termination  is  guarded  by  a  valvular  fold  of  mucous 
membrane  ;  consequently,  when  air  is  blown  into  the  nasal  passages 
while  the  nostrils  are  closed,  the  lachrymal  sac  does  not  become 
distended.  The  lachrymal  sac  and  the  nasal  duct  are  lined  with 
ciliated  epithelium,  and  the  canalieuli  with  the  squamous  variety. 

Behind  the  inferior  turbinated  bone  is  the  opening  of  the 
Eustachian  tube  (p.  186).  Into  this,  as  well  as  into  the  nasal  duct, 
we  ought  to  practise  the  introduction  of  a  probe.  The  chief  diffi- 
culty is  to  prevent  the  probe  from  slipping  into  the  cul-de-sac 
between  the  tube  and  the  back  of  the  pharynx. 

Mucous  OR  This  membrane  lines  the  cavities  of  the  nose 

SciiNEiDERiAN  and  the  air-cells  communicating  with  it,  and 
Membrane.*         adheres  very  firmly  to  the  periosteum.    Its  con- 


*  Schneider,  '  De  eatarrhis.'    Wittenberg,  1660. 
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tinuity  may  be  traced  into  the  pharynx,  into  the  various  sinuses, 
into  the  orbits  through  the  nasal  ducts,  and  into  the  tympana  and 
mastoid  cells  through  the  Eustachian  tubes.  At  the  lower  border 
of  the  turbinated  bones  it  is  disposed  in  thick  and  loose  folds. 
The  membrane  varies  in  thickness  and  vascularity  in  different 
parts  of  the  nasal  cavities..  Upon  the  lower  half  of  the  septum 
and  the  inferior  turbinated  bones,  it  is  much  thicker  than  elsewhere, 
owing  to  a  fine  plexus  of  arteries  and  veins  in  the  submucous 
tissue.  In  the  sinuses  the  mucous  membrane  is  thinner,  less 
vascular,  and  cLosely  adherent  to  the  periosteum. 

The  great  vascularity  of  the  mucous  membrane  raises  the 
temperature  of  the  inspired  air,  and  pours  out  a  copious  secretion 
which  prevents  the  membrane  from  becoming  too  dry. 

The  mucous  membrane  of  the  nasal  cavities  is  not  lined 
throughout  by  the  same  kind  of  epithelium.  Near  the  nostrils 
the  mucous  membrane  is  furnished  with  papillse,  with  a  squamous 
epithelium  like  the  skin,  and  a  few  small  hairs  (vibrissoe).  In 
the  lower  part  of  the  nose — namely,  along  the  respiratory  tract  and 
in  the  sinuses — the  epithelium  is  columnar  and  ciliated  ;  but  in 
the  true  olfactory  region — that  is,  upon  the  superior  and  middle 
turbinated  bones  and  the  upper  half  of  the  septum — the  epithe- 
lium is  columnar,  but  not  ciliated.  In  this  region  the  mucous 
membrane  is  extremely  vascular,  thick,  and  studded  with  simple 
mucous  glands.  The  columnar  epithelial  cells  taper  off  at  their 
deep  ends  into  fine  processes.  Lying  between  these  processes  are 
fusiform  cells,  with  central  well-defined  nuclei,  to  which  the  name 
of  olfactory  cells  has  been  given;  and  it  is  probable  that  the 
attenuated  processes  which  pass  inwards  from  these  cells  are  in 
direct  connection  with  the  terminal  fibrils  of  the  olfactory 
nerves. 

The  arteries  of  the  nasal  cavities  are  derived  from  the  an- 
terior and  posterior  ethmoidal  branches  of  the  opththalmic,  and 
from  the  nasal  branch,  of  the  internal  maxillary,  whicli  enters 
the  nose  through  the  spheno-palatine  foramen.  The  external  nose 
is  supplied  by  the  nasal  branch  of  the  ophthalmic  (p.  215),  the 
arteria  lateralis  nasi,,  the  angular,  and  the  artery  of  the  septum. 
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The  veins  of  the  nose  correspond  with  the  arteries.  They 
communicate  with  the  veins  within  the  cranium  through  the 
foramina  in  the  cribriform  plate  of  the  ethmoid  bone ;  also 
through  the  ophthalmic  vein  and  the  cavernous  sinus.  These  com- 
munications explain  the  relief  frequently  afforded  by  hsemorrhage 
from  the  nose  in  cases  of  cerebral  congestion. 

The  mucous  membrane  of  the  nose  is  supplied  with  sensory 
nerves  by  the  fifth  pair.  Thus,  its  roof  is  supplied  with  filaments 
from  the  external  branch  of  the  nasal  nerve,  and  from  the  Vidian  ; 
its  outer  wall,  by  filaments  from  the  superior  nasal  branches  of 
the  spheno-palatine  ganglion,  from  the  nasal,  from  the  inner  branch 
of  the  anterior  dental,  and  from  the  inferior  nasal  branches  of  the 
large  palatine  nerve ;  its  septiom,  by  the  septal  branch  of  the 
nasal  nerve,  by  the  nasal  branches  of  the  spheno-palatine  ganglion, 
by  the  naso-palatine,  and  by  the  Vidian its  floor,  by  the  naso- 
palatine, and  the  inferior  nasal  branches  of  the  large  palatine  nerve. 

Olfactoet  The  olfactory  nerves,  proceeding  from  each 

Nerves.  olfactory  bulb,  in  number  about  twenty  on  each 

side,  pass  through  the  foramina  in  the  cribriform  plate  of  the 
ethmoid  bone.  In  its  passage  each  nerve  is  invested  with  a  coat 
derived  from  the  dura  mater.  They  are  arranged  into  an  inner, 
a  middle,  and  an  outer  set.  The  inner,  which  are  the  largest, 
traverse  the  grooves  in  the  upper  third  of  the  septum.  The 
middle  ramify  on  the  roof  of  the  nose.  The  outer  pass  through 
grooves  in  the  upper  and  middle  turbinated  bones  and  the  os 
planum  of  the  ethmoid. 

The  nerves  descend  between  the  mucous  membrane  and  the 
periosteum,  and  break  up  into  filaments  which  communicate  freely 
with  one  another,  and  form  minute  plexuses  with  small  elongated 
intervals.  Microscopically,  the  filaments  differ  from  the  other 
cerebral  nerves,  in  containing  no  white  substance  of  Schwann,  and 
in  being  pale,  finely  granular,  and  nucleated. 
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DISSECTION  OF  THE  MUSCLES  OF  THE  BACK. 

Those  muscles  of  the  back — namely,  the  trapezius,  latissimus 
dorsi,  levator  anguli  scapulae,  and  rhomboidei — which  are  concerned 
in  the  movements  of  the  upper  extremity,  will  be  examined  in  the 
dissection  of  the  arm.  These,  therefore,  having  been  removed,  we 
proceed  to  examine  two  muscles,  named,  from  their  appearance, 
serrati,  which  extend  from  the  spine  to  the  ribs. 

Serratus  Pos-  This  muscle  is  situated  beneath  the  rhomboidei. 
Ticus  Superior.  It  is  a  thin  flat  muscle  and  arises  from  the 
lower  part  of  the  ligamentum  nuchse,*  from  the  spines  of  the  last 
cervical,  and  two  or  three  upper  dorsal  vertebrae,  by  a  sheet-like 
aponeurosis  which  makes  up  nearly  half  the  muscle  :  the  fibres  run 
obliquely  downwards  and  outwards,  and  are  inserted  by  four  fleshy 
slips  into  the  second,  third,  fourth,  and  fifth  ribs  beyond  their 
angles.  Its  action  is  to  raise  these  ribs,  and  therefore  to  assist  in 
inspiration. 

Serratus  Pos-  This  muscle  is  situated  beneath  the  latissimus 
TICUS  Interior.  dorsi.  It  arises  from  the  spines  of  the  two  last 
dorsal  and  two  upper  lumbar  vertebrae  by  means  of  the  lumbar 
aponeurosis.  It  ascends  obliquely  outwards,  and  is  inserted  by 
four  fleshy  slips  into  the  four  lower  ribs,  external  to  their  angles. 
Its  action  is  to  pull  down  these  ribs,  and  therefore  to  assist  in 
expiration  The  posterior  serrati  muscles  are  supplied  by  the 
posterior  divisions  of  the  spinal  nerves. 

Vertebral  The   thin    aponeurosis   which   separates  the 

Aponeurosis.  muscles  of  the  upper  extremity  from  those  of  the 
back  is  called  vertebral  aponeurosis.  Superiorly,  it  is  continued 
beneath  the  serratus  posticus  superior ;  inferiorly,  it  binds  down 
the  muscles  contained  in  the  vertebral  groove,   by  stretching 

*  The  ligamentum  nuchse  is  a  rudiment  of  the  great  elastic  ligament  of  quadru- 
peds (termed  the  pack  wax)  which  supports  the  weight  of  the  head.  It  proceeds  from 
the  spine  of  the  occiput  to  the  spines  of  all  the  cervical  vertebrae  except  the  atlas ; 
otherwise  it  would  interfere  with  the  free  rotation  of  the  head. 
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across  from  the  spinous  processes  to  the  angles  of  the  ribs :  it  is 
also  connected  below  with  the  aponeurosis  of  the  latissimus  dorsi 
and  the  serratus  inferior. 

This  aponeurosis  consists  of  three  layers,  of 
LuMBAE Fascia.  ^^^^^^  only  the  posterior  layer  can  now  be  seen; 
the  other  two  being  demonstrated  in  the  dissection  of  the  abdominal 
muscles.  The  posterior  or  superficial  layer  is  attached  to  the  crest 
of  the  ilium,  to  the  spinous  processes  of  all  the  lower  dorsal, 
lumbar,  and  sacral  vertebrae ;  it  forms  a  sheath  for  the  erector 
spin£e,  and  serves  for  the  attachment  of  the  latissimus  dorsi,  and 
the  serratus  posticus  inferior. 

The  serratus  posticus  superior  must  now  be  reflected  from  its 
origin,' and  turned  outwards  to  expose  the  following  muscle. 

This  arises  from  the  spines  of  the  five  or  six 
Splenius.  upper  dorsal  and  the  last  cervical  vertebrae,  and 

from  the  lower  half  of  the  ligamentum  nuchee.  The  fibres  ascend 
and  divide  into  two  portions,  named,  according-  to  their  respective 
insertions,  splenius  capitis  and  splenius  colli. 

a.  The  splenius  capitis  is  inserted  into  the  mastoid  process, 
and  into  the  outer  part  of  the  superior  curved  line  of  the  occipital 
bone,  beneath  the  sterno-mastoid. 

b.  The  splenius  colli  is  inserted  by  tendinous  slips  into  the 
posterior  tubercles  of  the  transverse  processes  of  the  upper  three 
cervical  vertebrae.  The  splenius  is  supplied  by  the  posterior 
divisions  of  the  spinal  nerves. 

The  action  of  the  splenius,  taken  as  a  whole,  is  to  draw  the 
head  and  the  upper  cervical  vertebrae  towards  its  own  side  :  so  far, 
it  co-operates  with  the  opposite  sterno-mastoid  muscle.  When 
the  splenii  of  opposite  sides  contract,  they  extend  the  cervical 
portion  of  the  spine,  and  keep  the  head  erect.  The  permanent 
contraction  of  a  single  splenius  may  occasion  wry  neck.  It  is 
necessary  to  be  aware  of  this,  otherwise  one  might  suppose  the 
opposite  sterno-mastoid  to  be  affected,  considering  that  the  ap- 
pearance of  the  distortion  is  alike  in  either  case. 

The  splenius  and  serratus  posticus  inferior  are 

I)lSSECTION 

to  be  detached  from  their  origins.    After  reflect- 
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ing  the  lumbar  fascia  from  its  internal  attachment,  the  erector 
spinae  is  exposed. 

Erector  The  mass  of  muscle  which  occupies  the  vertebral 

groove  on  either  side  of  the  spine,  is,  collectively, 
called  erector  spinm,  since  it  counteracts  the  tendency  of  the  trunk 
to  fall  forwards.  Observe  that  it  is  thickest  and  strongest  at  that 
part  of  the  spine  where  it  has  the  greatest  weight  to  support — 
namely,  in  the  lumbar  region ;  and  that  its  thickness  gradually 
decreases  towards  the  top  of  the  spine. 

It  arises  by  tendinous  fibres  from  tlie  posterior  fifth  of  the 
crest  of  the  ilium,  the  lower  part  and  back  of  the  sacrum,  and 
the  spines  of  the  lumbar  vertebrae.  From  this  extensive  origin 
the  muscular  fibres  ascend,  at  first  as  a  single  mass.  Near  the 
last  rib,  this  mass  divides  into  two  ;  an  outer,  called  the  sacro- 
lumbalis ;  an  inner,  the  longissimus  dorsi.  These  two  portions 
should  be  followed  up  the  back:  and  there  is  no  difficulty  in 
doing  so,  because  the  division  is  indicated  by  a  longitudinal  groove, 
in  which  we  observe  the  cutaneous  branches  of  the  intercostal 
vessels  and  nerves. 

Sacro-  Tracing  the  sacro-lumhalis  upwards,  we -find 

LUMBAiis.  that  it  terminates  in  a  series  of  tendons  which  are 

inserted  into  the  angles  of  the  six  lower  ribs. 

Muscuius  By  turning  outwards  the  sacro-lumbalis,  we 

AccBssoBius.  observe  that  it  is  continued  upwards  under  the 

name  of  musculus  accessor lus  ad  sacro-lumbalem.  This  arises 
by  a  series  of  tendons  from  the  angles  of  the  seven  or  eight  lower 
ribs,  internal  to  the  preceding,  and  is  inserted  into  the  angles  of 
the  five  or  six  upper  ribs. 

Cervicalis  This  is  the  cervical  continuation  of  the  mus- 

AscENDENs.  cuius  accessorius.     It  arises  by  tendinous  slips 

from  the  four  or  five  upper  ribs,  and  is  inserted  into  the  transverse 
processes  of  the  fourth,  fifth  and  sixth  cervical  vertebrae. 

Longissimus  The  longissimus  dorsi  (the  inner  portion  of  the 

i^oRsi.  erector  spinse)  terminates  in  tendons  which  are 

inserted,  internally,  into  the  tubercles  *  at  the  root  of  the  transverse 

*  Called  '  anapophyses '  hy  Professor  Owen. 
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processes  of  the  lumbar  vertebrge,  also  into  the  transverse  processes 
of  all  the  dorsal  vertebrte,  and,  externally,  into  the  greater  number 
of  the  ribs  (varying  from  eight  to  eleven)  between  their  tubercles 
and  ano-les,  and,  lower  down,  into  the  lumbar  fascia,  and  into  the 
transverse  processes  of  the  lumbar  vertebrae. 

Tkansvbksalis  This- is  the- cervical  continuation  of  the  longissi- 
CoLLi.  mus  dorsi.    It -a?^ses  by  tendinous  slips  from  the 

transverse  processes  of  the  second,  third,  fourth,  fifth,  and  sixth 
dorsal  vertebrae,  and  is  inserted  into  the  posterior  tubercles  of  the 
transverse  processes  of  the  four  or  five  lower  cervical  vertebrae 
except  the  last. 

Teaohelo-  This  muscle,  situated  on  the  inner  side  of  the 

MASTOID.  -preceding,  is  the  internal  continuation  of  the 

longissimus  dorsi  to  the  cranium.  It  arises  from  "the  transverse 
processes  of  the  three  or  four  upper  dorsal,  and  the  articular  pro- 
cesses of  the  three  or  four  lower  cervical  vertebrae,  and  is  inserted 
by  a  flat  tendon  into  the  back  part  of  the  mastoid  process  beneath 
the  splenius.* 

*  Those  who  are  familiar  with  the  transcendental  nomenclature  of  the  vertebrate 
skeleton  will  understand  from  the  following  quotation  the  plan  upon  which  the 
muscles  of  the  back  are  arranged  : — 

'The  muscles  of  the  back  are  either  longitudinal  or  oblique  :  that  is,  they  either 
pass  vertically  downwards  from  spinous  process  to  spinous  process,  from  diapophysis 
to  diapophysis,  from  rib  to  rib  (pleurapophyses),  &c.,  or  they  extend  obliquely  from 
diapophysis  to  spine,  or  from  diapophysis  to  pleurapophysis,  &c. 

'The  erector  spinse  is  composed  of  two  planes  of  longitudinal  fibres  aggregated 
together,  below,  to  form  one  mass  at  their  point  of  origin,  from  the  spines  and  pos- 
terior surface  of  the  sacrum,  from  the  sacro-iliac  ligament,  and  from  the  posterior 
third  of  the  iliac  crest.  It  divides  into  two  portions,  the  sacro-lumbalis  and  the 
longissimus  dorsi. 

'  The  former,  arising  from  the  iliac  crest,  or  from  the  pleurapophysis  (rib)  of  the 
first  sacral  vertebra,  isinserted  by  short  flat  tendons  into  (1)  the  apices  of  the  stunted 
lumbar  ribs,  close  to  the  tendinous  origins  of  the  transversalis  abdominis ;  (2)  the 
angles  of  the  eight  or  nine-inferior  dorsal  ribs  ;  (3)  it  is  inserted,  through  the  medium 
of  the  musculus  accessorius,  into  the  angles  of  the  remaining  superior  ribs,  and  into 
the  long  and  occasionally  distinct  pleurapophysial  element  of  the  seventh  cervical 
vertebra ;  and  (4)  through  the  medium  of  the  cervicalis  ascendens,  into  the  pleur- 
apophysial elements  of  the  third,  fourth,  fifth,  and  sixth  cervical  vertebra;.  In  other 
words,  the  muscular  fibres  extend  from  rib  to  rib,  from  the  sacrum  to  the  third  cervical 
verttbra. 
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This  is  a  long  narrow  muscle,  situated  close  to 
Spinalis  Doesi.     , ,         .  ■, 

the  spines  oi  the  dorsal  vertebrae,  and  apparently 

a  part  of  the  longissimus  dorsi ;  it  is  by  some  considered  the  inner- 
most column  of  the  erector  spinse.  It  arises  by  tendinous  slips 
from  the  spines  of  the  two  lower  dorsal  and  two  upper  lumbar 
vertebrae,  and  is  inserted  by  little  tendons  into  the  spines  of  the 
six  or  eight  upper  dorsal  vertebrae. 

The  muscles  of  the  spine  hitherto  examined  are  all  longitudinal 
in  their  direction..  We  now  come  to  a  series  which  run  obliquely 
from  the  transverse  to  the  spinous  processes  of  the  vertebrae.  And 
first  of  the  complexus. 
C  MPLExus  Th.i8  powerful  muscle  arises  from  the  transverse 

processes  of  the  six  or  seven  upper  dorsal  and  the 
last  cervical  vertebrae,  also  from  the  articular  processes  of  four  or 
five  cervicaL  vertebrae.  It"  is  inserted  between  the  two  curved 
lines  of  the  occiput,  near  the  vertical  crest.  In  the  centre  of  the 
muscle  there  is  generally  a  tendinous  intersection.  The  muscle  is 
perforated  by  the  posterior  branches  of  the  second  (the  great  occi- 
pital), third,  and  fourth  cervical  nerves.  It  is  chiefly  supplied  by 
the  great  occipital.,  nerve..  Its  action  is  to  maintain  the  head 
erect. 

Cut  transversely  through  the  middle  -  of  the  complexus,  and 
reflect  it  to  see  the  arteria  cervicalis  profunda  (p.  69),  and  the 
posterior  branches  of  the  cervical  nerves. 

Transterso  This  is  the  mass  of  muscle  which  lies  in  the 

SPINALIS.  vertebral  groove  after  the  reflection  of  the  com- 

plexus and  the  erector  spinae.  It  consists  of  a  series  of  fibres 
which  extend  from  the  transverse  and  articular  processes  to  the 

'The  longissimus  dorsi,  situated  nearer  the  spine  than  the  sacro-lumbalis,  is  in- 
serted (1)  into  the  metapophysial  spine  of  the  lumbar  diapophyses ;  (2)  into  the 
diapophyses  of  all  the  dorsal  Yertebrse, .  near  the  origin  of  the  leratores  costarum; 
(3)  through  the  medium  of  the  transversalis  colli  into  the  diapophyses  of  the  second, 
third,  fourth,  fifth,  and  sixth  cervical  vertebrae ;  and  (4)  through  the  medium  of  the- 
trachelo-mastoid  into  the  mastoid  process,  or  the  only  element  of  a  transverse  process 
possessed  by  the  parietal  vertebra.  In  other  words,  its  fibres  extend  from  diapophysis 
to  diapophysis,  from  the  sacrum,  upwards,  to  the  parietal  vertebra.'—'  Homologies  of 
the  Human  Skeltton^'  by  H.  Coote,  p.  7.6. 
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spinous  processes  of  the  dorsal  and  cervical  vertebrae,  and  is  for 
convenience  divided  into  the  semispinalis  dorsi  and  semiapinalia 
colli. 

a.  The  semispinalis  dorsi  arises  from  the  transverse  processes 
of  the  dorsal  vertebrae,  from  the  sixth  to  the  tenth,  and  is  inserted 
into  the  spines  of  the  four  upper  dorsal  and  the  two  or  three  lower 
cervical  vertebrae. 

h.  The  semispinalis  colli  lies  •beneath  the  complexus  and  arises 
from  the  transverse  processes  of  the  five  or  six  upper  dorsal  ver- 
tebrae, and  the  articular  processes  of  the  four  lower  cervical,  and 
is  inserted  into  the  spines  of  the  axis  and  the  three  or  four 
succeeding  vertebrae,  that  into  the  axis  being  the  most  fleshy 
fasciculus. 

Now  reflect  part  of  the  semispinalis  dorsi  in  order  to  expose 
the  multijidus  spince.  This  may  be  considered  a  part  of  the 
preceding  muscle,  since  its  fixed  points  and  the  direction  of  its 
fibres  are  the  same.  It  consists  of  a  series  of  little  muscles  which 
extend  between  the  spines  and  transverse  processes  of  the  vertebras 
from  the  sacrum  to  the  second  cervical  vertebra.  Those  in  the 
lumbar  region  are  the  largest.  They  arise  by  tendinous  slips  from 
the  transverse  processes  in  the  sacral  and  dorsal  region,  and  from 
the  articular  processes  in  the  lumbar  and  cervical  region.  They 
all  ascend  obliquely,  and  are  inserted  into  the  spines  and  laminae 
of  all  the  vertebrae  excepting  the  atlas.  It  should  be  observed 
that  their  fibres  are  not  af  uniform  length;  some  extend  only  from 
vertebra  to  vertebra,  while  others  extend  between  one,  two,  or 
even  three  vertebrae. 

Beneath  the  multifidus  spins,  in  the  dorsal  region  of  the  spine 
only,  are  eleven  flat  muscles,  called  rotatores  spince.  They  arise 
from  the  upper  part  of  the  transverse  processes,  and  are  inserted 
into  the  lower  border  of  the  laminae  of  the  vertebra  above.  These 
muscles  form  but  a  part  of  the  multifidus  spinae. 

The  action  of  the  preceding  muscles  is,  not  only  to  assist  in 
maintaining  the  trunk  erect,  but  to  incline  and  rotate  the  spine 
to  one  or  the  other  side.  They  are  all  supplied  by  the  posterior 
branches  of  the  spinal  nerves. 
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Lhvatores  These  small  muscles  arise  from  the  apices  of  the 

CosTARUii.  transverse  processes  of  the  seventh  cervical  and 

the  eleven  upper  dorsal  vertebrae,  and  are  inserted  into  the  rib 
below.  The  direction  of  their  fibres  corresponds  with  that  of  the 
outer  layer  of  the  intercostal  muscles.  They  are  muscles  of  in- 
spiration. 

These   muscles  extend  between  the  spines  of 
Inteespinales.  -  . 

contiguous  vertebrae.    They  are-  arranged  m  pairs, 

and  only  exist  in  those  parts  of  the  vertebral  column  wMch  are  the 

most  movable.     In  the  cervical  region  they  pass  between  the 

spines  of  the  six  lower  cervical  vertebrae.    In  the  dorsal  they  are 

found  between  the  spines  of  the  first  and  second,  and  between 

those  of  the  eleventh  and  twelfth  dorsal  vertebrae.    They  are  also 

found  more  or  less  distinctly  between  the  spines  of  the  lumbar 

vertebrae. 

Interteans-  These  muscles  extend  between  the  transverse 

TEESALEs.  processcs  in  the  cervical  and  lumbar  regions.  In 

the  neck  they  are  arranged  in  pairs,  like  the  interspinales,  and  the 
corresponding  cervical  nerve  separates  one  from  the  other.  In  the 
lumbar  region  they  are  four  iu  number,  and  are  arranged  also  in 
pairs. 

"We  have  next  to  examine  the  muscles  concerned  in  the  move- 
ments of  the  head  upon  the  first  and  second  cervical  vertebrae. 
(Fig.  47.) 

Kectus  Capitis  This  is  a  largely  developed  interspinal  muscle. 
Posticus  Major.  It  arises  by  a  small  tendon  from  the  well-marked 
spine  of  the  second  cervical  vertebra,  and,  expanding  considerably, 
is  inserted  below  the  superior  curved  ridge  of  the  occipital  bone. 
These  recti  muscles,  as  they  ascend,  one  on  each  side,  to  their  in- 
sertions, diverge  and  leave  an  interval  b)etween  them  in  which  are 
foimd  the  recti  capitis  postici  minores. 

Eectus  Capitis  This  is  also  an  interspinal  muscle,  but  smaller 
Posticus  Minoe.  than  the  preceding.  Arising  from  the  posterior 
tubercle  of  the  first  vertebra,  it  expands  as  it  ascends,  and  is  in- 
serted into  the  occipital  bone  between  the  inferior  curved  ridge 
and  the  foramen  magnum.    The  action  of  the  two  preceding 
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muscles  is  to  raise  the  head.  They  are  supplied  with  nerves  from 
the  posterior  branch  of  the  sub-occipital. 

Obuquus  This  aHaes  from  the  spine  of  the  second  cer- 

Inferior.  vical  vertebra,  and  is  inserted  into  the  transverse 

process  of  the  first.  Its  action  is  to  rotate  the  first  upon  the 
second  vertebra :  in  other  words,  to  turn  the  head  round-  to  the 
same  side.    It  is  supplied  with  a  nerve  by  the  great  occipital 


Fig.  47. 


DBA\VING  FBOM  NATURE  OF  THE  SUBOCCIPITAL  TRIANGLE. 


1  and  7.  Complexus.  2.  Bectus  cap.  posticus  minor.  3.  Bectus  cap.  posticus  major.  4.  Obliquus 
inferior.  5.  Sterno-mastoid.  6.  Semispinalis  colli.  8.  Obliquus  superior.  10.  Splenins. 
11.  Trachelo-mastoid.  12.  Great  occipital  nerve.  13.  Occipital  artery  giving  off  its  descending 
branch— the  princeps  cervicis,  14.  Suboccipital  nerve.  15.  Third  cervical  nerve  (posterior 
branch). 

(posterior  division  of  the  second  cervical)  which  curves  up  under 
its  lower  border. 

Obliquus  This  muscle  arises  from  the  transverse  process 

Superior.  of  the  atlas,  and,  ascending  obliquely  inwards,  is 

inseHed  in  the  interval  between  the  curved  ridges  of  the  occipital 
bone.    Its  action  is  to  draw  the  occiput  towards  the  spine. 

B 
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Suboccipital  Observe  that  the  obliqui  (superior  and  inferior) 

Triangle.  and  the  rectus  capitis  posticus  major  form  wliat 

is  called  the  suboccipital  triangle.  The  outer  side  is  formed 
by  the  obliquus  superior;  the  inner,  by  the  rectus  capitis  pos- 
ticus major;  the  loweV,  by  the  obliquus  inferior.  Within  this 
triangle  may  be  seen  the  arch  of  the  atlas,  and  the  vertebral  artery 
lying-  in.  a  groove  on  its  upper  surface.  Between'  the  artery  and 
the  bone  appears  the  posterior  division  of  the  suboccipital  nerve, 
which  here  sends  branches  to  the  recti  postici,  the  obliqui,  and  the 
complexus  :  that  is  to  say,  it  supplies  the  muscles  which  form  the 
triangle,  and  the  complexus  that  covers  it. 

Kectus  Capitis  This  small  muscle  extends  between  the  trans- 
Lateralis.  verse  process  of  the  first  vertebra  and  the  eminen- 

tia  jugularis  of  the  occiput ;  but,  since  this  eminence  is  the  trans- 
verse process  of  the  occipital  vertebra,  the  muscle  should  be 
considered  as  an  intertransverse  one.  Its  nerve  comes  from  the 
anterior  division  of  the  subi-occipital. 

Neetes  of  the  The  posterior  branches  of  the  spinal  nerves 
'Ba.ck.  supply  the  muscles  and  skin  of  the  back.  They 

pass  backwards  between  the  transverse  processes  of  the  vertebrae, 
and  divide  into  external  and  internal  branches.  The  general 
plan  upon  which  these  nerves  are  arranged  is  the  same  throughout 
the  whole  length  of  the  spine  ;  but  since  there  are  certain  peculi- 
arities deserving  of  notice  in  particular  situations,  we  must  examine 
each  region  separately. 

Cehvical  The  posterior  division  of  the  first  cervical  nerve 

Eegion.  (the  suboccipital)  passes  between  the  arch  of  the 

atlas  and  the  vertebral  artery,  and  divides  into  branches  which 
supply  the  recti  and  obliqui  muscles  concerned  in  the  movement 
of  the  head.  It  also  sends  downwards  a  loop  to  communicate  with 
the  second'  cervical  n^ve.  It  sometimes  gives  off  a  cutaneous 
branch  which  accompanies  the  occipital  artery,  and  is  distributed 
to  the  skin  of  the  back  of  the  scalp. 

The  posterior  branch  (the  great  occipital)  of  the  second  cervical 
nerve  is  the  largest  of  the  series,  and  emerges  between  the  arches 
of  the  atlas  and  axis.     It  turns  upwards  beneath  the  inferior 


NERVES  OF  THE  BACK. 


243 


oblique  muscle,  passes  through  the  complexus,  and  runs  with  the 
occipital  artery  to  the  back  of  the  scalp. 

The  posterior  divisions  of  the  six  lower  cervical  nerves  divide 
into  exteimal  and  internal  branches.  The  external  are  small,  and 
terminate  in  the  splenius,  and  the  continuation  of  the  erector 
spinte — viz.,  the  trachelo-mastoid,  the  transversalis  colli,  and  the 
cervicalis  ascendens.  The  internal,  by  far  the  larger,  proceed 
towards  the  spines  of  the  vertebrse ;  those  of  the  third,  fourth, 
and  fifth  lie  between  the  complexus  and-  the ,  semispinalis,*  and 
after  supplying  the  muscles  terminate  in  the  skin;  those- of  the 
sixth,  seventh,  and  eighth  lie  between  the  semispinalis  and  the 
multifidus  spinae,  to  which  they  are  distributed. 

Dorsal  The  posterior  divisions  of  the  spinal  nerves  in 

Region.  this  region  come  out  between  the  '  transverse  pro- 

cesses and  the  tendons  attached  to  them.  They  soon  divide  into 
external  and  internal  branches.  The  external  pass  obliquely  over 
the  levatores  costarum,  between  the  sacro-lumbalis  and  the  longis- 
simus  dorsi ;  and  successively  increase  in  size  from  above  down- 
wards. The  upper  six  terminate  in  the  erector  •  spinse  and  the 
levatores  costarum ;  the  rest,  after  supplying  these'  muscles,  pass 
through  the  latissimus  dorsi,  and  become  the  cutaneous  nerves  of  the 
back.  The  internal  successively  decrease  in  size  from  above  down- 
wards. They  run  towards  the  spine  between  the  semispinalis  dorsi 
and  the  multifidus  spinse.  The  upper  six-,  after  giving  branches  to 
the  muscles,  perforate  the  trapezius  and  become  cutaneous  nerves. 
The  lower  ones  terminate  in  the  muscles  of  the  vertebral  groove. 

LmiBAE  The  general  arrangement  of  the  nerves  in  this 

Region.  region  resembles  that  of  the  dorsal.    Their  exter- 

nal branches,  after  supplying  the  erector  spinae,  become  cutaneous 
and  terminate  in  the  skin  over  the  buttock.  The  internal  branches 
supply  the  multifidus  spinse. 

_  The  posterior  divisions  of  the  spinal  nerves  in 

&ACEAL Region.     ...       ^.  ,     ,  ^ 

this  region  are  small.    With  the  exception  of  the 

*  The  posterior  branches  of  the  second,  third,  and  fourth  nerves  are  generally  con- 
nected, beneath  the  complexus,  by  branches  in  the  form  of  loops.  This  constitutes  the 
posterior  cervical  plexus  of  some  anatomists. 
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last,  they  come  out  of  the  spinal  canal  through  the  foramina  in 
the  back  of  the  sacrum.  The  upper  two  or  three  divide  into 
external  and  internal  branches.  The  internal  terminate  in  the 
multifidus  spina3 ;  the  external  become  cutaneous  and  supply  the 
skin  of  the  gluteal  region.  The  last  two  sacral  nerves  proceed, 
without  dividing,  to  the  integument. 

The  coccygeal  nerve  is  exceedingly  small,  and,  after  joining  a 
small  branch  from  the  last  sacral,  terminates  in  the  skin.* 

Arteries  OF  The  arteries  which  supply  the  back  are: — 1. 

THE  Back.  Small   branches   from   the  occipital ;   2.  Small 

branches  from  the  vertebral ;  3.  The  deep  cervical ;  4.  The  pos- 
terior branches  of  the  intercostal  and  lumbar  arteries. 

The  occipital  artery  furnishes  several  small  branches  to  the 
muscles  at  the  back  of  the  neck ;  onej  larger  than  the  rest,  the 
arteria  princeps  cervicis,  descends  beneath  the  complexus,  and 
generally  inosculates  with  the  deep  cervical  artery,  and  with  small 
branches  from  the  vertebral. 

The  vertebral  artery  runs  along  the  groove  in  the  arch  of  the 
atlas,  and,  before  perforating  the  posterior  occipito-atlantoid  liga- 
ment to  enter  the  skull,  distributes  small  branches  to  the  adjacent 
muscles. 

The  deep  cervical  artery  is  the  posterior  branch  of  the  first 
intercostal  artery  (from  the  subclavian).  It  passes  backwards 
between  the  transverse  process  of  the '  last  cervical  vertebra  and 
the  first  rib:  it  then  ascends  between  the  complexus  and  the 
semispinalis  colli,  and  anastomoses  with  the  princeps  cervicis. 

The  posterior  branches  of  the  intercostal  and  lumbar  arteries 
accompany  the  corresponding  nerves,  and  are  in  all  respects  similar 
to  them  in  distribution.  Each  sends  a  small  branch  into  the 
spinal  canal  {intraspinal),  and  small  branches  to  the  vertebra. 

The  veins  correspond  to  the  arteries. 
PRiE-YERTEBBAi-       Wc  havc,  lastly,  to  examine   three  muscles 
Muscles.  situated  in  front  of  the  spine :  namely,  the  longus 

colli,  the  rectus  capitis  anticus  major,  and  the  rectus  capitis 

*  The  brandling  of  the  posterior  divisions  of  the  several  spinal  nerves  has  been 
accurately  described  by  Ellis,  'Mod.  Gazette,'  Feb.  10,  1843. 
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anticus  minor.  In  order  to  have  a  complete  view  of  the  two  latter, 
a  special  dissection  should  be  made,  before  the  head  is  removed 
from  the  first  vertebra. 

This  muscle  is  situated  in  front  of  the  spine, 
LoKGus  Colli.  extends  from  the  third  dorsal  to  the  first 

cervical  vertebra.  For  convenience  of  description  it  is  divided 
into  three  sets  of  fibres,  of  which  one  extends  longitudinally  from 
the  body  of  one  vertebra  to  that  of  another ;  the  two  others  extend 
obliquely  between  the  transverse  processes  and  the  bodies  of  the 
vertebrae. 

The  longitudinal  portion  of  tha  muscle  arises  from  the  bodies 
of  the  two  or  three  upper  dorsal  and  the.,  three  lower  cervical 
vertebrse,  and  is  inserted  into  the  bodies  of  the  second,  third  and 
fourth  cervical  vertebrse. 

The  superior  oblique  portion,  arising  from  the  anterior 
tubercles  of  the  transverse  processes  of  the  third,  fourth,  and 
fifth  cervical  vertebrse,  ascends  inwards,  and  is  inserted  into 
the  front  part  or  body  of  the  first  cervical  vertebra.  The  in- 
ferior' oblique  portion  proceeds  from  the  bodies  of  the  three 
upper  dorsal  vertebrse,  and  .is  inserted  into  the  transverse  pro- 
cesses of  the  fifth  and  sixth  cervical  vertebrae..  The  action  of 
this  muscle,  taken  as  a  whole,  must  be  to  bend  the  cervical  region 
of  the  spine.  Its  nerves  come  from  the  cervical  and  brachial 
plexuses. 

Eectus  Capitis  This  muscle  arises  from  the  anterior  tubercles 
Anticus  Majoh.  of  the  transverse  processes  of  the  third,  fourth, 
fifth,  and  sixth  cervical  vertebrse,  and  is  inserted  into  the 
basilar  process  of  the  occipital  bone,  in  front  of  the  foramen 
magnum. 

Rectus  Capitis  This  muscle  arises  from  the  root  of  the  trans- 
Anticus  MiNoa.  verse  process  of  the  first  cervical  vertebra,  and  is 
inserted  into  the  basilar  process  of  the  occipital  bone,  nearer  to 
the  foramen  magnum  than  the  preceding  muscle.  The  action 
of  the  recti  muscles  is  to  bend  the  head  forwards.  They  are 
supplied  with  nerves  from  the  anterior  division  of  the  sub- 
occipital. 
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LIGAMENTS  OF  THE  SPINE. 

The  vertebrae  are  connected  by  their  intervertebral  fibro-carti- 
lages,  by  ligaments  in  front  of  and  behind  their  bodies,  and  by 
ligaments  which  extend  between  their  arches  and  their  spines. 
Their  articular  processes  have  capsular  ligaments,  and  synovial 
membranes. 

Anterior  Com-  This  is  a  strong  band  of  longitudinal  fibres 
HON  LiQAMEiNT.  which  extcuds  along  the  front  of  the  bodies  of  the 
vertebrae  from  the  axis  to  the  sacrum.  The  fibres  are  not  all  of 
equal  length.  The  more  superficial  extend  from  one  vertebra  to 
the  fourth  or  fifth  below  it ;  those  a  little  deeper  pass  from  one 
vertebra  to  the  second  or  third  below  it ;  while  the  deepest  of  all 
preceed  from  vertebra  to  vertebra.  The  ligament  becomes  broader 
and  stronger  in  proportion  to  the  size  of  the  vertebrae.  By  making 
transverse  incisions  through  it  in  different  situations,  we  observe 
that  its  fibres  are  more  firmly  adherent  to  the  intervertebral 
cartilages,  and  to  the  borders  of  the  vertebrae,  than  to  the  middle 
of  the  bones. 

Posterior  Com-  This  extends  longitudinally,  in  a  similar  manner 
WON  Ligament.  the   anterior  common  .ligament,  along  the 

posterior  surface  -of  the  bodies  of  the  vertebrae,  from  the  axis  to 
the  sacrum,  and  sends  up  a  prolongation  to  the  anterior  border 
of  the  foramen  magnum  continuous  with  the  apparatus  liga- 
mentosus. 

Interspinous  These  bands  of  ligamentous  fibres  fill  up  the 

Ligaments.  intervals  between  the  spines  of  the  dorsal  and 

lumbar  vertebrae.  They  are  the  most  marked  in  the  lumbar 
region.  Those  fibres  which  connect  the  apices  of  the  spines, 
being  stronger  than  the  rest,  are  described  as  separate  ligaments 
under  the  name  of  supraspinous.  Their  use  is  to  limit  the 
flexion  of  the  spine. 

Ligaments  These  are  called,  on  account  of  their  colour, 

between  the  ligamenta  suhflava. — To  obtain  a  good  view 
Arches  of  the  of  them,  the  arches  of  the  vertebrae  should  be 
Vertebr/e.  removed  with  a  saw.     They  pass  between  the 
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arches  of  the  contiguous  vertebrae,  from  the  axis  to  the  sacrum ; 
none  existing  between  the  occiput  and  the  atlas,  or  between  the 
atlas  and  axis.  They  are  composed  of  yellow  elastic  tissue,  the 
fibres  being  arranged  vertically,  and  their  strength  increases  with 
the  size  of  the  vertebrae.  This  elasticity  answers  a  double  pur- 
pose :  it  not  only  permits  the  spine  to  bend  forwards,  but  materi- 
ally assists  in  restoring  it  to  its  curve  of  rest.  They  economise 
muscular  force,  like  the  ligamentum  nuchge  in  animals. 

Interterte-  This  substance,  placed  between  the  bodies  of 

BRAL  FiBRo-  the  vertebrae,  is  by  far  the  strongest  bond  of  con- 
cARTiLAGE.  nectiou  between  them,  and  fulfils  most  important 

purposes  in  the  mechanism  of  the  spine.  Its  peculiar  structure  is 
adapted  to  break  shocks,  and  to  render  the  spine  flexible  and 
resilient.  To  see  the  structure  of  an  intervertebral  fibro-cartilage, 
a  horizontal  section  must  be  made  through  it.  It  is  firm  and 
resisting  near  the  circumference,  but  soft  and  pulpy  towards  the 
centre.  The  circumferential  portion  is  composed  of  concentric 
layers  of  fibro-cartilage,  placed  vertically.  These  layers  are 
attached  by  their  edges  to  the  vertebrae ;  they  gradually  decrease 
in  number  from  the  circumference  towards  the  centre,  and  the 
interstices  between  them  are  filled  by  soft  pulpy  tissue.  The 
central  portion  is  composed  almost  entirely  of  this  pulpy  tissue ; 
and  it  bulges  when  no  longer  under  pressure.  Thus  the  bodies 
of  the  vertebrae,  in  their  motions  upon  each  other,  revolve  upon 
an  elastic  cushion  tightly  girt  all  round  by  bands  of  fibrous  tissue. 
These  motions  are  regulated  by  the  articular  processes. 

Dissect  an  intervertebral  substance  layer  after  layer  in  front, 
and  you  will  find  that  the  circumferential  fibres  extend  obliquely 
between  the  vertebrae,  crossing  each  other  like  the  branches  of  the 
letter  X. 

The  thickness  of  the  intervertebral  cartilages  is  not  the  same 
in  front  and  behind.  It  is  this  difference  in  their  thickness,  more 
than  that  in  the  bodies  of  the  vertebrae,  which  produces  the  several 
curves  of  the  spine.  In  the  lumbar  and  cervical  regions  they  are 
thicker  in  front ;  in  the  dorsal  region,  behind. 

The  structure  of  the  intervertebral  cartilages  explains  the  well-known 
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fact  that  a  man  becomes  shorter  after  standing  for  some  hours ;  and  that 
he  regains  his  usual  height  after  rest.  The  diiference  between  the  morn- 
ing and  evening  stature  amounts  to  more  than  half  an  inch. 

It  also  explains  the  fact  that  a  permanent  lateral  curvature  of  the 
spine  may  be  produced  (especially  in  the  young)  by  the  habitual  pi-actice 
of  leaning  to  this  or  that  side.  Experience  proves  that  the  cause  of  late- 
ral curvature  depends  more  frequently  upon  some  alteration  in  the  struc- 
ture of  the  fibro-cartilages  than  upon  the  bones.  From  an  examination 
of  the  bodies  of  one  hundred  and  thirty-four  individuals  with  crooked 
spines,  it  was  concluded  that,  in  two-thirds,  the  bones  were  peiiectly 
healthy  ;  that  the  most  frequent  cause  of  curvature  resided  in  the  inver- 
tebral  substances,  these  being,  on  the  concave  side  of  the  curve,  almost 
absorbed,  and,  on  the  convex  side,  preternaturally  developed.  As  might 
be  expected  in  these  cases,  the  muscles  on  the  convex  side  become 
lengthened,  and  degenerate  in  structure.* 

LiGAMBNTUM  Thls  Hgameiit  is  a  thin  fibrous  septum  inter- 

NucHiE.  mingled  with  elastic  tissue,  which  extends  from 

the  spinous  processes  of  the  six  lower  cervical  vertebrae  to  the 
external  occipital  protuberance.  It  forms  an  intermuscular  septum 
down  the  back  of  the  neck,  and  may  be  regarded  as  the  continua- 
tion upwards  of  the  supra-spinous  ligament. 

Capsular  Each  joint  between  the  articular  processes  has 

LiGAiMENTs.  a  capsular  ligament  and  a  synovial  membrane. 

The  surfaces  of  the  bones  are  crusted  with  cartilage. 

Intbktrans-  These  are  thin  bands  of  fibres  which  pass  be- 

VERSB  Ligaments,  tween  the  transverse  processes  of  the  vertebrae. 
They  are  rudimentary  in  the  cervical  region,  and  are  sometimes 
absent. 

MoTEiiENTs  OF  Though  but  little  movement  is  permitted  be- 
THE  Spine.  tween  any  two  vertebrae  (the  atlas  and  axis  ex- 

cepted), yet  the  collective  motion  between  them  all  is  considerable. 
The  spine  can  be  bent  forwards,  backwards,  or  on  either  side ;  it 
also  admits  of  slight  rotation.  In  consequence  of  the  elasticity 
of  the  intervertebral  cartilages  and  the  ligamenta  subflava,  it 
returns  spontaneously  to  its  natural  curve  of  rest  like  an  elastic 
bow.  Its  mobility  is  greatest  in  the  cervical  region,  on  account  of 
*  On  this  subject  see  '  Hildebrandt's  Anatomie,'  B.  ii.  b.  155. 
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the  thickness  of  the  fibro-cartilages,  the  small  size  of  the  vertebrae, 
the  obliqTie  direction  of  their  articulations,  and,  above  all,  the 
horizontal  position  and  the  shortness  of  their  spines.  In  the 
dorsal  region  there  is  very  little  mobility,  on  account  of  the 
vertical  direction  of  the  articular  processes,  and  the  manner  in 
which  the  arches  and  the  spines  overlap  each  other.  ,  In  the 
lumbar  region,  the  spine  again  becomes  more  movable,  on  account 
of  the  thickness  of  the  intervertebral  cartilages,  and  the  horizontal 
direction  of  the  spinous  processes. 

Ligaments  BE-  "^^^  occiput  is  connected  to  the  atlas  by  an 
TWEEN  THE  Occi-  anterior  occipito-atlantoid  ligament  which  passes 
piTAi-  Bone  and  from  the  foramen  magnum  to  the  front  arch  of 
THE  Atlas.  ^-^^  ^^^^^^    rpj^^  thickest  part  of  this  is  in  the 

middle.  A  posterior  occipito-atlantoid  ligament  extends  in  a 
similar  manner  from  the  posterior  border  of  the  foramen  magnum 
to  the  posterior  arch  of  the  atlas.  It  is  thin  and,  superiorly,  be- 
comes blended  with  the  dura  mater,  and  is  pierced  by  the  vertebral 
artery  and  the  suboccipital  nerve.  Between  the  condyles  of  the 
occipital  bone  and  the  atlas,  there  is  on  each  side  a  capsular 
ligament. 

The  movements  which  take  place  between  the  occipital  bone 
and  the  atlas  are  flexion  and  extension,  as  in  nodding  forwards 
and  backwards ;  and  lateral  movement,  as  in  inclining  the  head 
sideways. 

Ligaments  These  are  the  most  important ;  and  to  see  them, 

BETWEEN  the         thc  splual  caual  must  be  exposed  by  removing  the 

Occipital  Bone      arches  of  the  upper  cervical  vertebrae,  and  the 

AND  THE  Axis.  ,     •  i .  .       i  •  i    •  i 

posterior  common  ligament,  which  is  here  very 

thick  and  strong.    It  descends  from  the  basilar  process  of  the 

occipital  bone  over  the  odontoid  and  transverse  ligaments,  and  is 

called   the  occipito-axoid  ligament    or  the   apparatus  liga- 

mentosus  colli. 

Odontoid  ok  The  odontoid  or  check  ligaments  (fig.  48)  are 

Check  Ligaments,  two  very  strong  ligaments  which  proceed  from 
the  sides  of  the  odontoid  process  to  the  tubercles  on  the  inner 
sides  of  the  condyles  of  the  occiput.    Their  use  is  to  limit  the 
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rotation  of  the  head.  A  third  or  middle  odontoid  ligament  passes 
from  the  apex  of  the  odontoid  process  to  the  margin  of  the 
foramen  magnum.  It  is  sometimes  called  the  ligamentum  sua- 
pensorium. 

The  odontoid  process  of  the  axis  forms  a  pivot 
upon  which  the  head  and  atlas  rotate.    The  most 
important  ligament  is  the  transverse  (fig.  48).  It 
passes  behind  the  odontoid  process,  and  is  attached 
to  the  tubercles  on  the  inner  sides  of  the  articular  processes  of  the 


Abticulation 
between  the 
Atlas  and  the 
Axis. 


Fig.  48. 


POST?  COMMON  LICT 


DIAGBAH  OP  THE  ODONTOID  AND  TBANSTERSE  LIGAMENTS. 


atlas.  From  the  centre  of  this  ligament  a  few  fibres  pass  upwards, 
to  be  attached  to  the  basilar  process,  and  some  downwards  to  the 
body  of  the  axis,  giving-  it  a  cruciform  appearance.  Thus  it  forms 
with  the  atlas  a  ring,  into  which  the  odontoid  process  is  received. 
If  this  transverse  ligament  be  divided,  we  observe  that  the  odon- 
toid process  is  covered  with  cartilage  in  front  and  behind,  and  is 
provided  with  two  synovial  membranes. 

The  anterior  arch  of  the  atlas  is  connected  to  the  body  of  the 
axis  by  the  anterior  atlanto-axoid  ligament ;  posteriorly,  the  two 
arches  are  connected  by  the  posterior  atlanto-axoid  ligament. 
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AETicnrATioN  All  the  ribs,  with  the  exception  of  the  first  and 
OF  THE  Ribs.  the  two  last,  are  articulated  with  the  bodies  of  two 
vertebrae,  and  witJi  the  transverse  processes  (fig.  49). 

The  head  of  eaoh  rib  presents  two  articular  surfaces,  correspond- 
insr  to  the  bodies  of  two  vertebrae.  There  are  two  distinct  articu- 
lations,  each^  provided  with  a  separate  synovial  membrane.  The 
ligaments  are  : — 1.  An  anterior,  which  connects  the  head  of  the 
rib  with  the  vertebi'se,  ^and  with  the  intervening  fibro-cartilage : 
this,  on  account  of  the  divergence  of  its  fibres,  is  called  the  stel- 
late ligament  (fig.  ,50).  2..  An  inter- articular,  .which,  proceeds 
from  the  head  of  the  rib  to  the  intervertebral  cartilage. 


Fig.  49. 


DIAGHAM  SHOWING  THE  LIGAMENTS  CONNECTING  THE  EIB  ■WITH  THE  TEKTEBRA. 

1.  The  anterior  costo-central  ligament.  3.  The  posterior  costc-transverse  ligament. 

2.  The  interosseous,  or  middle  oosto-transverse      4.  The  synovial  membrane  between  the  rib  and 

ligament.  the  body  of  the  vertebra. 

The  tubercle  of  the  rib  articulates  with  the  transverse  process. 
This  articulation  has  a  capsular  and  synovial  membrane,  and  is 
secured  by  the  following  ligaments: — 1.  The  posterior  costo- 
transverse passes  from  the  apex  of  the  transverse  process  to  the 
summit  of  the  tubercle  of  the  rib.  2.  The  middle  costo-trans- 
verse  connects  the  neck  of  the  rib  to  the  frout  surface  of  the 
transverse  process.  3.  The  superior  costo-transverse  Siscends  from 
the  neck  of  the  rib  to  the  lower  border  of  the  transverse  process 
above  it  (fig.  50). 
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The  bead  of  the  first  rib  articulates  with  a  single  vertebra. 
The  eleventh  and  twelfth  ribs  articulate  each  with  a  single 
vertebra,  and  are  not  connected  to  the  transverse  processes. 

The  cartilages  of  all  the  true  ribs  are  received 
into  slight  concavities  on  the  side  of  the  sternum, 
and  are  secured  by  anterior,  posterior,  upper  and 
lower  ligaments.  There  is  a  synovial  membrane 
between  the  cartilage  of  each  rib  and  the  sternum, 
except  that  of  the  first,  and  usually  at  each  articulation  the  synovial 
membrane  is  separated  into  two  by  an  inter-articular  ligament. 

Fig.  50... 


Connection 
between  the 
Cartilages  of 

THE  ElBS  AND  THE 

Sternum. 


1.  1.  1.  Superior  costo- 
transverse ligaments. 


2.  2.  2.  Anterior  costo-cen- 
tral  or  stellate  ligaments. 


costo-vebtebrat,  ligaments. 


The  costal  cartilages  from  the  sixth  to  the  tenth  are  connected 
by  ligamentous  fibres. 

Articulation  condyle  of  the  lower  jaw  articulates  with 

OF  THE  Lower  the  glenoid  cavity  of  the  temporal  bone.  The 
Jaw.  joint  is  provided  with  an  inter-articular  fibro- 

cartilage,  with  external  and  internal  lateral  ligaments,  and  two 
synovial  membranes  (fig.  51). 

The  external  lateral  ligament  extends  from  the  zygoma  and  its 
tubercle ;  its  fibres  pass  downwards  and  backwards  to  the  tubercle 
of  the  condyle  of  the  jaw. 

The  internal  lateral  ligament  extends  from  the  spinous  process 
of  the  sphenoid  bone  to  the  border  of  the  dental  foramen.  This 
so-called  ligament  cannot  in  any  way  contribute  to  the  strength  of 
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the  joint :  the  articulation  of  one  side  performs  the  office  of  inter- 
nal lateral  ligament  to  the  other. 

The  inter- articular  fihro-cartilage  is  a  thin  plate  of  an  oval 
form,  and  thicker  at  the  margin  than  at  the  centre.  It  is  connected 
on  the  outer  side  to  the  external  lateral  ligament,  and  on  the  inner 
side  some  of  the  fibres  of  the  external  pterygoid  muscle  g,re  in- 
serted into  it. 


Fia.  «1. 


TEANSVEKSB  SECTION  TO  SHOW  THE  LIGAMENTS  AND  THE  FIBEO-CARTELAGE  OF  THE 
JOINT  OF  THE  LOWEE  JAW.  THE  DOTTED  LINES  EEPHESENT  THE  TWO  STNOVIAL 
MEMBRANES. 

There  are  two  synovial  membranes,  an  upper  and  a  lower,  for 
the  joint.  The  larger  and  looser  of  the  two  is  situated  between 
the  glenoid  cavity  and  the  fibro-cartilage.  The  lower  is  interposed 
between  the  fibro-cartilage  and  the  condyle  of  the  jaw.  They 
sometimes  communicate  through  a  small  aperture  in  the  centre  of 
the  fibro-cartilage. 

The  form  of  the  articulation  of  the  lower  jaw  admits  of  move- 
ment, upwards  and  downwards,  forwards,  backwards,  and  from  side 
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to  side.  A  combination  of  these  movements  takes  place  in  masti- 
cation :  dm-ing  this  act  the  condyles  of  the  jaw  describe  an  oblique 
rotatory  movement  in  the  glenoid  cavity.  The  purposes  served  by 
the  fibro-cartilage  in  this  joint  are  : — first,  it  follows  the  condyle, 
and  interposes  a  convenient  socket  for  all  its  movements :  second, 
being  elastic,  it  breaks  shocks ;  for  shocks  here  would  be  almost 
fatal,  considering  what  a  thin  plate  of  bone  the  glenoid  cavity  is, 
and  that  just  above  it  is  the  brain. 


255 


DISSECTION  OF  THE  UPPER  EXTREMITY. 

The  arm  beine:  placed  at  right  angles  with  the 
Dissection.  . 

trunk,  and  slightly  rotated  outwards,  make  three 

incisions  through  the  skin  :  the  first,  along  the  middle  of  the 

sternum ;  the  second,  along  the  lower  border  of  the  clavicle  and 

down  the  front  of  the  upper  arm  for  about  four  inches  ;  the  third, 

from  the  ensiform  cartilage,  backwards,  to  the  posterior  border  of 

the  axilla. 

The  skin  should  be  carefully  dissected  from  the  subjacent  layer 
of  subcutaneous  fascia  and  fat;  In  doing  so  notice  the  thin  fibres 
of  the  broad  subcutaneous  muscle  of  the  neck,  ^ platysma  myoides^ 
(p.  17). 

Cutaneous  The  numerous  nerves  which  run  through  the 

Nerves.  subcutaneous  tissue  to  the  skin  and  mammary 

gland  must  be  carefully  dissected  out.  They  are  derived  from 
various  sources :  some,  branches  of  the  superficial  cervical  plexus, 
descend  over  the  clavicle;,  others,  branches  of  the  intercostal 
nerves,  come  through  the  intercostal  spaces  close  to  the  sternum, 
each  with  a  small  artery  ;  a  third  series,  also  branches  of  the  inter- 
costal nerves,  come  out  on  the  side  of  the  chest,  and  run  forwards 
over  the  outer  border  of  the  pectoralis  major. 

The  supra-clavicular  nerves,  which  descend  over  the  clavicle, 
are  subdivided,  according  to  their  direction,  into  sternal,  cla- 
vicular, and  acromial  branches  (diagram,  p.  19).  The  sternal 
cross  the  inner  end  of  the  clavicle  to  supply  the  skin  over  the 
upper  part  of  the  sternum.  The  clavicular  pass  over  the  middle 
of  the  clavicle,  and  supply  the  integument  over  the  front  of  the 
chest  and  the  mammary  gland.  The  acromial  branches  cross 
over  the  outer  end  of  the  clavicle,  and  distribute  their  filaments  to 
the  skin  of  the  shoulder. 
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Near  the  sternum  are  found  the  anterior  cutaneous  branches 
or  terminal  filaments  of  the  intercostal  nerves.  After  piercing 
the  pectoralis  major,  each  nerve  sends  an  inner  filament  to  the 
skin  over  the  sternum,  and  an  outer  larger  one,  which  supplies  the 
skin  over  the  pectoral  muscle.  That  of  the  3d  and  4th  inter- 
costal supplies  also  the  mammary  gland. 

Branches  of  the  internal  mammary  artery,  for  the  supply  of 
the  mammary  gland,  accompany  these  nerves.  During  lactation 
they  increase  in  size,  ramifying  tortuously  over  the  surface  of 
the  gland.  They  are  occasionally  as  large  as  the  radial  at  the 
wrist. 

The  lateral  cutaneous  branches  of  the  intercostal  nerves  come 
out  between  the  digitations  of  the  serratus  magnus  on  the  side  of 
the  chest,  and  divide  into  anterior  and  posterior  branches.  The 
anterior  branches  curve  round  the  free  border  of  the  pectoralis 
major  and  then  supply  the  skin  over  that  muscle  and  the  mamma. 
The  posterior  branches  supply  the  skin  of  the  back  of  the  chest. 

Dissect  off  the  superficial  fascia  and  fat  with 
the  mammary  gland.  Thus  you  will  expose  the 
strong  deep  fascia  which  is  closely  attached  to  the  pectoralis  major 
and  deltoid  muscles.  It  is  continuous,  above,  with  the  fascia  of 
the  neck ;  below,  with  that  of  the  arm.  At  the  axilla  it  becomes 
denser,  where  it  passes  from  the  pectoral  to  the  latissimus  dorsi 
muscles. 

Keflect  this  fascia  from  the  pectoralis  major  by  dissecting 
parallel  with  the  course  of  its  fibres.  The  muscle  having  been 
fully  exposed,  observe  its  shape,  the  course  of  its  fibres,  their  origin 
and  insertion.* 

Pectorams  The  pectoralis  major  is  the  large  triangular 

Majoe,  muscle  in  the  front  of  the  chest.    It  arises  from 

the  sternal  half  of  the  clavicle,  from  the  front  of  the  sternum, 
from  the  cartilages  of  all  the  true  ribs  except  the  first  and  the  last, 

*  Sometimes  we  find  a  thin  little  muscle  running  perpendicularly  in  front  of  the 
inner  part  of  the  pectoralis  major.  This  is  the  rectus  sternalis  or  stcrnalis  bfuionnn. 
It  arises  inferiorly  by  a  tendinous  expansion  from  the  rectus  abdominis,  and  is  con- 
nected above  to  the  tendon  of  the  sterno-mastoid. 
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and  from  the  aponeurosis  of  the  external  oblique  muscle  of  the 
abdomen.  The  fibres  converge  towards  the  arm,  and  terminate 
in  a  flat  tendon,  about  two  inches  in  breadth,  which  is  inserted 
into  the  anterior  margin  of  the  bicipital  groove  of  the  humerus. 
The  arrangement  of  its  fibres,  as  well  as  the  structme  of  its  tendon, 
is  peculiar.  The  lower  fibres,  which  form  the  boundary  of  the  axilla, 
are  folded  beneath  the  rest,  and  terminate  upon  the  upper  part  of 
the  tendon — i.e.  nearer  to  the  shoulder  joint ;  the  upper  fibres, 
which  arise  from  the  clavicle,  and  are  frequently  separated  from 
the  main  body  of  the  muscle  by  a  slight  interval,  descend  in  front  of 
the  lower,  and  terminate  upon  the  lower  part  of  the  tendon.  Con- 
sequently the  upper  and  lower  fibres  of  the  muscle  cross  each  other 
previously  to  their  insertion. 

The  object  of  this  arrangement  is  to  enable  all  the  fibres  to  act 
simultaneously  when  the  arm  is  extended. 

The  upper  part  of  the  tendon  sends  off  a  fibrous  prolongation, 
which  binds  down  the  long  head  of  the  biceps,  and  is  attached  to 
the  great  tuberosity  of  the  humerus :  another  tendinous  expansion 
is  prolonged  backwards  to  the  tendon  of  the  deltoid  muscle ;  and 
a  third  passes  downwards  to  be  intimately  connected  with  the  fascia 
of  the  upper  arm. 

The  chief  action  of  the  pectoralis  major  is  to  draw  the  humerus 
towards  the  chest:  as  in  placing  the  hand  on  the  opposite  shoulder, 
or  in  pulling  an  object  towards  the  body.  When  the  arm  is  raised 
and  made  the  fixed  point,  the  muscle  assists  in  raising  the  trunk, 
as  in  climbing.  Thus  too,  on  emergency,  it  can  act  as  an  auxiliary 
muscle  of  inspiration. 

Between  the  pectoralis  major  and  the  deltoid,  the  great  muscle 
covering  the  shoulder,  is  an  interval  varying  in  extent  in  different 
subjects,  but  always  more  marked  towards  the  clavicle.  It  contains 
a  small  artery — the  thoracica  humeraria — and  the  cephalic  vein, 
which  ascends  on  the  outer  side  of  the  arm,  and  empties  itself 
into  the  axillary.  This  interval  is  the  proper  place  to  feel  for  the 
coracoid  process.  In  doubtful  injuries  about  the  shoulder,  this 
point  of  bone  is  a  good  landmark  in  helping  the  surgeon  to  arrire 
at  a  correct  diagnosis. 

S 
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The  pectoralis  major  is  supplied  with  nerves  by  the  anterior 
thoracic  branches  of  the  brachial  plexus ;  with  blood,  by  the  long 
and  sliort  thoracic  branches  of  the  axillary  artery. 

Dissection.  Reflect  the  clavicular  part  of  the  pectoralis 

Anatomy  of  the  major,  and  in  doing  so,  notice  a  small  nerve,  the 
iNFRA-cLAvictJLAR  extemal  anterior  thoracic,  which  enters  the  under 
surface  of  this  part  of  the  muscle.  Beneath  the 
portion  thus  reflected,  part  of  the  pectoralis  minor  will  be  exposed. 
In  this  triangle,  bounded,  above,  by  the  clavicle,  below,  by  the 
upper  border  of  the  sternal  origin  of  the  pectoralis  major,  and,  on 
the  outer  side,  by  the  deltoid,  is  an  important  space  in  which  the 
relative  position  of  the  following  objects  must  be  carefully  ex- 
amined : — 

CosTo-coRAcoiD  «.  A  stroug  Hgamcntous  expansion,  called  the 
Membrane.  costo-coracoid  membrane  extends  from  the  car- 

tilage of  the  first  rib  to  the  coracoid  process.  Between  these 
points  it  is  attached  to  the  clavicle,  and  forms  a  complete  invest- 
ment for  the  subclavius  muscle.  Its  crescent-shaped  edge  arches 
over,  and  protects  the  axillary  vessels  and  nerves ;  from  this  edge 
is  prolonged  a  funnel-shaped  fascia,  which  covers  the  axillary 
vessels,  forming  the  anterior  ^portion  of  their  sheath ;  the  pos- 
terior being  formed  by  a  prolongation  of  the  deep  cervical  fascia. 
The  front  portion  of  this  sheath  is  perforated  by  the  cephalic  vein, 
the  thoracica  acromialis  artery,  and  the  anterior  thoracic  nerves. 
This  fascia  must  be  removed. 

b.  Ihe  subclavius  muscle  enclosed  in  its  fibrous  sheath. 

c.  The  axillary  vein,  artery,  and  brachial  plexus  of  nerves. 

d.  A  short  arterial  trunk,  the  thoracic  axis,  which  divides  into 
several  radiating  branches. 

e.  The  termination  of  the  cephalic  vein  in  the  axillary. 

/.  Two  nerves,  the  anterior  thoracic,  which  descend  from  the 
brachial  plexus  below  the  clavicle,  and  cross  in  front  of  the  axillary 
vessels  to  supply  the  pectoral  muscles. 

This  muscle  lies  between  the  clavicle  and  the 

SUBCLATIUS.  g^^^  ^.^^  ^^^^^^^  ^^^^  g^g^   j..^  ^  gj^^j.^ 

round  tendon  at  the  junction  of  the  bone  and  cartilage,  and  is 
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inserted  into  a  groove  on  the  under  surface  of  the  clavicle.  Its 
nerve  comes  from  the  fifth  and  sixth  cervical  nerves.  Its 
action  is  to  depress  the  clavicle,  and  prevent  its  too  great 
elevation. 

Kelative  posi-  infra-clavicular  space  before  us  are  the 

Tio\  OF  THE  Axil-  great  vessels  and  nerves  of  the  axilla  in  the  first 
LAET  Vessels  and  p^^t  of  their  course.  They  lie  at  a  great  depth 
Neetes.  fi'om  the  surface.     They  are  surrounded  by  a 

sheath  of  fascia,  which  descends  with  them  beneath  the  clavicle. 
Their  relations  with  regard  to  each  other  are  as  follows  :  The 
axillary  vein  lies  in  front  of  the  artery,  and  rather  to  its  thoracic 
side.  The  brachial  plexus  of  nerves  is  situated  above  the  artery, 
and  on  a  posterior  plane.  The  plexus  consists  of  two,  or  sometimes 
three,  large  cords,  which  result  from  the  union  of  the  anterior 
branches  of  the  four  lower  cervical,  and  the  first  dorsal,  nerves. 
The  course  and  relations  of  the  axillary  artery  will  be  examined 
subsequently. 

Thoracic  Axis  This  is  the  first  branch  of  the  axillary  artery. 
AND  Branches.  It  comes  off  above  the  pectoralis  minor,  and  soon 
divides  into  three  branches — the  superior  or  short  thoracic,  the 
thoracica  humerdriar  and  the  thoracica  acromialis.  The  superior 
or  short  thoracic  runs  between  the  pectoralis  major  and  minor, 
supplying  both,  and  anastomosing  with  the  intercostal  and  internal 
mammary  arteries.  The  thoracica  humeraria  descends  with  the 
cephalic  vein,  in  the  interval  between  the  pectoralis  major  and 
deltoid,  and  ramifies  in  both.  The  thoracica  acromialis  passes 
over  the  coracoid  process  to  the  under  surface  of  the  deltoid, 
which  it  supplies,  and  communicates  with  the  posterior  circum- 
flex, a  branch  of  the  axillary,  and  the  supra-scapular,  a  branch  of 
the  subclavian.  A  constant  though  small  branch,  the  clavicular, 
given  off  from  this  axis,  runs  along  the  anterior  aspect  of  the  sub- 
clavius.  All  these  arteries  are  accompanied  by  veins,  which  most 
frequently  empty  themselves  into  the  cephalic,  but  occasionally 
into  the  axillary  vein. 

Cephalic  Vein.  cephalic  vein  is  one  of  the  principal  cuta- 

neous veins  of  the  arm.     Commencing  on  the 
s  2 
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back  of  the  thumb  and  forefinger,  it  runs  up  the  radial  side  of  the 

forearm,  in  front  of  the  elbow-joint ;  thence  ascending  along  the 

outer  edge  of  the  biceps,  it  runs  up  the  interval  between  the  pec- 

toralis  major  and  deltoid,  pierces  the  costo-coracoid  membrane, 

and  finally  empties  itself  into  the  axillary  vein.* 

Anteeiok  Tho-       These  nerves  come  from  the  brachial  plexus  be- 

EAcic  Nerves.        Iqw  the  clavicle  to  supply  the  pectoral  muscles. 

There  are  generally  two — an  external  and  an  internal — one  for  each 

pectoral  muscle.    The  external,  the  more  superficial,  arises  from 

the  outer  cord  of  the  brachial  plexus,  passes  over  the  axillary  artery, 

and  supplies  the  pectoralis  major ;  the  internal  comes  from  the 

internal  cord,  and  runs  between  the  axillary  artery  and  vein,  to  the 

under  surface  of  the  pectoralis  minor. 

„  From'  this  view  of  the  relations  of  the  axillarv 

Difficulty  of  _  ^ 

TYING  THE.  FiHsr  artcry  in  the  first  part  of  its  course,  some  idea 
PART  OF  THE  Axil-  may  be  formed  of  the  difficulty  of  passing  a  ligature 
LARY  Artery.  round  it  in  this  situation.  In  addition  to  its  great 
depth  from  the  surface,  varieties  sometimes  occur  in  the  position 
of  the  nerves  and  veins,  which  renders  the  operation  still  more 
embarrassing.  For  instance,  the  anterior  thoracic  nerves  may  be 
more  numerous  than  usual,  and  form  by  their  mutual  communi- 
cation a  plexus  around  the  artery.  A  large  nerve  is  often  seen 
crossing  obliquely  over  the  artery,  immediately  below  the  clavicle, 
to  form  one  of  the  roots  of  the  median  nerve.  The  cephalic  vein 
may  ascend  higher  than  usual,  and  open  into  the  subclavian ;  and 
as  it  receives  large  veins  corresponding  to  the  thoracic  axis,  a  con- 
course of  veins  would  be  met  with  in  front  of  the  artery.  Again, 
it  is  by  no  means  uncommon  to  find  a  deep-seated  vein,  the  supra- 
scapular, crossing  over  the  artery  to  join  the  axillary  vein. 

*  The  cephalic  vein,  in  some  cases,  runs  over  the  clavicle  to  join  the  external 
jugular;  or  there  maybe  a  communication  (termed  jugulo^cephalic)  bet-ween  these 
veins. 
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DISSECTION  OF  THE  AXILLA. 

Sebaceous  On  the  under  surface  of  the  skin  of  the  axilla, 

Glands.  near  the  roots  of  the  hairs,  are  numerous  sebaceous 

glands.  They  are  of  a  reddish-brown  colour,  and  rather  larger 
than  a  pin's  head. 

Axillart  Fas-  This  dense  fascia,  which  lies  immediately  be- 
ciA.  neath  the  skin  of  the  axilla,  is  a  continuation  of 

the  general  investment  of  the  muscles.  It  closes  in  and  forms  the 
floor  of  the  cavity  of  the  axilla.  Externally,  it  is  strengthened  by 
fibres  from  the  tendons  of  the  pectoralis  major  and  latissimus 
dorsi,  and  is  continuous  with  the  fascia  of  the  arm ;  internally,  it 
is  prolonged  on  the  side  of  the  chest,  over  the  serratus  magnus 
muscle ;  in  front  and  behind  it  divides,  so  as  to  inclose  between 
its  layers  the  muscles  which  form  the  boundaries  of  the  axilla. 
Thus  the  anterior  layer  incloses  the  two  pectoral  muscles,  and  is 
connected  with  the  coracoid  process,  the  costo-coracoid  ligament, 
and  the  clavicle ;  the  posterior  layer  incloses  the  latissimus  dorsi, 
and  passes  backwards  to  the  spine. 

A  subcutaneous  artery,  sometimes  of  considerable  size,  is  often 
found  in  the  substance  of  the  axillary  fascia.  It  generally  arises 
from  the  brachial,  or  from  the  lower  part  of  the  axillary,  and  runs 
across  the  floor  of  the  axilla  towards  the  lower  edge  of  the  pecto- 
ralis major.  It  is  not  a  named  branch,  but  should  be  remembered, 
as  it  would  occasion  much  hasmorrhage  if  wounded  in  opening  an 
abscess. 

Dissection  and  Reflect  the  axillary  fascia,  to  display  the 
Contents  of  the  boundaries  and  the  contents  of  the  axilla.  The 
Axilla.  dissection  of  this  space  is  difficult,  and  must  be 

done  cautiously.  Bear  in  mind  that  the  trunk  blood-vessels  and 
nerves  run  through  the  upper  and  outer  part  of  the  axilla ;  that 
the  long  thoracic  artery  runs  along  the  anterior  border,  and  the 
subscapular  artery  along  the  posterior.  Commence  dissecting, 
therefore,  in  the  middle ;  break  down  with  the  handle  of  the 
scalpel  the  loose  connective  tissue,  fat,  and  lymphatic  glands,  which 
occupy  the  cavity.    You  will  soon  discover  some  cutaneous  nerves 


262 


BOUNDARIES  OP  AXILLA. 


coming  out  between  the  ribs,  and  then  crossing  the  axillary  space. 
These  nerves  are  the  lateral  cutaneous  branches  of  the  i/niercostal 
nerves ;  they  perforate  the  intercostal , spaces  between  the  digita- 
tions  of  the  serratus  magnns,  midway  between  the  sternum  and 
the  spine,  and  divide  into  anterior  and  posterior  branches.  The 
anterior  turn  over  the  pectoralis  major,  to  supply  the  skin  on  the 
front  of  the  chest  and  the  mammary  gland.  The  posterior  pass 
backwards  over  the  latissimus  dorsi,  and  are  distributed  to  the  skin 
covering  this  muscle  and  the  scapula. 

Intercosto-hu-  The  posterior  lateral  branch  of  the  second  inter- 
MERAL  Nertes.  costal  uervo  requires  a  special  description ;  it  is 
larger  than  the  others,  and  is  called  the  intercosto-humeral  be- 
cause it  supplies  the  integuments  of  the  arm.  It  comes  through 
the  second  intercostal  space,  traverses  the  upper  part  of  the  axilla, 
where  it  receives  a  branch  of  the  lesser  internal  cutaneous  nerve 
(nerve  of  Wrisberg),  and  terminates  in  filaments,  which  are  dis- 
tributed to  the  skin  on  the  inner  side  of  the  arm,  as  low  as  the 
internal  condyle.  The  corresponding  branch  of  the  third  inter- 
costal is  also  an  intercosto-humeral  nerve.  It  receives  a  branch 
from  the  second,  and  runs  a  similar  course.  The  distribution  of 
these  nerves  accounts  for  the  pain  down  the  arm  which  is  sometimes 
experienced  in  pleurisy. 

Boundaries  of  The  axilla  is  a  conical  space,  of  which  the 
THE  Axilla.  summit  is  beneath  the  clavicle,  and  the  base  be- 

tween the  pectoralis  major  and  the  latissimus  dorsi.  Obviously  it 
varies  in  capacity  according  to  the  position  of  the  arm.  On  the 
inner  side,  it  is  bounded  by  the  four  upper  ribs,  covered  by  the 
serratus  mag-nus ;  on  the  outer,  by  the  humerus,  covered  by  the 
coraco-brachialis  and  biceps  ;  in  front,  hy  the  pectoralis  major  and 
minor ;  behind,  by  the  latissimus  dorsi,  teres  major,  and  subscapu- 
laris.  Its  anterior  and  posterior  boundaries  converge  from  the 
chest,  so  that  the  axilla  becomes  narrower  towards  the  arm.  With 
a  full  view  of  the  axilla  before  you,  bear  in  mind  that  pus  may 
burrow  under  the  pectoral  muscles,  or  under  the  scapula,  or  that  it 
may  run  up  beneath  the  clavicle  and  point  in  the  neck,  if  the 
abscess  be  allowed  to  remain  unopened. 
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Axillary  Ltm-  The  axillary  glands  form  a  continuous  chain, 
pHATic  Glands.  beneath  the  clavicle,  with  the  cervical  glands. 
They  are  from  ten  to  twelve  in  number,  of  a  reddish-brown  colour, 
and  variable  size.  Most  of  them  lie  near  some  large  blood-vessel ; 
others  are  embedded  in  the  loose  tissue  of  the  axilla ;  sometimes 
one  or  two  small  ones  are  observed  along  the  -lower  border  of  the 
pectoralis  major.  .  They  are  supplied  with  blood  by  a  branch — 
tkoracica  alaHs^oi  the  axillary  artery,  and  by  branches  from  the 
thoracic  and  subscapular  arteries. 

These  glands  receive  the  lymphatics  from  the  arm,  from  the 
front  and  side  of  the  chest,  and  from  the  outer  half  of  the  mam- 
mary gland.  From  these  glands  the  efferent  lymphatics  pass  along 
with  the  subclavian  artery  and  terminate,  on  the.  right  sid&,  in  the 
right  lymphatic  duct,  and  on  the  left  side,  in  the  thoracic  duct. 

Dissection.  Now  reflect  the  pectoralis  major  from  its  origin, 
to  expose  the  pectoralis  minor,  and  the  ramifications  of  the  short 
and  long  thoracic  arteries.  Preserve  the  arteries,  as  far  as  possible, 
in  connection  with  the  main  trunks. 

Pectoealis  This  muscle  arises  from  the  third,  fourth,  and 

MiNOB.  fifth  ribs,  near  the  costal  cartilages,  and  from  the 

thick  fascia  over  the  intercostaLspaces.  The  fibres  run  obliquely 
upwards  and  outwards,  and  converge  to  a  strong  tendon,  which 
is  inserted  into  the  anterior  surface  of  the  coracoid  process.  The 
tendon  is  connected  to  that  of  the  coraco-brachialis  and  biceps 
by  a  strong  fascia,  which  forms  a  protection  for  the  subjacent 
axillary  vessels  and  nerves.  The  action  of  this  muscle  is  to  draw 
the  scapula  downwards  and  forwards.  Its-  nerve  is  derived  from 
the  internal  anterior  thoracic. 

Dissection.  Having  examined  the  muscles  which  form  the 
anterior  boundary  of  the  axilla,  we  pass  now  to  the  course  and 
relations  of  the  axillary  artery  and  its  branches.  To  have  a  clear 
view,  reflect  the  subclavius  from  its  insertion,  and  the  pectoralis 
minor  from  its  origin. 

Axillary  Ar-  ^his  artery,  the  continuation  of  the  subclavian, 
TERY,  ITS  COURSE  takes  thc  name  of  axillary  at  the  outer  border  of 
and  uelations.      the  first  rib.    It  then  passes  downwards  and  out- 
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wards,  through  the  upper  part  of  the  axilla,  beneath  the  two  pec- 
toral muscles,  and  along  the  inner  border  of  the  coraco-brachialis, 
as  far  as  the  lower  border  of  the  tendon  of  the  teres  major,  beyond 
which  it  is  continued  under  the  name  of  the  brachial.  Its  course 
is  divided  for  convenience  of  description  into  three  parts  :  the  first 
lies  above  the  pectoralis  minor  ;  the  second  behind  that  muscle ; 
and  the  third  below  it. 

In  the  first  part  of  its  course,  the  artery  is  covered  by  the 
pectoralis  major  and  the  costo-coracoid  membrane,  and  is  crossed 
by  the  cephalic  and  acromio-thoracic  veins.  On  its  inner  side, 
and  slightly  in  front,  is  the  axillary  vein  ;  on  its  outer  side  is  the 
brachial  plexus  of  nerves ;  behind  it  are  the  first  intercostal  space, 
the  second  digitation  of  the  serratus  magnus,  and  the  posterior 
thoracic  nerve  (external  respiratory  of  Bell). 

In  the  second  part  of  its  course,  it  lies  behind  the  pectoralis 
major  and  minor ;  on '  its  inner  side  is  the  axillary  vein,  still 
slightly  anterior,  but  separated  from  >the  artery  by  the  inner  cord 
of  the  brachial  plexus ;  on  its  outer  side  is  the  outer  cord  of  the 
brachial  plexus;  and  behind  it  is  a  quantity  of  loose  connective 
tissue  which  separates  it  from  the  subscapularis  muscle.  The 
inner  head  of  the  median  nerve  is  often  in  front  of  the  artery  in 
this  part  of  its  course. 

In  the  third  part,  in  front  of  the  artery,  are  the  pectoralis 
major,  the  two  roots  of  the  median  nerv«,  converging  like  the 
letter  V,  and  lower  down  is  the  fascia  of  the  arm ;  on  the  outer 
side  are  the  coraco-brachialis,  the  musculo-cutaneous  and  median 
nerves  ;■  on  the  inner  side  are  the  axillary  vein,  the  ulnar,  and 
the  two  internal  cutaneous  nerves ;  behind  it  are  in  succession  the 
subscapularis,  the  latissimus  dorsi,  the  teres  major,  and  the  mus- 
culo-spiral  and  circumflex  nerves. 

Beanches  of  -  The  number  and  origin  of  these  branches  often 
THE  Axillary  ,•  vary,  but  their  general  course  is  •  in  most  cases 
Artery.  similar,  and  they  usually  arise  in  the  following 

order : — 

a.  The  «/iomcic  accis  arises  above  the  pectoralis  minor,  and  divides 
into  branches,  which  have  been  already  described  (p.  259) 
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b.  The  alar  thoracic,  variable  in  its  origin,  supplies  the  lymphatic 
glands  and  the  connective  tissue  of  the  axilla. 

c.  The  inferior  or  long  thoracic  artery  (external  mammaiy)  runs 
along  the  lower  border  of  the  pectoralis  minor.  It  supplies  the  mammary 
gland,  the  serratus  magnus  and  pectoral  muscles,  and  maintains  a  free 
anastomosis  with  the  short  thoracic,  internal  mammary,  and  intercostal 
arteries. 

d.  The  subscapular  is  the  largest  branch  of  the  axillary ;  it  arises 
opposite  the  lower  border  of  the  subscapularis,  and  soon  divides  into  an 
anterior  and  posterior  branch. 

The  anterior  branch  runs  along  the  anterior  edge  of  the  subscapu- 
laris towards  the  lower  angle  of  the  scapula.    Its  numerous  branches 
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].  Thoracic  axis,  giving  ofE  G.  Subscapular. 

2.  Short  thoracic.  7.  Dorsalis  scapute. 

3.  Thoracica  acromialis.  8.  Anterior  circumflex. 

4.  Thoracica  humeraria.  9.  Posterior  circumflex. 
5.  Long  thoracic. 

supply  the  subscapularis,  latissimtis  dorsi,  serratus  magnus,  and  teres 
major,  and  anastomose  with  the  intercostal  and  thoracic  arteries,  and  the 
posterior  scapular  (a  branch  of  the  subclavian). 

The  posterior  branch  (dorsalis  scapulae)  runs  to  the  back  of  the 
scapula,  through  a  triangular  space,  bounded  in  front  by  the  long  Iiead 
of  the  triceps  ;  below,  by  the  teres  major  ;  and  above,  by  the  subscapu- 
lar and  teres  minor  (diagi-am,  p.  266).  On  the  back  of  the  scapula,  it 
divides  into  branches,  whicb  ramify  close  to  the  bone,  supplying  the  infra- 
spinatus and  teres  minor,  and  anastomose  with  the  supra-scapular  and 
posterior  scapular  arteries  (diagram,  p.-  69).  The  subscapular  vein  empties 
itself  into  the  axillary  vein. 
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Circumflex  There  are  two  circumflex  arteries  —an  anterior 

Arteries,  ANTE-  and  a  posterior,  so  called  from  the  manner  in 
KioB  AND  pos-       y^r]^^Q^  they  encircle  the  neck  of  the  humerus. 

Ihe  jpoaterior  circumflex  artery  is  as  large  as  the 
subscapular,  close  to  which  it  is  given  off;  or  both  may  arise  from 
a  common  trunk  from  the  axillary.  It  passes  backwards  through 
a  quadrilateral  space,  bounded-  above  by  the  subscapularis  and 
teres  minor,  below  by  the  teres  major,  externally  by  the  neck  of 
the  humerus,  and  internally  by  the  long  head  of  the  triceps 
(^fig.  53).    It  then  winds  round  the  back  of  the  neck  of  the 


Tig..  53. 


1.  Subscapularis. 

2.  Teres  major. 

3.  Long  head  of  triceps. 

4.  Square  space  for  cir- 

cumflex a.  aud  n. 


Triangular  space  fordor- 
salis  scapulcB  a. 

Space  for  musculo-spiral 
n.,  and  superior  pro- 
funda a. 
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humerus,  and  is  chiefly  distributed  to  the  under  surface  of  the 
deltoid. 

Besides  the  deltoid,  the  posterior  circumflex  artery  supplies  the 
long  head  of  the  triceps,  the  head  of  the  humerus,  and  the  shoulder- 
joint.  It  inosculates  above  with  the  acromio-thoracic  and  supra- 
scapular arteries,  below  with  the  ascending  branch  of  the  superior 
profunda  (a  branch  of  the  brachial),  and  in  front  with  the  anterior 
circumflex  artery.  Should  you  not  find  the  posterior  circumflex 
artery  in  its  normal  position,  look  for  it  (as  a  branch  of  the 
brachial)  below  the  tendon  of  the  teres  major. 
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The  anteHor  Gircumflex  artery,  miicli  smaller  than  the  pos- 
terior, runs  in  front  of  the  neck  of  the  humerus,  above  the  tendon 
of  the  latissimus  dorsi.  It  passes  directly  outwards  beneath  the 
coraco-brachialis  and  short  head  of  the  biceps,  close  to  the  bone, 
and  terminates  in  the  under  surface  of  the  deltoid,  where  it  inoscu- 
lates with  the  posterior  circumflex. 

The  anterior  circumflex  artery  sends  a  small  branch  which  runs 
with  the  long  tendon  of  the  biceps  up  the  groove  of  the  humerus, 
and  is  called,  on  tliat  account,  the  bicipital  artery.  It  supplies  the 
shoulder-joint  and  the  neck  of  the  humerus.* 

AxjLLAET  Vein.  The  axillary  vein  is  formed  by  the  junction  of 
the  vense  comites  of  the  brachial  artery,  near  the  lower  border  of 
the  subscapularis.  It  receives  the  subscapular  and  the  other  veins 
corresponding  to  the  branches  of  the  axillary  artery,  with  the 
exception  of  the  circumflex,  which  usually  join  either  the  subscapular 
or  one  of  the  venje  comites.  The  axillary  also  receives  the  cephalic, 
and  sometimes  the  basilic  vein. 

The  axillary  vein  in  the  first  part  of  its  course  lies  in  front  of 
the  artery,  and  close  to  its  sternal  side in  the  lower  two-thirds  of 
its  course  the  vein  lies  still  to  the  sternal  side  of  the  artery,  but  is 
separated  from  it  by  some  of  the  nerves  of  the  brachial  plexus. 

AxiLLAHY  OB  ^his  plcxus  is  formed  by  the  anterior  trunks  of 

Brachial  Plexus  the  four  lower  cervical  and  first  dorsal  nerves,  and 
OF  Neeves.  receives  also  a  small  communicating  branch  from 

the  fourth  cervical  nerve.  The  plexus  is  broad  at  the  lower  part  of 
the  neck,  where  it  emerges  between  the  anterior  and  middle  scalene 
muscles ;  but  it  gradually  contracts  as  it  descends  beneath  the 
clavicle  into  the  axilla. 

The  arrangement  of  the  cervical  nerves  in  the  formation  of  the 
plexus  is  variable,  often  not  alike  on  both  sides.  The  most  fre- 
quent disposition  is  this — the  fifth  and  sixth  cervical  unite  to  form 
a  single  cord ;  the  eighth  and  the  first  dorsal  form  another  cord  ; 

*  If  the  axillary  were  tied  below  the  pectoralis  minor,  the  collateral  circulation 
would  be  established  by  the  supra-scapular  and  its  branches  anastomosing  with  the 
subscapular,  the  dorsalis  scapulas,  and  the  posterior  circumflex :  the  posterior  scapular 
with  the  dorsalis  scapulae  and  subscapular. 
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the  seventh  cervical  runs  alone  for  a  short  distance.  Each  of  these 
nerves  divides  into  an  anterior  and  a  posterior  branch  ;  the  anterior 
branches  given  off  from  the  fifth,  sixth,  and  seventh  cervical  form 
the  outer  cord  of  the  plexus  ;  the  anterior  branches  given  off  from 
the  eighth  cervical  and  the  first  dorsal  form  the  inner  cord ;  while 

Fig.  54. 
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c  4-8.  The  five  lower  cervical  nerves. 
D  1.  The  first  dorsal  nerve. 
9.  The  rhomboid  nerve— to  rhomboidei 
major  and  minor. 

10.  The  supra-scapular  nerve— to  supra 

and  infra  spinati. 

11.  The  nerve  to  the  subclavius. 

12.  Outer  anterior  thoracic  iiei-ve— to 

pectoralis  major 

13.  Inner  anterior  thoracic  nerve — to 

pectoralis  minor. 


14, 15, 16.  The  subscapular  nerves— to  subscapu- 
laris,  latissimus  dorsi.and  teres  major. 

17.  Lesser  internal  cutaneous  nerve. 

18.  Musculo  -cutaneous  n  erve . 

19.  Musculo-spiral  nerve  or  radial. 

20.  Median  nerve. 

21.  Circumflex  nerve — ^to  deltoid  and  teres 

minor. 

22.  Ulnar  nerve. 

■23.  Internal  cutaneous  nerve. 
24.  External  respiratory  nerve  of  Bell,  or 
posterior  thoracic. 


the  posterior  branches  of  all  the  nerves — viz.,  the  fifth,  sixth, 
seventh,  eighth  cervical  and  the  first  dorsal — unite  to  form  the 
■posterior  cord. 
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The  axillary  plexus  gives  off  some  branches  above  the  clavicle, 
which  were  dissected  with  the  neck  (p.  72).  Below  the  clavicle, 
it  gives  off  the  following  : — 

From  the  outer  cord  proceed  an  anterior  thoracic  branch,  the 
musculo-ciitaneoiis,  and  the  outer  head  of  the  median  ;  from  the 
inner  cord  proceed  the  inner  anterior  thoracic  nerve,  the  inner 
head  of  the  median,  the  ulnar,  the  internal  cutaneous,  and  the  lesser 
internal  cutaneous  ;  from  the  'posterior  cord  proceed  the  three  sub- 
scapular nerves,  the  circumflex  and  the  musculo-spiral. 

The  anterior  thoracic  nerves  have  been  described  (p.  260). 
SuBscAPULAK  Thc  tkrce  subscapular  nerves  are  found  on  the 

Neetes.  surface  of  the  subscapularis.    They  come  from  the 

posterior  cord  of  the  brachial  plexus,  and  supply,  respectively,  the 
latissimus  dorsi,  teres  major,  and  subscapularis.  The  nerve  for 
the  latissimus  dorsi  {long  subscapular  nerve)  runs  with  the  an- 
terior branch  of  the  subscapular  artery  to  the  lower  border  of  the 
muscle. 

The  nerve  for  the  teres  major  is  either  a  branch  of  the  pre- 
ceding, or  comes  separately  from  the  posterior  cord.  It  lies  nearer 
to  the  humerus  than  the  long  subscapular. 

The  nerve  of  the  subscapularis  arises  from  the  posterior  cord 
higher  than  the  others,  and  enters  the  muscle  not  far  from  its 
upper  border  in  company  with  a  small  artery. 

CiEcuMFLEx  The  circumflex  nerve  accompanies  the  posterior 

Nerve.  cvrcumfiex  artery.    This  large  nerve  comes  from 

the  posterior  cord,  and,  after  giving  a  small  filament  to  the  shoulder- 
joint,  passes,  with  its  companion  artery,  through  the  quadrilateral 
space  (p.  266)  to  the  under  surface  of  the  deltoid.  Here  the  nerve 
divides  into  an  upper  and  a  lower  branch.  The  upper  supplies 
the  anterior  part  of  the  deltoid  and  the  skin  over  it ;  the  lower 
supplies  the  back  part  of  the  deltoid,  and  gives  the  nerve  to  the 
teres  minor,*  upon  which  nerve  sometimes  a  little  gangliform  swell- 
ing can  be  seen.  After  furnishing  these  muscular  branches,  the 
nerve  turns  round  the  posterior  border  of  the  deltoid,  and  diverges 

*  This  branch  to  the  teres  minor  is  said  to  be  constant  in  all  mammalia  that  have 
been  examined  in  reference  to  this  point. 
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in  filaments  which  supply  the  skin  over  the  back  of  this  muscle 
and  over  the  long  head  of  the  triceps. 

Latissimus  This  muscle  forms  the  posterior  margin  of  the 

DoRsi.  axilla.    It  arises  from  the  crest  of  the  ilium,  from 

the  spines  of  the  two  or  three  upper  sacral,  all  the  lumbar,  and  six 
lower  dorsal  vertebrae,  and  by  digitations  from  the  three  lower  ribs, 
corresponding  with  those  of  the  external  oblique ;  in  some  cases, 
as  it  passes  over  the  inferior  angle  of  the  scapula,  it  has  an  addi- 
tional origin  from  the  angle.  It  is  inserted  by  a  broad  flat  tendon, 
which  runs  behind  the  axillary  vessels  and  nerves,  into  the  bottom 
of  the  bicipital  groove  of  the  humerus.  Its  nerve  is  the  long  sub- 
scapular branch  of  the  brachial  plexus. 

This  muscle  lies  behind  the  latissimus  dorsi,  is 
closely  connected  with  it,  and  assists  in  forming 
the  posterior  boundary  of  the  axilla.  It  arises  from  the  lower 
angle  of  the  back  of  the  scapula,  and  is  inserted  by  a  broad  flat 
tendon  into  the  posterior  margin  of  the  bicipital  groove  of  the 
humerus.  A  bursa  or  sac,  containing  serum,  to  diminish  friction, 
intervenes  between  this  tendon  and  that  of  the  latissimus  dorsi. 
The  action  of  this  and  the  preceding  muscle  is  to  draw  the 
humerus  inwards  and  backwards.  Its  nerve  is  the  middle  sub- 
scapular. 

This  muscle  arises  from  the  internal  surface  of 
SuBscAPuiAEis.  ^^^^  scapula,  with  the  exception  of  the  angles  and 
neck,  and  from  intermuscular  septa  attached  to  the  bony  ridges. 
Its  fibres  terminate  on  a  strong  tendon,  which  passes  under  the 
axillary  vessels  and  nerves,  over  the  inner  side  of  the  shoulder- 
joint,  and  is  inserted  into  the  lesser  tuberosity  of  the  humerus. 
The  tendon  of  the  muscle  is  intimately  connected  with  the  cap- 
sular ligament  of  the  shoulder-joint,  and  between  the  coracoid 
process  and  the  tendon  is  a  bursa,  which  frequently  communicates 
with  the  joint.  Its  action  is  to  rotate  the  humerus  inwards.  Its 
nerve  comes  from  the  posterior  cord  of  the  brachial  plexus. 

Seebatus  This  muscle  covers  the  side  of  the  chest  like  a 

Magnus,  girth.    It  arises  from  the  eight  upper  ribs  by 

nine  slips  or  digitations,  the  second  rib  having  two.    Its  fibres 
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converge  and  are  inserted  into  the  posterior  border  of  the  scapula 
in  the  following  manner:  the  first  two  digitations  are  attached 
into  the  upper  angle  of  the  scapular ;  the  third  and  fourth  digita- 
tions along  nearly  the  whole  length  of  the  posterior  border  ;  the 
remainder  are  inserted  into  the  inferior  angle.  Its  action  is  to 
draw  the  scapula  forwards ;  but  of  this  more  hereafter.  It  is  sup- 
plied  by  the  following  nerve,  which  is  seen  on  its  outer  surface. 

^  This  nerve  supplies  the  serratus  magnus  only. 

EAcic  OK  EXTRR-  It  comes  from  the  fifth  and  sixth  cervical  nerves ; 
NAL  RESPIRATORY  aud,  aftcr  passing  through  the  scalenus  medius, 
iNERVE  OF  Bell.  ^.^^^g  "behind  the  axillary  vessels,  along  the  outer 
surface  of  the  serratus  magnus,  each  digitation  receiving  a  sepa- 
rate filament.* 
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Continue  the  incision  down  the  inner  side  ot 
Dissection.        ^-^^  inches  below  the  elbow. 

Eeflect  the  skin,  and  trace  out  the  cutaneous  nerves,  and  the 
numerous  veins  in  front  of  the  elbow. 

CuTANEOTTs  Ou  thc  luuer'side  of  the  arm  are  the  intercosto- 

NEEVEf".  humeral,  the  internal  cutaneous  branch  of  the 

musculo-spiral,  the  internal  cutaneous  and  the  lesser  internal 
cutaneous  (nerve  of  Wrisberg)  nerves ;  on  the  outer  side  are  the 
cutaneous  branches  of  the  circumflex,  the  external  cutaneous 
branches  of  the  musculo-spiral,  and  lower  down  is  the  musculo- 
cutaneous nerve. 

The  filaments  of  the  intercosto-humeral  nerves  (p.  262)  descend  along 
the  inner  and  posterior  part  of  the  arm  as  far  as  the  olecranon. 

The  branches  of  the  internal  cutaneous  nerve  perforate  the  fascia 
about  the  middle  of  the  arm,  and  divide  into  an  anterior  and  a  posterior 
branch ;  the  anterior  passes  down  in  front  of  the  arm  (as  a  rule  beneath 
the  median  basilic  vehi),  and  supplies  the  skin  as  far  as  the  wrist ;  the 

*  It  may  be  asked  why  this  nerve  is  called  the  external  respiratory.  It  -was  so 
named  by  Sir  C.  Bell,  ■who  considered  the  serratus  magnus  as  the  external  respiratory 
muscle,  co-operating  -with  the  diaphragm  or  internal  respiratory  mxiscle. 
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posterior  winds  round  to  the  back  of  the  forearm  behind  the  internal 
condyle,  and  communicates  with  the  nerve  of  Wrisberg  and  the  ulnar 
nerve. 

The  ksser  internal  cutaneous  {nerve  of  Wrisberg)  perforates  the 
fascia  about  the  lower  third  of  the  arm,  and  supplies  the  skin  over  the 
internal  condyle  and  the  olecranon.    This  nerve,  as  it  lies  close  to  the 

Fig.  55. 


1.  Acromial  \ 

branches 

2.  Clavicular 

branches 


of  the  su- 
perficial cer- 
vical plexus* 


3.  Cutaneous  branches  of 

the  circumflex  nerve. 

4.  Branches  of  the  internal. 

cutaneous  nerve. 


6.  External  cutaneous 
branch  of  the  mus- 
culo-spirai  nerve. 

6.  Internal  cutaneous  nerve. 

7.  Its  posterior  cutaneous 

branch. 

8.  The  cutaneous  branch  of 

the  musculo-cutaneons 
nerve. 


DISTRIBUTION  OF  CUTA.NEOTIS  NERVES  TO  THE  FRONT  OF  THE  SHOULDER 

AND  ABM^ 


axillary  vein^  communicates  with  the  first  or  second  intercosto- humeral 
nerve. 

The  internal  cutaneous  branch  of  the  musculo-spiral  oierve  pierces  the 
fascia,  and  supplies  the  skin  of  the  inner  side  of  the  middle  of  the  ai-m. 

The  cutaneous  branches  of  the  circumflex  nerve  pierce  the  fascia  over 
the  insertion  of  the  deltoid,  and  supply  the  skin  of  the  upper  half  of  the 
arm  on  its  outer  side. 
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The  external  cutaneous  branches  of  the  musculo -S2nral  nerve  are  two 
in  number  :  the  upper  and  smaller  accompanies  the  cephalic  vein  in  the 
lower  half  of  the  arm ;  the  lower  may  be  traced  down  the  outer  and 
back  part  of  the  forearm  nearly  as  far  as  the  wrist,  where  it  joins  the 
musculo-cutaneous  nerve. 

On  the  outer  side  of  the  tendon  of  the  biceps,  the  cutaneous  branch 
of  the  musculo-cutaneous  nerve  perforates  the  fascia,  and  divides  into 
many  filaments,  which  supply  the  skin  of  the  outer  part  of  the  fore- 
arm. 

Fig.  56. 


BasUiovein    .   .  .  . 


Median  basilic  vein 


Deep  median  vein 


Cephalic  vein. 


Median  cephalic  vein. 


Ifedian  vein. 


STPEHFICIAL  VEINS  AND  NEETES  AT  THE  BEND  OF  THE  LEFT  ELBOW. 

Disposition  of  Attention  should  now  be  directed  to  the  dis- 
Veinsinfrontof  position  of  the  veins  in  front  of  the  elbow.  In 
thk  Elbow.  cleaning  these  veins,  take  care  not  to  divide  the 

branches  of  the  internal  and  external  cutaneous  nerves  which  pass 
over  and  under  them. 

The  following  is  the  ordinary  arrangement  of  the  superficial 

T 
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veins  at  the  bend  of  the  elbow  (fig.  56).  On  the  outer  side  is  the 
radial ;  on  the  inner  side  is  the  ulnar  vein,  formed  by  the  j  unction 
of  the  anterior  and  posterior  ulnar  cutaneous  veins  ;  in  the  centre 
is  the  median,  which  divides  into  two  branches,  the  external  of 
which,  uniting  with  the  radial  to  form  the  cephalic  vein,  is  called 
the  median  cephalic;  the  internal,  uniting  with  the  ulnar  to 
form  the  basilic,  is  named  the  median  basilic.  Near  its  bifur- 
cation, the  median  vein  communicates  by  a  branch  (mediana 
profunda)  with  the  deep  veins  which  accompany  the  arteries  of  the 
forearm. 

Trace  the  cephalic  vein  up  the  arm.  It  runs  along  the  outer 
border  of  the  biceps  to  the  groove  between  the  pectoralis  major  and 
the  deltoid,  where  it  terminates  in  the  axillary  vein. 

The  basilic  vein  ascends  along  the  inner  side  of  the  arm  with 
the  internal  cutaneous  nerve.  Near  the  upper  third  of  the  arm, 
it  perforates  the  fascia,  and  empties  itself  either  into  the  in- 
ternal vena  comes  of  the  brachial  artery  or  into  the  axillary 
vein. 

_  The  principal  branches  of  the  cutaneous  nerves 

Eeiatiok  of 

THE  Cutaneous  P^ss  beneath  the  veins :  that  is  to  say,  as  a  rule. 
Nerves  and  Veins  the  internal  cutaneous  passes  behind  the  median 
AT  THE  Elbow.  basilic  veiu,  and  the  external  cutaneous  behind 
the  median  cephalic  :  but  it  should  be  remembered  that  many 
small  filaments  cross  in  front  which  are  exposed  to  injury  in 
venesection. 

^  ^  Since  the  median  basilic  vein  is  larger  than  the 

Median  Basilic  median  cephalic,  and,  on  account  of  the  strong 
Vein  to  Bea-  fascia  beneath,  more  easily  compressible,  it  is 
cHiAx  Aeteet.  usually  chosen  for  venesection ;  its  position,  there- 
fore, in  reference  to  the  brachial  artery,  becomes  important. 
The  vein  is  only  separated  from  the  artery  by  the  semilunar  fascia, 
derived  from  the  tendon  of  the  biceps.  This  fascia  is  in  some 
subjects  remarkably  thin.  Sometimes  the  artery  lies  above  the 
fascia,  in  contact  with  the  vein.  lu  choosing,  therefore,  this 
vein  for  venesection,  there  is  a  risk  of  wounding  the  artery ;  hence 
the  practical  rule,  to  bleed  either  from  the  median  cephalic,  or 
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from  the  median  basilic  above  the  situation  where  it  crosses  the 
brachial  artery. 

Ltmphatic  Immediately  above  the  internal  condyle,  in  the 

GiANDs.  neighbourhood  of  the  basilic  vein,  we  find  one  or 

two  sroall  lymphatic  glands.  Others  may  be  higher  up  along  the 
inner  side  of  the  arm.  A  gland  is  occasionally  met  with 'at  the 
bend  of  the  elbow  ;  but  never  below  this  joint.  These  little  glands 
are  the  first  which  are  liable  to  become  tender  and  enlarged  after 
a  poisoned  wound  of  the  hand. 

Muscular  '^^^  fascia  which  invests  the  muscles  of  the 

Fascia  and  its  upper  arm  is  a  continuation  of  the  fascia  of  the 
CONNECTIONS.  trunk  and  the  axilla.    This  membrane  varies  in 

density ;  thus  it  is  thin  over  the  biceps,  stronger  on  the  inner  side 
of  the  arm,  to  protect  the  brachial  vessels  and  nerves,  and  strongest 
over  the  triceps.  At  the  upper  part  of  the  arm  it  is  connected 
with  the  coracoid  process  and  the  clavicle ;  it  is  strengthened  at 
the  axilla  by  an  expansion  from  the  tendons  of  the  pectoralis  major 
and  latissimus  dorsi ;  posteriorly,  it  is  attached  to  the  spine  of  the 
scapula.  The  fascia  surrounds  the  brachial  vessels  with  a  sheath, 
and  fiurnishes  partitions  which  separate  the  muscles  from  each 
other.  Of  these  partitions,  the  most  marked  are  the  external 
and  internal  intermuscular  septa,  which  divide  the  muscles  on 
the  anterior  from  that  on  the  posterior  surface  of  the  upper  arm. 
These  septa  are  attached  to  the  condyloid  ridges  of  the  humerus 
and  to  the  condyles.  The  internal  intermuscular  septum,  the 
stronger  of  the  two,  begins  at  the  insertion  of  the  coraco-brachialis, 
and  separates  the  triceps  extensor  from  the  brachialis  anticus.  The 
external  intermuscular  septum  commences  from  the  insertion  of 
the  deltoid,  and  separates  the  brachialis  anticus,  the  supinator 
longus,  and  the  extensor  carpi  radialis  longior  in  front,  from  the 
triceps  extensor  behind. 

At  the  lower  part  of  the  upper  arm,  the  fascia  is  remarkably 
strong,  especially  where  it  covers  the  brachialis  anticus,  and  the 
brachial  vessels,  and  is  continued  over  the  muscles  on  the  inner 
side  of  the  forearm.  At  the  back  of  the  elbow,  the  fascia  is 
attached  to  the  tendon  of  the  triceps,  and  the  olecranon. 
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Now  remove  the  fascia  in  order  to  see  the 

Dissection* 

muscles  on  the  front  of  the  arm — namely,  the 
biceps,  the  coraco-brachialis,  and  the  brachialis  anticus. 

The  biceps,  as  its  name  implies,  arises  by  two 
BiciiPs.  heads — a  long  and  a  short.    The  short  head 

arises  from  the  point  of  the  coracoid  process  of  the  scapula,  by 
a  thick,  flat  tendon  in  common  with  a  slender  muscle  on  its 
inner  side,  called  the  coraco-brachialis.  The  long  head  arises 
from  the  upper  border  of  the  glenoid  fossa  of  the  scapula  and 
the  glenoid  ligament,  by  a  long,  rounded  tendon,  which,  tra- 
versing the  shoulder-joint,  passes  over  the  head  of  the  humerus, 
and  down  the  groove  between  the  two  tuberosities.  The  tendon 
is  retained  in  the  groove  by  a  fibrous  bridge  derived  from  the 
capsule  of  the  joint,  and  connected  with  the  tendon  of  the 
pectoralis  major.  Divide  this  bridge,  and  see  that  the  synovial 
membrane  of  the  joint  is  reflected  round  the  tendon,  and  accom- 
panies it  for  about  two  inches  down  the  groove,  thus  forming  a 
synovial  fold.  The  object  of  this  is  to  facilitate  the  play  of  the 
tendon,  and  to  carry  little  arteries  (from  the  anterior  circum- 
flex) for  its  supply.  The  two  heads  unite  about  the  middle  of  the 
arm,  and  form  a  single  muscle,  which  terminates  on  a  strong  flat 
tendon  of  considerable  length ;  this  dips  down  into  the  triangular 
space  at  the  bend  of  the  elbow,  and,  after  a  slight  twist  upon  itself, 
is  inserted  into  the  posterior  part  of  the  tubercle  of  the  radius. 
The  anterior  part  of  the  tubercle,  over  which  the  tendon  plays,  is 
crusted  witb  cartilage,  and  a  bursa  intervenes  to  diminish  friction. 
The  most  internal  fibres  of  the  muscle  are  inserted  into  a  strong 
broad  aponeurosis,  which  is  prolonged  from  the  inner  border  of 
the  tendon  to  the  fascia  on  the  inner  side  of  the  forearm.  This 
aponeurosis,  called  the  semi-lunar  fascia  of  the  biceps,  protects 
the  brachial  vessels  and  the  median  nerve  at  the  bend  of  the 
elbow. 

The  action  of  the  biceps  is  twofold.  1.  It  is  a  flexor  of  the 
forearm.  2.  It  is  a  powerful  supinator  of  the  forearm,  in  conse- 
quence of  its  insertion  into  the  posterior  part  of  the  tubercle  of 
the  radius.    Its  power  of  supination  is  greatest  when  the  forearm 
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is  half  bent,  because  its  tendon  is  then  inserted  at  a  right  angle. 
Why  does  the  long  tendon  pass  through  the  shoulder-joint?  It 
acts  like  a  strap,  and  confines  the  head  of  the  humerus  in  its  proper 
centre  of  motion.  But  for  this  tendon,  the  head  of  the  bone,  when 
the  deltoid  acts,  would  be  pulled  directly  upwards  and  strike 
against  the  under  surface  of  the  acromion.  When  the  tendon  is 
ruptured,  or  dislocated  from  its  groove,  a  man  can  move  his  arm 
backwards  and  forwards,  but  he  cannot  raise  the  smallest  weight.* 
The  biceps  is  supplied  with  blood  by  a  branch  from  the  brachial, 
which  runs  into  the  middle  of  its  inner  side  and  divides  into 
ascending  and  descending  branches.  Its  nerve  comes  from  the 
musculo-cutaneous. 

CoEAco-DEA-  This  thin  muscle  is  situated  at  the  upper  part 

cHiAiis.  of  the  arm,  and  runs  parallel  to  the  inner  border 

of  the  short  head  of  the  biceps.  It  arises  by  fleshy  fibres  from  the 
point  of  the  coracoid  process,  in  common  with  the  short  head  of 
the  biceps,  and  from  a  fibrous  septum  which  lies  between  them. 
The  muscle  terminates  on  a  flat  tendon,  which  is  inserted  into  the 
inner  side  of  the  middle  of  the  humerus,  between  the  brachialis 
anticus  and  the  inner  head  of  the  triceps.  Its  action  is  to  draw 
the  humerus  forwards  and  inwards — e.g.  in  bringing  the  gun  up  to 
the  shoulder.  It  is  supplied  by  a  branch  from  the  musculo-cuta- 
neous nerve  which  passes  through  it. 

Concerning  the  coraco-brachialis  remember,  1.  That  the  mus- 
culo-cutaneous nerve  runs  through  it ;  2.  That  its  inner  fleshy 
border  is  the  guide  to  the  axillary  artery  in  the  last  part  of  its 
course  ;  3.  That  the  brachial  artery  lies  upon  its  flat  tendon  of 
insertion,  and  can  here  be  efifectually  compressed  by  the  finger  or 
the  tourniquet. 

The  coraco-brachialis  and  biceps  are  covered  at  their  upper 
part  by  the  deltoid  and  pectoralis  major.  The  head  of  the 
liumerus  rolls  beneath  the  coraco-brachialis  and  short  oriein  of 
the  biceps ;  and  a  large  bursa  is  interposed  between  these  muscles 
and  the  tendon  of  the  subscapularis,  which  covers  the  head  of  the 
bone. 

*  See  a  preparation  in  the  Museum  of  St.  Bartholomew's  Hospital,  scr.  v.  9. 
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Bracihalis  This  muscle  is  situated  upon  the  lower  half  of 

Anticus.  the  humerus,  and  is  partially  concealed  by  the 

biceps.  Between  the  two  muscles  is  the  musculo-cutaneous  nerve, 
which  supplies  them  both. 

It  arises  from  the  humerus  by  a  fleshy  digitation  on  either  side 
of  the  tendon  of  the  deltoid  ;  from  the  lower  half  of  the  front  sur- 
face of  the  bone,  and  from  the  intermuscular  septa.  The  muscle, 
becoming  thicker  and  broader,  covers  the  front  of  the  capsule  of  the 
elbow-joint  to  which  it  is  more  or  less  attached,  and  terminates 
on  a  tendon,  which  is  inserted  in  a  pointed  manner  into  the  coro- 
noid  process  of  the  ulna.  Its  action  is  to  bend  the  forearm.  Its 
nerves  come  from  the  musculo-cutaneous.  Sometimes  the  brachialis 
anticus  receives  in  addition  a  small  branch  from  the  musculo- 
spiral. 

Now  examine  the  course  and  relations  of  the  brachial  vessels 
and  nerves. 

Course  AND  Be-  The  brachial  artery — the  continuation  of  the 
LATioNs  OF  THE  axiUary — takes  its  name  at  the  lower  border  of 
Brachial Arteey.  ^]-^Q  ^gj-gg  major.  It  runs  down  the  inner  side  of 
the  arm,  along  the  inner  border  of  the  coraco-hrachialis  and 
biceps,  to  about  an  inch  below  the  elbow,  where  it  divides,  near 
the  coronoid  process  of  the  ulna,  into  the  radial  and  ulnar 
arteries. 

Thus  its  direction  corresponds  with  a  line  drawn  from  the 
deepest  part  of  the  axilla  to  the  middle  point  between  the  condyles 
of  the  humerus. 

In  the  upper  part  of  its  course  it  lies  on  the  long  and  inner 
heads  of  the  triceps  (from  the  long  head  it  is  separated  by  the 
musculo-spiral  nerve  and  superior  profunda  artery)  ;  in  the  middle, 
it  lies  on  the  tendon  of  the  coraco-brachialis  ;  in  the  lower  part,  on 
the  brachialis  anticus. 

The  artery  is  accompanied  by  two  veins  {vena}  comites),  and 
the  median  nerve,  all  of  which  are  invested  in  a  common  sheath 
of  fascia.  The  median  nerve  crosses  obliquely  in  front  of  the 
artery,  lying,  near  the  axilla,  on  its  outer  side ;  near  the  elbow,  on 
its  inner. 


BRACHIAL  ARTERY. 


279 


The  ulnar  nerve  runs  along  the  inner  side  of  the  artery  as  far 
as  the  middle  of  the  arm.  Below  this  point,  the  nerve  leaves  the 
artery,  and  passes  through  the  intermuscular  septum  to  get  behind 
the  internal  condyle. 

Superficial  to  the  artery,  are  the  internal  cutaneous  nerve  and 
the  basilic  vein. 

The  artery  is  more  or  less  overlapped,  in  the  first  part  of  its 
course,  by  the  coraco-brachialis,  lower  down  by  the  fleshy  belly  of 
the  biceps  ;  the  inner  borders  of  these  muscles,  in  their  respective 
situations,  being  the  best  guides  to  the  artery. 

About  the  middle  of  the  humerus,  the  artery  lies  for  nearly 
two  inches  on  the  tendon  of  the  coraco-brachialis,  and  is  so  close 
to  the  bone  that  it  can  be  effectually  compressed,  provided  the 
pressure  be  made  in  the  proper  direction — namely,  outwards ;  here, 
too,  it  is  crossed  by  the  median  nerve. 

At  the  bend  of  the  elbow  the  artery  is  crossed  by  the  semi- 
lunar fascia  from  the  biceps.  It  enters  a  triangular  space, 
bounded  by  the  pronator  radii  teres  internally,  and  by  the 
supinator  radii  longus  externally.  It  sinks  into  this  space,  with 
the  tendon  of  the  biceps  to  its  outer  side,  and  the  median  nerve  to 
its  inner  ;  all  three  rest  upon  the  brachialis  anticus.  To  compress 
the  artery  here,  pressure  should  be  made  directly  backwards. 
Opposite  the  coronoid  process  of  the  ulna  it  divides  into  the  radial 
and  ulnar  arteries. 

Two  veins,  of  which  the  internal  is  the  larger,  lie  in  close 
contact  with  the  brachial  artery,  and  communicate  at  frequent 
intervals  by  transverse  branches.  Near  the  axilla  they  join  and 
form  the  axillary  vein. 

Branches  of  The  brachial  artery  gives  off  three  branches, 
BrachtalAetert.  all  from  its  inner  side  :  namely,  the  superior 
profunda,  the  inferior  profunda,  and  the  anastomotica  magna. 
It  also  distributes  muscular  branches  (to  the  coraco-brachialis 
and  biceps),  which  are  given  off  from  its  outer  side. 

a.  The  profunda  superior  arises  from  the  brachial  artery,  immedi- 
ately below  the  tendon  of  the  teres  major.*    It  winds  round  the  back  of 

*  If  the  profunda  be  not  in  its  usual  place,  look  for  it  above  the  tendon  of  the 
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tlie  humerus,  between  the  outer  and  inner  heads  of  the  triceps,  accom- 
panied by  the  musculo-spiral  nerve,  and,  a  Httle  above  the  middle 
of  the  arm,  divides  into  two  branches,  which  run  for  some  distance  on 
either  side  of  the  nerve.     One  of  these  runs  in  the  substance  of  the 

Fig.  57. 


Superior  profunda  ,  ,  .  . 


Interosseous  recurrent  .  . 


Kadial  recurrent, 


Posterior  interosseous .  .  . 


Inferior  profunda. 

.Anastomotica  magna. 

.Anterior  ulnar  recurrent. 
Posterior  ulnar  recurrent. 

Common  interosseous. 
.Anterior  interosseous. 


PLAN  OF  THE  CHIEF  BRANCHES  OF  THE  BEACHIAL  AKTEKY  AND  THE  ARTEBIAL 
INOSCITLATIONS  ABOUT  THE  RIGHT  ELBQ-W-JOINT. 

triceps  muscle,  with  the  nerve  to  the  anconeus,  as  far  as  the  olecranon, 
and  anastomoses  with  the  posterior  ulnar  recurrent,  the  interosseous  re- 
current, and  anastomotica  magna  arteries  :  the  other  branch  accompanies 

latissimus  dorfi,  where  it  "will  probably  be  given  off  from  a  common  trunk  with  the 
pDsterior  circumflex. 
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the  mus3ulo-spii-al  nerve  to  the  outer  side  of  the  arm,  where  it  perforates 
the  external  intermuscular  septum.  It  then  descends  deep  in  the  fissure 
between  the  brachialis  anticus  and  supinator  radii  longus,  and  terminates 
in  numerous  ramifications,  some  of  which  pass  in  front  of  the  external 
condyle,  others  behind  it,  to  inosculate  with  the  radial  and  inter- 
osseous recurrent  arteries. 

Before  its  division,  the  superior  profunda  sends  several  branches  to 
the  triceps,  some  of  which  inosculate  with  the  circumflex.  These  assist 
in  establishing  a  collateral  circulation  when  the  brachial  ai-tery  is  ligatured 
above  the  origin  of  the  profunda. 

h.  The  profunda  inferior  arises  from  the  brachial,  opposite  to  the  in- 
sertion of  the  coraco-brachialis,  or  sometimes  by  a  common  trunk  with 
the  superior  profunda.  It  runs  with  the  ulnar  nerve  on  the  inner 
head  of  the  triceps  (which  it  supplies),  passes  through  the  internal  inter- 
muscular septum,  and  then  descends  to  the  interval  between  the  internal 
condyle  and  the  olecranon,  inosculating  with  the  posterior  ulnar  recurrent 
and  anastomotica  magna  arteries. 

The  nutrient  artery  of  the  humerus  arises  sometimes  from  the  brachial, 
sometimes  from  the  interior  profunda.  It  pierces  the  tendon  of  the 
coraco-brachialis,  rims  obliquely  downwards  through  the  bone,  and  in  the 
medidlary  canal  divides  into  ascending  and  descending  branches,  which 
anastomose  with  the  nutrient  vessels  of  the  bone  derived  from  the  peri- 
osteum. 

c.  The  anastomotica  magna  arises  from  the  inner  side  of  the  brachial, 
about  two  inches  above  the  elbow,  runs  tortuously  inwards  across  the 
brachialis  anticus,  and  divides  into  branches,  some  of  which  pass  in  front 
of  the  internal  condyle,  anastomosing  with  the  anterior  ulnar  recurrent 
artery;  others  pass  behind  the  internal  condyle  and  anastomose  with  the 
inferior  profunda  and  posterior  ulnar  recurrent  arteries;  and  one  branch 
forms  an  arch,  above  the  olecranon  fossa,  with  the  superior  profunda. 

d.  Numerous  7nuscular  branches  arise  from  the  outer  side  of  the 
brachial  artery ;  one  of  these,  the  bicipital,  moi'e  constant  than  the  rest, 
supplies  the  biceps ;  another  runs  transversely  beneath  the  coraco- 
brachialis  and  biceps,  over  the  insertion  of  the  deltoid,  supplying  this 
muscle  and  the  brachialis  anticus. 

The  two  veins  which  accompany  the  brachial 
artery  are  continuations  of  the  deep  radial  and 
ulnar  veins.    The  internal  is  usually  the  larger,  and  generally 
receives  the  veins  corresponding  to  the  principa  branches  of  the 
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artery.  In  their  course  tliey  are  connected  at  intervals  by  trans- 
verse branches  either  in  front  of,  or  behind  the  artery.  Near  the 
subscapularis,  the  vena  comes  externa  crosses  obliquely  in  front  of 
the  axillary  artery  to  join  the  vena  comes  interna,  -which  then 
takes  the  name  of  axillary. 

Now  trace  the  great  nerves  of  the  upper  arm,  which  proceed 
from  the  brachial  plexus  near  the  tendon  of  the  subscapularis  : 
namely,  the  median,  the  musculo- cutaneous,  the  ulnar,  and  the 
musculo-spiral  or  radial. 
M  ianN  "^^^  median  nerve  arises  by  two  roots,  which 

converge  in  front  of  the  axillary  artery  (p.  264). 
The  external  root  is  derived  from  a  trunk  in  common  with  the 
musculo-cutaneous ;  the  internal  from  a  trunk  in  common  with 
the  ulnar  and  internal  cutaneous.  In  its  course  down  the  arm, 
the  nerve  is  situated  at  first  on  the  outer  side  of  the  brachial 
artery,  between  it  and  the  coraco-brachialis  ;  about  the  middle  of 
the  arm  the  nerve  crosses  obliquely  over  (in  some  cases  under)  the 
vessel,  so  that  at  the  bend  of  the  elbow  it  is  found  on  the  inner 
side  of  the  artery,  lying  upon  the  brachialis  anticus,  and  covered 
by  the  semilunar  fascia  from  the  biceps.* 

*  I  have  observed  the  following  varieties  relating  to  the  median  nerve,  and  its 
course  in  regard  to  the  artery. 

a.  The  roots  may  he  increased  in  number  by  one  on  either  side  of  the  artery  ;  or 
the  internal  root  may  be  deficient. 

b.  They  may  vary  in  their  position  with  regard  to  the  artery ;  both  may  be  situa- 
ted behind  the  vessel,  or  one  behiud,  and  the  other  in  front  of  it. 

c.  The  nerve,  formed  in  the  usual  manner,  may  be  joined  lower  down  by  a  large 
branch  from  the  external  cutaneous ;  such  a  case  presents  a  junction  of  two  large 
nerves  in  front  of  the  brachial  artery,  in  the  middle  of  the  arm. 

d.  The  nerve  in  many  cases  crosses  under,  instead  of  over  the  artery. 

e.  The  nerve  sometimes  runs  parallel- and  external  to  the  artery;  or  it  may  run 
parallel  to,  and  in  front  of,  the  artery. 

In  one  hundred  arms  the  relative  position  of  the  nerve  to  the  artery  in  its  course 
down  the  arm  was  as  follows : — 

In  72,  the  nerve  took  the  ordinary  course. 
„  20,  the  nerve  crossed  obliquely  under  the  artery. 
„    5,  the  nerve  ran  parallel  and  superficial  to  the  artery. 
,,   3,  the  nerve  ran  parallel  and  external  to  the  artery. 

These  varieties  of  the  median  nerve  are  of  practical  importance,  for  this  reason: 
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As  a  summary  of  the  distribution  of  the  median  nerve,  we  may 
say  that  it  supplies  the  two  pronators  and  all  the  flexors  of  the 
forearm  (except  the  flexor  carpi  ulnaris  and  the  ulnar  half  of  the 
flexor  profundus  digitorum)  ;  the  muscles  of  the  ball  of  the  thumb, 
the  two  radial  lumbricales,  both  sides  of  the  thumb,  fore  and 
middle  fingers,  and  the  radial  side  of  the  ring  finger. 

M0SCUT.O-CUTA-  This  nerve  (often  called  the  external  cutaneous) 
neousNeevb.  arises  in  common  with  the  external  root  of  the 
median  from  the  external  cord  of  the  brachial  plexus  behind  the 
pectoralis  minor,  and  is  situated  on  the  outer  side  of  the  axillary 
artery.  It  perforates  the  coraco-brachialis  obliquely,  and  then 
runs  down  between  the  biceps  and  the  brachialis  anticus.  A  little 
above  the  elbow-joint,  between  the  tendon  of  the  biceps  and  the 
supinator  radii  longus,  the  nerve  becomes  subcutaneous,  and,  pass- 
ing under  the  median  cephalic  vein,  divides  into  branches,  for  the 
supply  of  the  integuments  of  the  forearm. 

The  musculo-cutaneous  nerve,. in  the  upper  part  of  its  course, 
sends  branches  to  the  coraco-brachialis  and  the  short  head  of  the 
biceps,  and,  as  it  descends  between  the  biceps  and  the  brachialis 
anticus,  it  supplies  both.  Consequently,  if  the  nerve  were  divided 
in  the  axilla,  the  result  would  be  inability  to  bend  the  arm.*  This 
nerve  also  sends  sma'll  filaments  to  supply  the  elbow-joint. 

This  nerve  arises  from  the  inner  cord  of  the 
brachial  plexus,  in   common  with  the  internal 
cutaneous  and  the  inner  head  of  the  median.    It  descends  along 
the  inner  side  of  the  brachial  artery,  as  far  as  the  insertion  of  the 

whenever,  in  the  operation  of  tying  the  brachial  artery,  we  do  not  find  the  nerve  in 
its  normal  position,  we  may  expect  to  find  some  irregular  distribution  of  the  arteries — 
e.g.  a  high  division  of  the  brachial,  or  even,  which  I  have  often  seen,  a  '  vas  aberrans ' 
coming  from  the  upper  part  of  the  brachial,  and  joining  either  the  radial  or  ulnar 
arteries. 

*  In  some  instances  the  musculo-cutaneous  nerve  descends  on  the  inner  side  of  the 
coraco-brachialis  without  perforating  the  muscle  ;  in  these  cases  it  often  sends  a  larger 
branch  than  usual  to  the  median  nerve. 

The  trunk  of  the  musculo-cutaneous  nerve  may  come  from  the  median  at  any  point 
between  the  axilla  and  the  middle  of  the  arm.  In  some  subjects  the  nerve  is  absent  • 
all  its  branches  are  then  supplied  l  y  the  median,  which  is  larger  than  usual.  Such 
anomalies  are  easily  explained  by  the  fact  of  the  two  nerves  having  a  common  origin. 
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coraco-biachialis.  The  nerve  then  diverges  from  the  artery,  per- 
forates the  internal  intermuscular  septum,  and  runs  with  the  in- 
ferior profunda  artery,  behind  the  internal  condyle. 

The  distribution  of  the  nerve  is  to  the  flexor  carpi  ulnaris,  to 
half  the  flexor  profundus  digitorum,  to  all  the  interosseous  muscles 
of  the  hand,  to  both  sides  of  the  little  finger,  to  the  ulnar  side  of 
the  ring  finger,  to  the  muscles  of  the  ball  of  the  little  finger,  to 
the  two  ulnar  lumbricales,  and,  lastly,  to  the  adductor  pollicis, 
and  the  inner  head  of  the  flexor  brevis  pollicis. 

Pi  "evious  to  the  examination  of  the  musculo-spiral  nerve,  we 
should  examine  the  great  muscle  which  occupies  the  whole  of  the 
posterior  part  of  the  humerus — viz.  the  triceps  extensor  cubiti. 

Triceps  Exten-  This  muscle  has  three  distinct  origins,  named 
soR  CuBin.  from  their  position,  the  external,  the  internal,  and 

the  middle  or  long  heads  (p.  266).  The  middle  or  long  head  arises 
by  a  flat  tendon  from  the  inferior  border  of  the  scapula,  close  to 
the  glenoid  cavity.  The  external  head  arises  from  the  humerus, 
beginning  in  a  pointed  form  immediately  below  the  insertion  of 
the  teres  minor,  and  extending  as  low  down  as  the  musculo-spiral 
groove.  The  internal  head  arises  from  the  humerus  below  the 
insertion  of  the  teres  major,  from  the  posterior  surface  of  the  bone 
below  the  musculo-spiral  groove,  and  from  the  internal  inter- 
muscular septum.  The  three  heads  unite,  near  the  middle  of  the 
arm,  to  form  a  single  fleshy  mass,  which  covers  the  posterior  part 
of  the  elbow-joint,  and  is  inserted  by  a  thick  tendon  into  the 
summit  and  sides  of  the  olecranon.  Each  head  is  supplied  by  a 
separate  branch  from  the  musculo-spiral  nerve. 

MuscuLo-spi-  This,  the  largest  of  the  brachial  nerves,  arises, 
EAL  Nbuve.  in  common  with  the  circumflex,  from  the  posterior 

cord  of  the  axillary  plexus  (p.  268).  It  descends  at  first  behind  the 
axillary  artery,  and  then  winds  obliquely  round  the  posterior  part 
of  the  humerus,  between  the  external  and  internal  heads  of  the 
triceps,  in  company  with  the  superior  profunda  artery.  About  the 
lower  third  of  the  outer  side  of  the  arm,  the  nerve  perforates  the 
external  intermuscular  septum,  and  then  runs  deeply  embedded 
between  the  brachialis  anticus  and  the  supinator  radii  longus. 
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The  nerve  gives  off  branches  on  the  inner  side  of  the  humerus, 
to  the  inner  and  long  heads  of  the  triceps  ;  on  the  back  of  the 
humerus,  to  the  external  head  of  the  triceps  and  the  anconeus ;  on 
the  outer  side  of  the  humerus,  to  the  supinator  radii  longus,  the 
extensor  carpi  radialis  longior,  and  the  brachialis  anticus  (some- 
times) ;  lastly,  after  perforating  the  septum,  it  gives  off  the  upper 
and  lower  external  cutaneous  branches. 

A  little  above  the  elbow-joint  the  nerve  divides  into  its  two 
principal  branches — the  radial,  which  accompanies  the  radial 
artery  along  the  forearm — and  the  posterior  interosseous,  which 
perforates  the  supinator  brevis,  and  supplies  the  muscles  on  the 
back  of  the  forearm. 

To  sum  up  the  muscular  distribution  of  this  great  nerve,  we 
may  say  that  it  supplies  all  the  extensors  of  the  forearm,  wrist, 
thumb,  and  fingers ;  and  all  the  supinators  except  one — namely, 
the  biceps  (supplied  by  the  musculo-cutaneous  nerve). 


DISSECTION  OF  THE  FEONT  OF  THE  FOKEAKM. 

Prolong  the  incision  down  to  the  wrist,  and,  at 

DiSSVCTION 

its  termination,  make  another  transversely.  Ee- 
fleet  the  skin,  and  dissect  the  subcutaneous  veins  and  nerves. 

Cutaneous  On  the  inner  side  is  the  anterior  ulnar  vein, 

"^'eixs,  which  commences  on  the  front  of  the  wrist,  and 

is  then  continued  upwards  on  the  inner  side  of  the  forearm  as  far 
as  the  elbow,  where  it  is  joined  by  the  posterior  ulnar  vein  to  form 
the  basilic  (p.  273). 

The  veins  on  the  back  of  the  hand  commence  at  the  extremi- 
ties of  the  fingers,  run  up  betiveen  the  knuckles,  and  unite  on  the 
back  of  the  hand,  forming  an  arch,  with  its  concavity  upwards. 
The  posterior  ulnar  vein  arises  from  this  arch  by  a  branch 
(vena  salvatella)  situated  over  the  fourth  interosseous  space,  and 
runs  up  on  the  back  of  the  forearm  towards  the  inner  condyle,  to 
join  the  anterior  ulnar  vein. 

The  radial  vein,  situated  on  the  outer  side  of  the  forearm 
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commences  on  the  back  of  the  hand  from  the  venous  arch,  runs 
up  the  outer  side  of  the  front  of  the  forearm  to  the  elbow,  where 
it  becomes  the  cephalic. 

Eunning  up  in  front  of  the  middle  of  the  forearm  is  the  median 
vein  ;  near  the  bend  of  the  elbow  it  is  joined  by  a  deep  branch — 
mediana  profunda — after  which  it  divides  into  two  branches,  an 
outer  or  median  cephalic,  which  joins  the  cephalic,  and  an  inner 
or  median  basilic,  which  joins  the  basilic  (fig.  56). 

Cutaneous  On  the  radial  side  of  the  forearm,  as  low  down 

Nerves.  as  the  wiist,  are  found  the  terminal  filaments  of 

the  anterior  branch  of  the  musculo-cutaneous  nerve,  which,  about 
the  middle  of  the  forearm,  sends  a  branch  backwards  to  supply  the 
posterior  and  lower  part  of  the  forearm  as  low  as  the  wrist,  commu- 
nicating with  the  radial  and  external  cutaneous  branch  of  the 
musculo-spiral.  At  the  lower  part  of  the  forearm,  one  or  more 
of  these  filaments  are  situated  over  the  radial  artery. 

In  front  of  the  upper  part  of  the  forearm  are  some  filaments 
of  the  external  cutaneous  branch  of  the  musculo-spiral  nerve ;  on 
the  outer  and  back  part  of  the  forearm,  near  the  elbow,  the  lower 
external  cutaneous  branch  of  the  musculo-spiral  runs  down  as  far 
as  the  wrist  to  supply  the  skin. 

At  the  lower  third  of  the  radial  side  of  the  forearm,  the  radial 
nerve  becomes  superficial,  and  turns  over  the  radius  to  supply  the 
back  of  the  hand  and  fingers. 

On  the  ulnar  side  the  anterior  division  of  the  internal  cuta- 
neous nerve  descends  as  far  as  the  wrist ;  its  posterior  branch 
passing  to  the  back  of  the  forearm  to  supply  it  as  far  as  the  middle. 
Near  the  styloid  process  of  the  ulna,  the  dorsal  branch  of  the 
ulnar  nerve  perforates  the  fascia  to  reach  the  back  of  the  hand. 

Deep  Eascia  of  The  muscles  of  the  forearm  are  enveloped  by  a 
THE  FoREAEM.  dcusc  shiuiug  aponeurosis,  continuous  with  that 
of  the  arm.  Its  thickness  increases  towards  the  wrist,  that 
the  tendons,  in  this  situation,  may  be  kept  in  their  position.  It 
is  composed  of  fibres  which  cross  each  other  obliquely,  and  is 
attached,  above,  to  the  condyles  of  the  humerus  and  olecranon ; 
internally,  to  the  ridge  on  the  posterior  part  of  the  ulna.    At  the 
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back  of  the  wrist,  it  forms  the  posterior  annular  ligament,  and  in 
■  front,  it  is  continuous  with  the  anterior  annular  ligament.  Above, 
the  fascia  is  strengthened  by  fibres  from  the  tendons  of  the  biceps 
and  brachialis  anticus.  The  aponeurotic  expansion  from  the  inner 
edge  of  the  tendon  of  the  biceps  is  exceedingly  strong.  It  braces 
the  muscles  on  the  inner  side  of  the  forearm,  and  interlaces  at 
right  angles  with  the  fibres  of  the  fascia  attached  to  the  internal 
condyle.  The  under  surface  of  the  fascia  gives  origin  to  the  mus- 
cular fibres  in  the  upper  part  of  the  forearm,  and  furnishes  septa 
which  separate  the  muscles,  and  form  surfaces  for  their  origin. 
The  fascia  is  perforated  at  various  parts  for  the  passage  of  the 
cutaneous  vessels  and  nerves  of  the  forearm. 

Kemove  the  fascia  from  the  muscles  by  incisions 

Dissection.  corresponding  to  those  for  reflecting  the  skin  ; 
taking  care  of  the  cutaneous  branches  of  the  median  and  ulnar 
nerves  close  to  the  wrist. 

Teiaxgle  at  At  the  bend  of  the  elbow  is  a  triangular  space, 

THE  Elbow.  with  its  base  towards  the  hmnerus  ;  on  the  inner 

side  this  space  is  bounded  by  the  pronator  teres  ;  on  the  outer,  by 
the  supinator  radii  longus.  In  it  are  the  following  objects,  which 
must  be  carefully  dissected: — 1.  In  the  centre  is  the  brachial 
artery  (with  its  companion  veins)  dividing  into  the  radial  and 
ulnar  ;  2,  on  the  outer  side  of  the  artery  is  the  tendon  of  the 
biceps  ;  3,  on  the  inner  side  is  the  median  nerve ;  4,  the  musculo- 
spiral  nerve  is  partly  concealed  by  the  supinator  longus  ;  5,  the 
radial  recurrent  artery ;  6,  the  anterior  ulnar  recurrent ;  7,  the 
common  interosseous  branch  of  the  ulnar  artery ;  8,  the  vena 
mediana  profunda. 

Muscles  of  The  muscles  of  the  forearm  are  arranged  in  two 

THE  Forearm.  groups  ;  One,  consisting  of  supinators  and  exten- 
sors, is  attached  to  the  outer  condyloid  ridge  and  condyle ;  the 
other,  consisting  of  pronators  and  flexors,  is  attached  to  the  inner 
condyle.  The  inner  group  should  be  examined  first.  They  arise 
by  a  common  tendon,  and  are  arranged  in  the  following  order  : 
pronator  teres ;  flexor  carpi  radialis ;  palmaris  longus ;  flexor 
carpi  ulnaris,  and  flexor  sublimis  digitorum. 
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Pkonatob  This  muscle  forms  the  inner  boundary  of  the 

Eadti  Teres.  triangular  space  at  the  elbow.  It  arises  from  the- 
anterior  surface  of  the  internal  condyle,  from  tlie  common  tendon, 
from  the  fascia  of  the  forearm,  and  from  the  septum  between  it 
and  the  flexor  carpi  radialis.  It  has  also  a  small  tendinous  origin 
from  the  inner  border  of  the  coronoid  process  of  the  ulna.  From 
these  two  origins,  between  which  the  median  nerve  passes,  the 
muscle  proceeds  obliquely  downwards,  and  is  inserted  by  a  flat 
tendon  into  a  rough  surface  on  the  outer  and  back  part  of  the 
middle  third  of  the  radius.  In  amputating  the  forearm,  it  is  very 
desirable  to  save  the  insertion  of  this  muscle,  that  the  stump  may 
have  a  pronator.    Its  nerve  comes  from  the  median. 

Flexor  Carpi  This  muscle  arises  by  the  common  tendon  from 
Eadialis.  the  internal  condyle,  from  the  intermuscular  septa, 

and  from  the  fascia  of  the  forearm.  The  fleshy  fibres  terminate 
near  the  middle  of  the  forearm,  in  a  flat  tendon,  which  rims  in  a 
separate  sheath  outside  the  anterior  annular  ligament  of  the  wrist, 
passes  through  a  groove  in  the  os  trapezium,  bridged  over  by 
fibrous  tissue  and  lined  by  a  synovial  membrane,  and  is  inserted 
into  the  base  of  the  second  metacarpal  bone.  The  outer  border  of 
its  tendon  is  the  guide  to  the  radial  artery  in  the  lower  half  of  the 
forearm.    Its  nerve  comes  from  the  median. 

Palmaris  This  slender  muscle  arises  from  the  common 

LoNGus.  tendon  at  the  internal  condyle,  from  the  inter- 

muscular septa,  and  from  the  fascia  of  the  forearm.  About  the 
middle  of  the  forearm  it  terminates  in  a  flat  tendon,  which  de- 
scends along  the  middle  of  the  forearm  to  the  wrist,  lying  upon 
the  flexor  sublimis  digitorum ;  it  then  passes  over  the  anterior 
annular  ligament,  and  is  continued  into  the  palmar  fascia.  This 
muscle  is  a  tensor  of  the  palmar  fascia.*  Its  nerve  comes  from 
the  median. 

Flexor  Carpi  This  muscle  arises  by  two  heads  :  one  from  the 
Ulnaris.  internal  condyle,  the  common  tendon,  and  the 

*  The  palmaris  longus  is  absent  in  about  one  out  of  ten  subjects.  The  situation 
of  its  muscular  portion  is  subject  to  variety;  sometimes  occupying  the  middle,  some- 
times the  lower  third  of  the  forearm.  The  tendon  is  in  some  instances  wholly  inserted 
into  the  anterior  annular  ligament. 
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intermuscular  septum ;  the  other  from  the  inner  edge  of  the 
olecranon  :  these  two  origins  form  an  arch,  under  which  the  ulnar 
nerve  passes.  It  also  arises  from  the  upper  two-thirds  of  the 
posterior  edge  of  the  ulna,  through  the  medium  of  the  aponeurosis, 
which  is  common  to  this  muscle  and  the  flexor  profundus  digi- 
torum.  The  tendon  appears  on  the  radial  side  of  the  rnuscle, 
about  the  lower  third  of  the  forearm,  and  receives  fleshy  fibres  on 
its  ulnar  side  as  low  as  the  wrist.  It  is  inserted  into  the  os  pisi- 
forme,  and  thence  by  a  strong  tendon  into  the  os  unciforme  and 
the  base  of  the  fifth  metacarpal  bone.  Its  nerve  comes  from  the 
ulnar. 

The  tendon  of  the  flexor  carpi  ulnaris  is  the  guide  to  the  ulnar 
artery,  which  lies  close  to  its  radial  side,  and  is  overlapped  by  it. 
As  it  passes  over  the  annular  ligament,  the  tendon  furnishes  a 
fibrous  expansion  to  protect  the  ulnar  artery  and  nerve. 

Flexok  StTBLi-        This  muscle  is  situated  beneath  those  previously 
MIS  DiGiTOHUM.       mentioned,  and  has  two  distinct  origins.  The 
longer  origin  takes  place  from  the  internal  condyle,  from  the  in- 
ternal lateral  ligament,  the  common  tendon,  the  intermuscular 
septa,  and  the  coronoid  process  of  the  ulna ;  the  shorter  origin 
takes  place  by  tendinous  and  fleshy  fibres  from  an  oblique  ridge  on 
the  front  of  the  radius,  extending  from  the  tubercle  to  about  an 
inch  below  the  insertion  of  the  pronator  teres.    This,  called  its 
radial  origin^  is  partly  concealed  by  the  pronator  teres.  The 
muscle,  thus  formed,  passes  down  the  middle  of  the  forearm,  and 
divides  into  four  distinct  muscular  slips  :  from  these,  four  tendons 
arise,  which  pass  beneath  the  annular  ligament,  arranged  in  two 
pairs  ;  the  tendons  of  the  middle  and  ring  fingers  being  placed 
over  those  of  the  fore  and  little  fingers.  The  tendons  pass  through 
the  palm  to  the  fingers,  where  they  split  to  allow  the  passage  of 
the  deep  flexor  tendons,  and  are  inserted  into  the  sides  of  the 
second  phalanges.    Its  action  is,  therefore,  to  bend  the  second 
joint  of  the  fingers. 

The  muscles  described  as  arising  from  the  internal  condyle  are 
all  supplied  by  the  median  nerve,  except  the  flexor  carpi  ulnaris, 
which  is  supplied  by  the  ulnar. 

V 
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Having  finished  the  superficial  muscles  on  the  inner  side  of 
the  forearm,  notice  one  of  those  on  the  outer  side,  named 
supinator  radii  longus,  before  tracing  the  vessels  and  nerves  of  the 
forearm. 

Stjpikator  This  muscle  forms  the  external  boundary  of  the 

EaduLonqus.  triangular  space  at  the  bend  of  the  elbow.  It 
arises  from  the  upper  two-thirds  of  the  external  condyloid  ridge 
of  the  humerus,  commencing  a  little  below  the  insertion  of  the 
deltoid,  and  from  the  external  intermuscular  septum.  The  mus- 
cular fibres  'terminate  about  the  middle  of  the  forearm  in  a  flat 
tendon,  which  is  inseHed  into  the  outer  side  of  the  base  of  the 
styloid  process  of  the  radius.  The  inner  border  of  the  muscle  is 
the  guide  to  the  radial  artery.  It  supinates  the  hand,  but  acts 
much  more  powerfully  as  a  flexor  of  the  forearm.  It  is  supplied 
by  the  musculo-spiral  nerve. 

^        ,  The  radial  artery,  the  smaller  division  of  the 

brachial,  runs  down  the  radial  side  ot  the  forearm 
to  the  wrist,  where  it  turns  over  the  external  lateral  ligament  of 
the  carpus,  beneath  the  extensor  tendons  of  the  thumb,  and  sinks 
into  the  angle  between  the  first  and  second  metacarpal  bones  to 
form  the  deep  palmar  arch.  Thus,  its  course  corresponds  with  a 
line  drawn  from  the  middle  of  the  bend  of  the  elbow,  to  the  front 
of  the  styloid  process  of  the  radius. 

In  the  upper  third  of  the  forearm,  the  artery  lies  deep  between 
the  pronator  teres  on  the  inner  and  the  supinator  longus  on  the 
outer  side ;  the  fleshy  border  of  the  latter  overlaps  it  in  muscular 
subjects.  In  the  lower  two-thirds  of  the  forearm  the  artery  is 
more  superficial,  and  is  placed  between  the  tendons  of  the  supi- 
nator longus  on  the  outer  and  the  flexor  carpi  radialis  on  the  inner 
side.  In  its  course,  it  lies  successively  on  the  following  : — first, 
upon  the  tendon  of  the  biceps  ;  secondly,  upon  the  supinator  radii 
brevis ;  thirdly,  upon  the  insertion  of  the  pronator  teres ;  fourthly, 
upon  the  radial  origin  of  the  flexor  sublimis ;  fifthly,  upon  the 
flexor  longus  pollicis ;  sixthly,  upon  the  pronator  quadratus  and 
the  lower  end  of  the  radius.  The  artery  then  crosses  the  wrist  joint, 
lying  upon  the  external  lateral  ligament ;  next,  it  lies  upon  the 
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trapezium  ;  and,  lastly,  passing  between  the  two  heads  of  the  first 
dorsal  interosseous  muscle,  it  enters  the  palm  to  form  the  deep 
palmar  arch.  It  is  accompanied  by  two  veins,  which  communicate 
at  frequent  intervals,  and  join  the  venae  comites  of  the  brachial 
artery  at  the  bend  of  the  elbow. 

In  the  middle  third  of  its  course  the  artery  is  accompanied  by 
the  radial  nerve  (a  branch  of  the  musculo-spiral),  which  lies  to  its 
outer  side.  Below  this  point,  the  nerve  leaves  the  artery,  and 
passes,  under  the  tendon  of  the  supinator  longus,  to  the  back  of 
the  hand. 

Thus,  in  the  situation  where  the  pulse  is  usually  felt,  the  radial 
nerve  no  longer  accompanies  the  artery  ;  nevertheless,  the  vessel 
is  not  without  a  nerve,  for  it  is  accompanied  by  a  branch  of  the 
musculo-cutaneous  (or  external  cutaneous),  which  lies  superficial 
to  it. 

The  radial  artery  sends  off  in  the  forearm  the  following 
branches,  besides  offsets,  which  supply  the  muscles  on  the  outer 
side  of  the  forearm. 

a.  The  radial  recurrent  is  given  off  just  below  the  elbow  ;  it  ascends 
to  supply  the  long  and  short  supinators  and  the  two  radial  extensors. 
One  of  its  ramifications  runs  up  with  the  musculo-spiral  nerve  between 
the  supinator  longus  and  brachialis  anticus,  and  forms  a  deKcate  inoscula- 
tion with  the  superior  profunda  (p.  280). 

h.  The  arteria  superficialis  voice  arises  from  the  radial,  about  half  an 
inch,  or  more,  above  the  lower  end  of  the  radius  :  it  runs  over  the  an- 
terior annular  ligament,  above,  or  perhaps  through,  the  origin  of  the 
muscles  of  the  ball  of  the  thumb,  into  the  palm  of  the  hand,  where  it 
inosculates  with  the  superficial  branch  of  the  ulnar,  and  completes  the 
superficial  palmar  arch.* 

c.  The  anterior  carpal  artery  is  a  small  branch  of  the  radial,  which 
runs  beneath  the  tendons,  and  supplies  the  anterior  surface  of  the  synovial 
membrane  and  bones  of  the  carpus,  anastomosing  with  the  anterior  inter- 
osseous, the  anterior  carpal  branch  of  the  ulnar,  and  the  recurrent  carpal 
branch  of  the  deep  palmar  arch. 

*  There  is  great  variety  in  the  size  and  origin  of  the  superficialis  volse;  some- 
times it  is  very  large,  arises  higher  than  usual,  and  runs  to  the  wrist  parjillel  with 
the  radial ;  sometimes  it  is  very  small,  terminating  in  the  muscles  of  the  thumb  ;  or 
it  may  be  absent. 

V  2 
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d.  The  2)osterior  carped  artery  runs  beneath  the  extensor  tendons,  and 
joins  the  corresponding  branch  of  the  ulnar  to  form  an  arch ;  it  also 
anastomoses  with  the  anterior  interosseous  artery  on  the  back  of  the  wrist. 

e.  Small  muscular  branches  are  also  given  off  by  the  radial  artery  in 
its  course  down  the  forearm. 

The  radial  nerve,  a  branch  of  the  musculo- 
Kadial  Nerve.         .    ,   .  . 

spiral,  IS  given  off  above  the  bend  of  the  elbow, 

deep  between  the  supinator  radii  longus  and  brachialis  anticus ;  it 

descends  on  the  outer  side  of  the  radial  artery,  covered  by  the 

supinator  radii  longus.    In  the  upper  third  of  the  forearm  the 

nerve  is  at  some  distance  from  the  artery  ;  in  the  middle  third  it 

approaches  nearer  to  it,  lying  to  its  outer  side  ;  but  in  the  lower 

third,  the  nerve  leaves  the  artery,  passes  underneath  the  tendon 

of  the  supinator  longus,  perforates  the  fascia  on  the  outer  side  of 

the  forearm,  and  becomes  subcutaneous.    It  then  divides  into  two 

branches  ;  an  outer,  which  supplies  the  skin  of  the  ball  of  the 

thumb,  and  communicates  with  the  musculo-cutaneous  nerve ;  and 

an  mTier,  which  generally  supplies  both  sides  of  the  dorsal  aspects 

of  the  thumb,  of  the  index  and  middle  fingers,  and  of  the  radial 

side  of  the  ring  finger. 

^  This  artery,  the  larger  of  the  two  divisions  of 

the  brachial,  comes  off  at  the  middle  of  the  elbow, 

runs  obliquely  inwards  along  the  ulnar  side  of  the  forearm  to  the 

wrist,  passes  over  the  annular  ligament  near  the  pisiform  bone, 

and  entering  the  palm,  forms  the  superficial  palmar  arch,  by 

inosculating  with  the  superficialis  volse. 

In  the  upper  half  of  its  course  the  artery  describes  a  gentle 

curve  with  the  concavity  towards  the  radius,  and  lies  deep  beneath 

the  superficial  layer  of  muscles,  namely,  the  pronator  teres,  flexor 

carpi  radialis,  palmaris  longus,  and  flexor  sublimis  digitorum.  It 

is  also  crossed  in  its  upper  part  by  the  median  nerve.    In  the 

lower  part  of  its  course  it  comes  nearer  the  surface,  and  descends 

between  the  flexor  sublimis  and  flexor  carpi  ulnaris,  of  which  the 

tendon  partially  overlaps  it  at  the  wrist.    The  artery  lies  for  a 

short  distance  on  the  brachialis  anticus  ;  in  the  remainder  of  its 

course  it  lies  on  the  flexor  profundus  digitorum. 
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The  ulnar  nerve  is  at  first  separated  from  the  artery  by  a  con- 
siderable interval :  about  the  middle  of  the  forearm  it  joins  the 
artery,  and  accompanies  it  in  the  rest  of  its  course,  lying  close  to 
its  inner  side.  Both  pass  over  the  anterior  annular  ligament  of 
the  carpus,  lying  close  to  the  pisiform  bone, — the  nerve  being 
nearer  to  the  bone.  A  strong  expansion  from  the  tendon  of 
the  flexor  carpi  ulnaris  protects  them  in  this  exposed'  situa- 
tion. 

Observe  that  the  ulnar  artery,  in  the  lower  third  of  its  course, 
lies  under  the  radial  border  of  the  tendon  of  the  flexor  carpi 
ulnaris,  which  is  the  surgical  guide  to  the  vessel.  The  artery  is 
accompanied  by  two  veins,  which  join  the  venae  comites  of  the 
brachial. 

The  ulnar  artery  gives  ofi"  the  following  branches  in  the  fore- 
arm : — 

a.  The  anterior  said  posterior  ulnar  recurrent  arteries  arise  immediately 
below  the  elbow-joint, — sometimes  by  a  common  trunk.  The  anterior 
passes  upwards  between  the  brachialis  anticus  and  the  pronator  teres, 
and  inosculates  with  the  inferior  jirofunda  and  anastomotica  magna. 
The  posterior  ascends  between  the  flexor  sublimis  and  the  flexor  pro- 
fundus digitorum,  to  the  space  between  the  internal  condyle  and  the 
olecranon  :  it  then  passes  up  between  the  two  heads  of  the  flexor  carpi 
ulnaris,  where  it  inosculates  with  the  inferior  profunda,  the  anasto- 
motica magna,  and,  above  the  olecranon,  with  the  postei-ior  interosseous 
recuiTcnt  (p.  280). 

h.  The  common  interosseous  artery  is  about  half  an  inch  long.  It  arises 
from  the  ulnar,  just  below  the  tubercle  of  the  radius,  and  soon  divides  into 
the  anterior  and  posterior  interosseous,  which  we  shall  examine  pre- 
sently. 

c.  The  carpal  branches  are  given  off  j  ust  above  the  pisifoim  bone : 
the  posterior  carpal  runs  beneath  the  extensor  tendons,  and  forms, 
with  the  corresponding  branch  of  the  radial  artery,  an  arch,  from 
which  are  usually  given  off  the  second  and  third  dorsal  interosseous  ar- 
teries :  these  anastomose  with  the  perforating  arteries.  The  anterior 
carpal  runs  in  front  of  the  carpus,  supplies  the  synovial  membrane  and 
the  ligaments,  and  anastomoses  with  the  anterior  carpal  from  the  radial. 

d.  Muscular  branches  are  also  distributed  from  the  trunk  of  the  ulnar 
ai-teiy  in  its  course. 
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TT  This  nerve  rims  behind  the  internal  condyle, 

between  the  two  origins  of  the  flexor  carpi  ulnaris. 
In  its  course  down  the  upper  part  of  the  forearm,  tlie  nerve  is  still 
covered  by  this  muscle,  and  lies  upon  the  flexor  profundus  digi- 
torum.  About  the  middle  of  the  forearm,  the  nerve  joins  the 
ulnar  artery,  and  runs  along  its  inner  side  over  the  anterior  annular 
ligament  into  the  palm. 

The  ulnar  nerve,  as  it  lies  behind  the  elbow,  gives  off  some 
filaments  to  the  joint.  It  supplies  branches  to  the  flexor  carpi 
ulnaris,  and  to  the  ulnar  half  of  the  flexor  profundus  digitorum. 
It  also  gives  off  a  small  cutaneous  branch,  which  accompanies  the 
ulnar  artery  to  the  palm. 

About  two  inches  above  the  styloid  process  of  the  ulna,  the 
nerve  gives  off,  to  the  back  of  the  hand,  its  doo'sal  cvianeous 
branch,  which  is  of  considerable  size.  This  crosses  under  the 
tendon  of  the  flexor  carpi  ulnaris,  and,  immediately  below  the 
styloid  process  of  the  ulna,  appears  on  the  back  of  the  hand,  where 
it  divides  into  branches  which  supply  the  back  of  the  little  finger, 
and  half  the  ring  finger  ;  here  also  it  sends  a  branch  which  com- 
municates with  the  corresponding  branch  of  the  radial  nerve. 

^  ^  This  nerve,  at  the  bend  of  the  elbow,  lies  on  the 

inner  side  of  the  brachial  artery.  It  then  passes 
between  the  two  origins  of  the  pronator  teres,  and  descends  along 
the  middle  of  the  forearm,  between  the  flexor  sublimis  and  the 
flexor  profundus  digitorum.  At  the  lower  part  of  the  forearm,  it 
becomes  more  superficial,  lying  about  the  middle  of  the  wrist,  be- 
tween the  outer  tendon  of  the  flexor  sublimis,  and  the  inner  border 
of  the  tendon  of  the  flexor  carpi  radialis  :  it  then  enters  the  palm 
beneath  the  anterior  annular  ligament,  and  divides  into  five  branches 
for  the  supply  of  the  thumb,  both  sides  of  the  fore  and  middle 
fingers,  and  the  outer  side  of  the  ring  finger.* 

Immediately  below  the  elbow,  the  median  nerve  sends  branches 
to  the  pronator  teres  and  all  the  flexor  muscles  of  the  forearm, 

*  If  the  tendon  of  the  palmaris  longus  happen  to  be  broader  than  usual,  it  may 
partially  cover  the  median  nerve  near  the  wrist ;  but  most  frequently  the  nerve  is  im- 
mediately beneath  the  fascia,  the  tendon  lying  to  its  ulnar  side. 
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except  the  flexor  carpi  ulnaris  and  the  ulnar  half  of  the  flexor  pro- 
fundus, which  are  supplied  by  the  ulnar  nerve.  The  anterior 
interosseous  nerve,  a  branch  of  the  median,  runs  with  the  anterior 
interosseous  artery,  close  to  the  interosseous  membrane,  between 
the  flexor  longus  pollicis  and  flexor  profundus  digitorum  :  it  supplies 
both  these  muscles  and  the  pronator  quadratus. 

Before  the  median  nerve  passes  beneath  the  annular  ligament, 
it  sends  off  its  cutaneous  palmar  branch,  which  passes  over  the 
ligament,  and  divides  into  small  filaments  to  supply  the  skin  of  the 
palm  and  ball  of  the  thumb,  communicating  with  the  cutaneous 
palmar  branches  of  the  ulnar,  the  external  cutaneous,  and  the  radial. 

Now  reflect  the  superficial  layer  of  muscles,  to 
see  those  more  deeply  seated.    Preserve  the  prin- 
cipal vessels  and  nerves. 

The  deep-seated  muscles  are  the  flexor  digitorum  profundus, 
and  the  flexor  longus  pollicis ;  beneath  both,  near  the  wrist,  lies 
the  pronator  quadratus.  Close  to  the  interosseous  membrane  run 
the  anterior  interosseous  artery  and  nerve. 

Flexor  Pro-  This  is  the  thickest  muscle  of  the  forearm.  It 
FUNDUS  DiGiTo-  arises  from  the  upper  two-thirds  of  the  anterior 
surface  of  the  ulna,  from  the  same  extent  of  its 
internal  surface,  from  the  aponeurosis  attached  to  the  posterior 
edge  of  the  ulna,  and  from  the  inner  two-thirds  of  the  interosseous 
membrane.  About  the  middle  of  the  forearm  it  divides  into  four 
muscular  slips,  which  terminate  in  flat  tendons.  These  tendons 
lie  upon  the  same  plane,  and  pass  beneath  the  annular  ligament, 
under  those  of  the  superficial  flexor,  into  the  palm.  On  the  first 
phalanx  of  the  fingers,  the  tendons  of  the  deep  flexor  perforate 
those  of  the  superficial,  and  are  inserted  into  the  base  of  the  third 
or  ungual  phalanx.  It  derives  its  nerves  from  the  interosseous 
"branch  of  the  median  and  the  ulnar. 

Flbxor  Longus  This  muscle  is  situated  on  the  front  surface  of 
Pollicis.  the  radius,  outside  the  preceding.    It  arises  from 

the  front  surface  of  the  radius,  between  the  tubercle  and  the  pro- 
nator quadratus,  and  from  the  interosseous  membrane.*   Its  tendon 
*  Sometimes  by  a  slip  from  tlie  coronoid  process. 
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proceeds  beneath  the  annular  ligament  to  the  base  of  the  last 
phalanx  of  the  thumb.  Its  nerve  comes  from  the  interosseous 
branch  of  the  median. 

Pronator  This  square  muscle  arises  from  the  lower  fourth 

QuADRATus.  of  the  ulna ;  its  fibres  pass  some  transversely,  some 

obliquely  outwards,  and  are  inserted  into  the  lower  fourth  of  the 
radius.    It  pronates  the  radius  on  the  ulna.    Its  nerve  proceeds  . 
from  the  interosseous  branch  of  the  median. 

Anterior  INTER-  Nearly  oh  a  level  with  the  insertion  of  the 
OSSEOUS  Artery.  biceps,  the  ulnar  artery  gives  off  from  its  outer 
side  the  common  interosseous,  which  runs  backwards  for  about 
half  an  inch,  and  divides  into  the  anterior  and  posterior  inter- 
osseous. 

The  anterior  interosseous  artery  runs  close  to  the  interosseous 
membrane,  lying  between  the  flexor  profundus  digitorum  and 
flexor  longus  pollicis.  At  the  upper  edge  of  the  pronator  quadratus 
it  divides  into  two  branches ;  one  of  which,  the  smaller,  passes  be- 
hind the  muscle,  supplies  it  and  the  front  of  the  carpal  bones, 
communicating  with  the  anterior  carpal  arteries  from  the  radial 
and  ulnar;  the  other,  the  more  important,  perforates  the  inter- 
osseous membrane,  and  helps  to  supply  the  muscles  on  the  back  of 
the  forearm. 

A  brancli,  the  arteria  comes  nervi  mediani,  proceeds  from  the  anterior 
interosseous.  It  lies  in  close  contact  with  the  nerve,  sometimes  in  its 
very  centre  :  though  usually  of  small  size,  it  may  be  as  large  as  the  ulnar 
artery  itself,  and,  in  svich  cases,  it  passes  under  the  annular  ligament 
with  the  nerve  to  join  the  palmar  arch.  This  is  interesting,  because  it 
helps  to  explain  the  recurrence  of  haemorrhage  from  a  wound  in  the  palm 
even  after  the  radial  and  ulnar  arteries  have  been  tied. 

The  anterior  interosseous  artery  gives  off  branches  to  the  muscles  on 
either  side,  and  the  nutrient  arteries,  which  enter  the  radius  and  ulna, 
from  below  upwards,  near  the  centre  of  the  forearm,  to  supply  the 
medullary  membrane. 

Anterior  in-         This  nerve  is  a  branch  of  the  median ;  it  gene- 
TERossEous  rally  runs  close  to  the  radial  side  of  the  artery, 

Nerye.  supplies  the  flexor  longus  pollicis,  half  the 

flexor  profundus  digitorum,  and  the  pronator  quadratus. 
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DISSECTION  OF  THE  PALM  OF  THE  HAND. 

^  Make  a  vertical  incision  along  the  centre  of  the 

palm,  and  a  transverse  one  along  the  bases  of  the 
iingers ;  from  this  transverse  cut  continue  vertical  incisions  along 
the  front  of  the  fingers,  and  reflect  the  skin ;  taking  care  not  to 
remove  a  small  cutaneous  muscle — the  palmaris  brevis — situated 
near  the  ball  of  the  little  finger,  and  also  two  small  cutaneous 
branches  of  the  median  and  ulnar  nerves,  which  are  found  in  the 
fat  of  the  palm. 

Observe  how  closely,  in  the  centre  of  the  palm,  the  skin  adheres 
to  the  palmar  fascia  beneath  it.  On  the  ball  of  the  little  finger 
and  the  distal  ends  of  the  metacarpal  bones,  the  subcutaneous 
structure  is  composed  of  a  dense  filamentous  tissue,  which  con- 
tains numerous  pellets  of  fat,  forming  an  elastic  pad.  A  similar 
padding  protects  the  palmar  surfaces  of  the  fingers.  These  cushions 
on  the  ends  of  the  fingers  defend  them  in  the  powerful  actions 
of  the  hand ;  they  are  also  useful  in  subservience  to  the  nerves 
of  touch. 

The  palm  is  supplied  with  nerves  by  two  small  branches — one, 

the  palmar  branch  of  the  median,  passes  in  front  of  the  anterior 

annular  ligament  to  the  centre  of  the  palm  ;  the  other,  the  palmar 

branch  of  the  ulnar,  supplies  the  inner  aspect  of  the  hand. 

Palmaris  This  small  cutaneous  muscle  is  situated  on  the 

Bretis.  inner  side  of  the  palm.    It  arises  from  the  inner 

edge  of  the  central  palmar  fascia,  and  is  inserted  into  the  skin  on 

the  inner  side  of  the  palm.    Its  use  is  to  support  the  pad  on  the 

inner  edge  of  the  palm :  it  acts  powerfully  as  we  grasp ;  it  raises 

the  inner  edge  of  the  palm  and  deepens  the  hollow  of  it,  forming 

the  so-called  *cup  of  Diogenes.'    It  is  supplied  by  the  ulnar  nerve. 

_  This  fascia  has  a  silvery  lustre,  and,  in  the 

Palmar  Fascia.  ,         i>     ,  , 

centre  ot  the  palm,  is  remarkably  dense  and 

strong.    It  is  divided  into  three  portions,  a  central— by  far  the 

strongest ;  an  external,  covering  the  muscles  of  the  thumb ;  and 

an  internal,  covering  the  muscles  of  the  little  finger.    From  the 
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deep  surface  of  the  fascia  two  septa  dip  down,  and  divide  the  palm 
into  three  separate  compartments ;  one  for  the  ball  of  the  thumh, 
a  second  for  that  of  the  little  finger,  and  a  third  for  the  centre  of 
the  palm. 

The  fascia  is  formed  by  a  prolongation  from  the  anterior 
annular  ligament.  It  is  also  strengthened  by  the  expanded  tendon 
of  the  palmaris  longus. 

The  central  portion  of  the  fascia  is  triangular,  with  the  apex 
at  the  wrist.  About  the  middle  of  the  palm  it  splits  into  four 
portions,  which  are  connected  by  transverse  tendinous  fibres, 
extending  completely  across  the  palm,  and  corresponding  pretty 
nearly  to  the  transverse  furrow  of  the  skin  in  this  situation. 

Examine  any  one  of  these  four  portions  of  the  fascia,  and  you 
will  find  that  it  splits  into  two  strips  which  embrace  the  corre- 
sponding flexor  tendons,  and  are  intimately  connected  with  the 
transverse  metacarpal  ligament.  The  effect  of  this  is  that  the 
flexor  tendons  of  each  finger  are  kept  in  place  in  the  palm,  by  a 
fibrous  ring.  Between  the  four  divisions  of  the  palmar  fascia  the 
digital  vessels  and  nerves  emerge,  and  descend  in  a  line  with  the 
clefts  between  the  fingers. 

In  the  hands  of  mechanics,  in  whom  the  palmar  fascia  is  usually 
very  strong,  we  find  that  slips  of  it  are  lost  in  the  skin  at  the 
lower  part  of  the  palm,  and  also  for  a  short  distance  along  the 
sides  of  the  fingers. 

The  chief  use  of  the  palmar  fascia  is,  to  protect  the  vessels  and 
nerves  from  pressure,  when  anything  is  grasped  in  the  hand.  It 
also  confines  the  flexor  tendons  in  their  proper  place. 

Beneath-  the  interdigital  folds  of  the  skin,  there  are  apo- 
neurotic fibres  to  strengthen  them,  constituting  what  are  called  the 
transverse  ligaments  of  the  fingers.  They  form  a  continuous  liga- 
ment across  the  lower  part  of  the  palm,  in  front  of  the  digital 
vessels  and  nerves. 

Cut  through  the  palmar  fascia  at  its  attachment 
to  the  anterior  annular  ligament,  and  reflect  it 
towards  the  fingers,  so  as  to  expose  the  vessels,  nerves,  and  tendons 
in  the  palm.    The  vessels  lie  above  the  nerves,  and  the  tendons 
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still  deeper.  There  is  an  abundance  of  loose  connective  tissue  to 
allow  the  free  play  of  the  tendons.  When  suppuration  takes  place 
in  the  palm,  it  is  seated  in  this  tissue.  Eeflect  for  a  moment 
what  mischief  is  likely  to  ensue.    The  pus  cannot  come  to  the 

Pig.  68. 


DIAGBAM  OF  THR  STJPBRFICIAI,  AND  DEEP  PALMAR  ARCHES. 

1,  2,  3,  4.  Interosseous  branches. 


surface  through  the  dense  palmar  fascia,  or  on  the  back  of  the 
hand  ;  it  will  therefore  run  up  into  the  carpal  bursa  under  the 
annular  ligament,  and  make  its  way  deep  amongst  the  tendons  of 
the  forearm. 
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Superficial  The  ulnar  artery,  having  passed  over  the  annular 

Palmar  Arch.  ligament,  near  the  pisiform  bone,  describes  a 
curve  across  the  upper  part  of  the  palm,  beneath  the  palmar  fascia, 
towards  the  thumb,  and,  gradually  diminishing  in  size,  inosculates 
with  the  superficialis  volse,  and  very  commonly  with  a  branch  from 
the  arteria  radialis  indicis,  to  form  the  sujoerflcial  palmar  arch. 
The  curve  of  the  arch  is  directed  towards  the  fingers,  its  greatest 
convexity  descending  as  low  as  a  horizontal  line  drawn  across  the 
junction  of  the  upper  with  the  middle  third  of  the  palm. 

In  its  passage  over  the  annular  ligament,  the  artery  lies  in  the 
furrow,  between  the  pisiform  and  unciform  bones,  and  is  protected 
by  an  expansion  from  the  tendon  of  the  flexor  carpi  ulnaris  to  the 
palmaris  longus.  The  ulnar  nerve  lies  close  to  the  inner  side  of 
the  artery,  both  being  covered  by  the  palmaris  brevis.  In  the 
palm,  the  artery  rests  for  a  short  distance  upon  the  muscles  of 
the  little  finger,  then  it  lies  upon  the  superficial  flexor  tendons 
and  the  divisions  of  the  ulnar  and  median  nerves ;  and  is  covered 
by  the  palmar  fascia. 

Branches  of  Immediately  below  the  pisiform  bone,  the  ulnar 
THE  Ulnar  Ar-  ai'tery  gives  off  the  ulnaris  profunda,  which  sinks 
TERY  IN  THE  dcBplj  into  the  palm,  between  the  abductor  and  flexor 

brevis  minimi  digiti,  to  form  the  deep  palmar  arch,  by 
joining  the  terminal  branch  of  the  radial  artery.  It  is  accompanied  by 
the  deep  branch  of  the  ulnar  nerve. 

Fi'om  the  concavity  of  the  arch  small  recurrent  branches  ascend  to 
the  carpus,  and  inosculate  with  the  other  carpal  branches  of  the  radial 
and  ulnar  arteries. 

JFour  digital  arteries  arise  from  the  convexity  of  the  arch.  They 
supply  all  the  fingers,  except  the  radial  side  of  the  index  finger.  The 
first  descends  over  the  muscles  on  the  inner  side  of  the  palm,  to  the  ulnar 
side  of  the  little  finger,  along  which  it  runs  to  the  apex.  The  second, 
third,  and  fourth  descend  nearly  vertically  between  the  tendons,  in  a  line 
with  the  clefts  between  the  fingers,  and,  about  half  an  inch  above  the  clefts, 
each  divides  into  two  branches,  which  proceed  along  the  opposite  sides  of 
the  fingers  nearly  to  the  end  of  the  last  phalanges,  where  they  unite  to 
form  an  arch  with  the  convexity  towards  the  end  of  the  finger;  from 
this  arch  numerous  branches  supply  the  papillae  at  the  tip  of  the  finger. 
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In  the  palm  of  the  hand  the  digital  arteries,  before  they  divide, 
are  joined  by  branches  from  the  corresponding-  palmar  interosseous 
arteries  (branches  of  the  deep  palmar  arch)  (fig.  58). 

The  digital  arteries  freely  communicate,  on  the  palmar  and 
dorsal  aspect  of  the  fingers,  by  transverse  branches,  which  supply 
the  joints  and  the  sheaths  of  the  tendons.  Near  the .  ungual 
phalanx,  a  considerable  branch  passes  to  the  back  of  the  finger, 
and  forms  a  network  of  vessels  which  supply  the  matrix  of  the 
nail. 

Ulnar  Nerve  The  ulnar  nevve  passes  over  the  annular  liga- 
iN  THE  Palm.  ment  into  the  palm,  on  the  inner  side  of  the 
ulnar  artery,  and  a  little  behind  it.  It  lies  in  the  groove  between 
the  pisiform  and  unciform  bones,  so  that  it  is  perfectly  secure  from 
pressure.  Immediately  below  the  pisiform  bone,  the  nerve  divides 
into  a  superficial  and  a  deep  palmar  branch.  The  deep  branch 
supplies  the  muscles  forming  the  ball  of  the  little  finger,  and 
accompanies  the  ulnaris  profunda  artery  into  the  palm,  to  supply 
all  the  interosseous  muscles,  the  two  inner  lumbricales,  the  adductor" 
pollicis,  and  the  inner  head  of  the  flexor  brevis  pollicis.  The  super- 
ficial branch  sends  filaments  to  the  palmaris  brevis,  to  the  skin  on 
the  inner  side  of  the  palm,  and  then  divides  into  two  digital  nerves, 
one  for  the  supply  of  the  ulnar  side  of  the  little  finger,  the  other 
for  the  contiguous  sides  of  the  little  and  ring  fingers.  This  branch 
also  communicates  with  the  median  nerve  behind  the  superficial 
palmar  arch.  All  the  digital  branches  run  along  the  sides  of  the 
fingers  to  their  extremities  superficial  to  their  corresponding 
arteries. 

Anterior  an-  This  exceedingly  strong  and  thick  ligament  con- 
NULAR  Ligament  fines  the  flexor  tendons  of  the  fingers  and  thumb 
OF  the  Carpus.  ^nd  fastens  together  the  bones  of  the  carpus.  It 
is  attached,  externally,  to  the  scaphoid  and  trapezium ;  inter- 
nally, to  the  pisiform  and  unciform.  Its  upper  border  is  con- 
tinuous with  the  aponeurosis  in  front  of  the  wrist ;  its  lower  is 
connected  with  the  palmar  fascia ;  its  anterior  surface  receives  the 
expanded  tendon  of  the  palmaris  longus,  and  gives  origin  to  most 
of  the  muscles  of  the  ball  of  the  thumb  and  little  finger. 
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Dissection.  ^''^  vertically  tlirough  the  ligament,  and  ob- 

serve that,  with  the  carpal  bones,  it  forms  an 
elliptical  canal,  with  the  broad  diameter  transversely.  This  canal 
is  lined  by  a  synovial  membrane  which  is  reflected  loosely  over  the 
tendons.  Superficial  to  the  ligament,  pass  the  palmaris  longus, 
the  ulnar  artery  and  nerve,  and  the  palmar  branch  of  the  median 
nerve ;  beneath  it,  pass  the  superficial  and  deep  flexor  tendons  of 
the  fingers,  the  long  flexor  tendon  of  the  thumb,  and  the  median 
nerve.  The  tendon  of  the  flexor  carpi  radialis  does  not  run  with 
the  other  tendons,  but  is  contained  in  a  distinct  sheath,  lined  by  a 
separate  synovial  membrane,  formed,  partly  by  the  annular  liga- 
ment, and,  partly,  by  the  groove  in  the  trapezium. 

Median  Nerve  In  its  passage  under  the  annular  ligament,  the 
IN  THE  Palm.  median  nerve  is  enveloped  in  a  fold  of  synovial 

membrane,  and  lies  upon  the  flexor  tendons.  Here  it  divides 
into  two  nearly  equal  parts ;  the  external  gives  branches  to  the 
muscles  of  the  ball  of  the  thumb,  namely,  to  the  abductor  pollicis, 
the  opponens  pollicis,  and  the  outer  head  of  the  flexor  brevis 
pollicis,  and  then  terminates  in  three  digital  nerves,  two  of  which 
are  distributed  to  the  thumb,  and  the  third  to  the  outer  side  of 
the  index  finger ;  the  internal  gives  digital  branches  which  supply 
the  inner  side  of  the  forefinger,  both  sides  of  the  middle  finger, 
and  the  radial  side  of  the  ring  finger. 

The  two  nerves  to  the  thumb  proceed,  one  on  each  side  of  the  long 
flexor  tendon,  to  the  last  phalanx  :  the  outer  one  being  connected  with  a 
terminal  filament  of  the  radial. 

The  third  digital  nerve  runs  along  the  radial  side  of  the  index  finger. 
The  fourth  descends  towards  the  cleft  between  the  index  and  middle 
fingers,  and  subdivides  into  two  branches,  which  supply  their  opposite 
sides.  The  Ji/th  is  joined  by  a  filament  from  one  of  the  ulnar  digital 
nerves,  and  then  subdivides  above  the  cleft  between  the  middle  and  ring 
fingers,  to  supply  their  opposite  sides. 

Two  small  branches  are  given  ofi"  from  the  thii-d  and  fourth  digital 
nerves,  to  supply  the  two  outer  lumbricales ;  the  two  inner  being  supplied 
by  the  ulnar. 

About  an  inch  and  a  quarter  above  the  clefts  between  the  fingers, 
each  digital  nerve  subdivides  into  two  branches,  between  which  the 
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digital  artery  passes  and  bifurcates  lower  down ;  titcrefore  a  vei-tical  in- 
cision down  the  cleft  would  divide  the  artery  before  the  nerve. 

In  their  course  along  the  fingers  and  thumb,  the  nerves  lie 
superficial  to  the  arteries,  and  nearer  to  the  flexor  tendons.  About 
the  middle  of  the  first  phalanx  each  nerve  sends  a  branch,  which 
runs  along  the  back  of  the  finger  nearly  to  the  extremity,  commu- 
nicating with  the  dorsal  branches,  derived  from  the  radial  and 
ulnar  nerves.*  Near  the  ungual  phalanx  another  branch  is  dis- 
tributed to  the  skin  around  and  beneath  the  matrix  of  the  nail. 
Each  digital  nerve  terminates  in  the  cushion  at  the  end  of  the 
finger  in  a  brush  of  filaments,  with  their  points  directed  into  the 
papillae  of  the  skin. 

Flbxob  Ten-  Immediately  below  the  annular  ligament  the 
DONS  AND  THEiK  teudous  Separate  from  each  other  :  near  the  meta- 
sHEATHs.  carpal  joints  they  pass  in  pairs,  through  strong 

fibrous  rings  (p.  298)  formed  by  the  divisions  of  the  palmar  fascia. 
Below  the  metacarpal  joint  the  two  tendons  for  each  finger  enter 
the  sheath,  theca,  which  confines  them  in  their  course  along  the 
phalanges.  It  is  formed  by  a  strong  fibrous  membrane,  which  is 
attached  to  the  ridges  on  the  phalanges,  and  converts  the  groove 
in  front  of  these  bones  into  a  complete  canal,  exactly  large  enough 
to  contain  the  tendons.  The  density  of  the  sheath  varies  in  par- 
ticular situations,  otherwise  there  would  be  an  obstacle  to  the  easy 
flexion  of  the  fingers.  To  ascertain  this,  cut  open  one  of  the 
sheaths  along  its  entire  length ;  you  will  then  see  that  it  is  much 

*  Upon  the  cutaneous  nerves  of  the  hand  and  feet  are  little  bodies,  termed,  after 
their  discoverer,  corpuscles  of  Pacini.  Some  of  them  will  be  found,  by  carefully 
examining  the  trunk  of  a  nerve,  or  one  of  its  smaller  branches,  in  the  subcutaneous 
tissue  at  the  root  of  a  finger.  Each  corpuscle  is  about  of  an  inch  long,  and  is 
attached  by  a  slender  fibro-cellular  pedicle  to  the  nerve  upon  which  it  is  situated; 
through  the  pedicle,  a  single  primitive  nerve  fibril  passes  into  the  corpuscle.  The 
corpuscle  itself  is  composed  of  a  series  of  concentric  capsules,  varying  from  twenty  to 
fifty  in  number,  and  separated  by  intervals  containing  fluid :  and  the  nerve  fibril 
terminates  by  a  dilated  extremity  in  a  central  cavity,  which  exists  in  the  axis  of  the 
corpuscle.  Their  function  is  unknown.  These  bodies  are  found  in  many  other  situa- 
tions, viz.,  in  the  solar  plexus,  the  pudic  nerves,  the  intercostal  nerves,  the  cutaneous 
nerves  of  the  arm  and  neck,  the  infra-orbital  nerve,  the  sacral  plexus,  and  in  nerves 
supplying  the  periosteum.    They  can  bo  best  examined. in  the  mesentery  of  the  cat. 
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stronger  between  the  joints  than  over  the  joints  themselves. 
Through  these  sheaths,  inflammation  commencing  in  the  integu- 
ments of  the  finger  may  readily  extend  to  the  synovial  membrane 
of  the  tendon. 

In  cases  of  whitlow,  when  pus  forms  in  the  theca,  the  incision 
should  be  made  deep  enough  to  lay  open  this  fibro-osseous  canal, 
without  which  the  incision  will  be  of  no  use.  It  is  obvious  that 
the  incision  should  be  made  down  the  centre  of  the  finger,  to  avoid 
the  digital  nerves  and  arteries.  If  this  opening  be  not  timely 
made,  the  flexor  tendons  are  likely  to  slough,  and  the  finger  be- 
comes stiff.* 

But  what  protects  the  joints  of  the  fingers  where  the  flexor 
tendons  play  over  them  ?  Look  into  an  open  sheath,  and  you  will 
see  that  in  front  of  the  joints  the  tendons  glide  over  a  smooth  fibro- 
cartilaginous structure,  called  the  '■'palmar^  ligament. 

To  facilitate  the  play  of  the  tendons,  the  interior  of  the  sheath, 
as  well  as  the  tendons,  is  lined  by  a  synovial  membrane,  of  the 
extent  of  which  it  is  important  to  have  a  correct  knowledge.  With 
a  probe  you  may  ascertain  that  the  synovial  membrane  is  reflected 
from  the  sheath  upon  the  tendons,  a  little  above  the  metacarpal 
joints  of  the  fingers ;  that  is,  nearly  in  a  line  with  the  transverse 
fold  in  the  skin  in  the  lower  third  of  the  palm.  Towards  the  distal 
end  of  the  finger,  the  synovial  sheath  stops  short  of  the  last  joint, 
so  that  it  is  not  injured  in  amputation  of  the  ungual  phalanx. 

And  now  notice  how  the  tendons  are  adapted  to  each  other  in 
their  course  along  the  finger.  The  superficial  flexor,  near  the  root 
of  the  finger,  becomes  slightly  grooved  to  receive  the  deep  flexor  ; 
about  the  middle  of  the  first  phalanx  it  splits  into  two  portions, 
through  which  the  deep  flexor  passes.    The  two  portions  reunite 

*  On  closer  inspection  it  will  be  observed  that  the  sheath  is  composed  of  bands 
of  fibres,  -which  take  different  directions,  and  have  received  distinct  names.  The 
strongest  are  called  the  '  ligamenta  vaginalia.'  They  constitute  the  sheath  over  the 
body  of  the  phalanx,  and  extend  transversely  from  one  side  of  the  bone  to  the  other. 
The  '  ligamenta  cruciata '  are  two  slips,  which  cross  obliquely  over  the  tendons.  The 
'ligamenta  annularia'  are  situated  immediately  in  front  of  the  joints,  and  may  be 
considered  as  thin  continuations  of  the  ligamenta  vaginalia.  They  consist  of  fibres, 
which  are  attached  on  either  side  to  the  lateral  ligaments  of  the  joints,  and  pass 
transversely  over  the  tendons. 
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below  the  deep  tendon  so  as  to  embrace  it,  and  then  divide  a 
second  time  into  two  slips,  which  interlace  with  each  other  and  are 
inserted  into  the  sides  of  the  second  phalanx.  The  dee^p  flexor, 
having  passed  through  the  opening  of  the  superficial  one,  is  inserted 
into  the  base  of  the  last  phalanx.* 

In  what  way  are  the  tendons  supplied  with  blood  ?  Ka,ise  and 
separate  the  tendons,  and  you  will  see  that  slender  but  very  vas- 
cular folds  of  synovial  membrane  (vincula  tendinum)  run  up  from 
the  phalanges  and  convey  blood-vessels  to  the  tendons. 

The  tendon  of  the  flexor  longus  pollicis  lies  on  the  radial  side  of 
the  other  tendons  beneath  the  annular  ligament.  It  passes  between 
the  two  portions  of  the  flexor  brevis  pollicis  and  the  two  sesamoid  bones 
of  the  thumb,  enters  its  proper  sheath,  and  is  inserted  into  the  base 
of  the  last  phalanx.  Its  synovial  sheath  is  prolonged  from  the  large 
bursa  of  the  flexor  tendons  beneath  the  annular  ligament,  and  accom- 
panies the  tendon  down  to  the  last  joint  of  the  thumb ;  conse- 
quently the  sheath  is  injured  in  amputation  of  the  last  phalanx. 

•  BuBSAL  Sac  of  A  large  and  loose  synovial  sac  (bursa  of  the  car- 
THE  Cabpus.  p^is)  facilitates  the  play  of  the  tendons  beneath 

the  anterior  annular  ligament.  It  lines  the  under  surface  of  the 
ligament  and  the  groove  of  the  carpus,  and  is  reflected  in  loose 
folds  over  the  tendons.  It  is  prolonged  up  the  tendons  for  an  inch 
and  a  half,  or  two  inches,  and  forms  a  cul-de-sac  above  the  ligament. 
Below  the  ligament  the  bursa  extends  into  the  palm,  and  sends  off 
prolongations  for  each  of  the  flexor  tendons,  which  accompany  them 
down  to  the  middle  of  the  hand.  You  will  understand  that,  when 
the  bursa  is  inflamed  and  distended  by  fluid,  there  will  be  a  bulg- 
ing above  the  annular  ligament,  and  another  in  the  palm,  with 
perceptible  fluctuation  between  them ;  the  unyielding  ligament 
causing  a  constriction  in  the  centre.f 

*  In  the  Museum  of  the  College  of  Surgeons,  a  preparation  is  put  up  which  shows 
a  beautiful  piece  of  animal  mechanics  concerning  the  flexor  tendons ;  namely,  that  in 
its  passage  along  the  phalanges,  the  deep  flexor  forms,  at  the  first  phalanx,  a  kind  of 
little  patella  for  the  superficial  one  ;  but,  at  the  second  phalanx,  the  superficial  flexor 
lies  deeper  than  the  other,  and  forms  a  little  patella  for  it.  This  increases  the  leTerage 
u\  each  case. 

t  In  only  one  subject  have  we  seen  an  instance  in  which  tliis  bursa  communicated 
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These  four  slender  muscles,  one  for  each  fine-er, 
are  attached  to  the  deep  nexor  tendons  in  the  palm. 
All  of  them  arise  from  the  radial  side  of  the  deep  tendon  of  their 
corresponding  finger :  the  third  and  fourth  also  arise  from  the 
adjacent  sides  of  two  tendons.  Each  terminates  in  a  broad  thin 
tendon  which  passes  over  the  radial  side  of  the  first  joint  of  the 
finger,  and  is  inserted  into  the  extensor  tendon  on  the  dorsal  aspect 
of  the  first  phalanx  of  the  finger.  Their  action  is  to  bend  the  first 
joint  of  the  fingers.  Being  inserted  near  the  centre  of  motion, 
they  can  move  the  fingers  with  great  rapidity.  As  they  produce 
the  quick  motions  of  the  musician's  fingers,  they  were  called  by 
the  old  anatomists  '  fidicinales.' 

The  two  inner  lumbricales  are  supplied  by  the  deep  branch  of 
the  ulnar  nerve ;  the  two  outer  by  the  third  and  fourth  digital 
branches  of  the  median. 

Now  proceed  to  the  muscles  composing  the  ball  of  the  thumb 
and  the  little  finger.  The  dissection  of  them  requires  consider- 
able care. 

Muscles  of  "^^^  great  strength  .of  the  muscles  of  the  ball 

THE  Ball  of  of  the  thumb  (unde  nomen  poUicis),  is  one  of  the 
THE  Thumb.  distinguishing  features  of  the  human  hand.  This 

strength  is  necessary  in  order  to  oppose  that  of  all  the  fingers.  In 
addition  to  its  strength,  the  thumb  enjoys  perfect  mobility.  It 
has  no  less  than  eight  muscles — namely,  an  abductor,  an  opponens, 
two  flexors,  three  extensors,  and  an  adductor. 

Abductoh  This  is  the  most  superficial.    It  is  a  thin,  flat 

PoLiicis.  muscle,  and  arises  from  the  ridge  of  the  os  tra- 

pezium and  the  annular  ligament.  It  is  inserted  by  a  flat  tendon 
into  the  base  of  the  first  phalanx  of  the  thumb.  Its  action  is  to 
draw  the  thmnb  away  from  the  fingers.  Its  nerve  comes  from 
the  median.  Eeflect  it  from  its  insertion  to  expose  the  follow- 
ing :— 

•with  the  wrist  joint.  It  communicates  always  with  the  synovial  sheath  of  the  long 
flexor  of  the  thumb,  in  most  cases  with  that  of  the  flexors  of  the  little  finger,  and  but 
rarely  with  that  of  the  index,  middle,  and  ring  fingers.  For  this  reason,  inflammation 
of  thetheca  of  the  thumb  or  little  finger  is  more  liable  to  be  attended  witli  serious 
consequences  than  either  of  the  others. 
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Opponens  Pol-  This  muscle  arises  from  the  os  trapezium  be- 
zels, neath  the  abductor,  and  from  the  annular  ligament, 
and  is  inserted  into  the  whole  length  of  the  radial  side  of  the  meta- 
carpal bone  of  the  thumb.  The  action  of  this  powerful  muscle 
is  to  oppose  the  thumb  to  all  the  fingers.  Its  nerve  comes  from 
the  median.  Eeflect  it  from  its  insertion,  to  expose  the  follow- 
ing :— 

Flexor  Bbevis  This  muscle  has  two  origins ;  one,  the  super- 
PoLLicis.  ficial,  from  the  annular  ligament  and  os  trapezium  ; 

the  other,  the  deep,  from  the  os  trapezoides,  os  magnum,  and  the 
bases  of  the  second  and  third  metacarpal  bones.  It  is  inserted  by 
two  strong  tendons  into  the  base  of  the  first  phalanx  of  the 
thumb  ;  the  superficial  tendon  being  connected  with  the  abductor 
pollicis,  and  the  deep  one,  with  the  adductor  pollicis.  A  sesamoid 
bone  is  found  in  each  of  the  tendons.  The  tendons  of  insertion  of 
this  muscle  are  separated  by  the  long  flexor  tendon  of  the  thumb 
and  the  arteria  magna  pollicis.  Its  action  is  to  bend  the  first 
phalanx  of  the  thumb.  The  superficial  portion  is  supplied  by  the 
median  nerve  ;  the  deep,  by  the  ulnar. 

Addtjctob  Pol-  This  muscle  arises  from  the  palmar  aspect  of 
ucis.  the  shaft  of  the  metacarpal  bone  of  the  middle 

finger ;  its  fibres  converge  and  are  inserted,  along  with  the  deep 
or  inner  portion  of  the  flexor  brevis  pollicis,  into  the  base  of  the 
first  phalanx  of  the  thumb.  Its  action  is  to  draw  the  thumb 
towards  the  palm,  as  when  we  bring  the  tips  of  the  thumb  and 
little  finger  into  contact.  It  is  supplied  by  the  deep  branch  of 
the  ulnar  nerve,  which  also  supplies  the  inner  head  of  the  flexor 
brevis  pollicis.  The  other  muscles  of  the  ball  of  the  thumb  are 
supplied  by  the  median  nerve. 

Muscles  of  the  The  muscles  of  the  little  finger  correspond  in 
BALL  OF  THE  somc  measure  with  those  of  the  thumb.  Thus 

Little  Fingeb.  ^here  is  an  abductor,  a  flexor  brevis,  and  an  op- 
ponens minimi  digiti.  All  derive  their  nerves  from  the  deep 
branch  of  the  ulnar. 

Abductoe 

This,  the  most  superficial  of  the  muscles  of  the 
Minimi  Digiti.       little  finger,  arises  from  the  pisiform  bone,  and 
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from  the  tendinous  expansion  of  the  flexor  carpi  ulnaris:  it  is 
inseHed  by  a  flat  tendon  into  the  inner  side  of  the  base  of  the  first 
phalanx  of  the  little  finger.  Its  action  is  to  draw  this  finger 
from  the  others.  Its  nerve  comes  from  the  deep  branch  of  the 
ulnar. 

Flexor  Brtstis  This  slender  muscle  may  be  considered  as  a 
Minimi  DiGiTi.  portion  of  the  preceding.  It  arises  from  the 
unciform  bone  and  annular  ligament,  and  is  inserted  with  the 
tendon  of  the  abductor  into  the  base  of  the  first  phalanx  of  the 
little  finger.  Its  action  is  similar  to  that  of  the  abductor.  Nerve 
from  deep  branch  of  ulnar.  Between  the  origins  of  the  abductor 
and  flexor  brevis  minimi  digiti,  the  deep  branch  of  the  ulnar  artery 
and  nerve  sinks  down  to  form  the  deep  palmar  arch. 

Opponens  The  last  two  muscles  must  be  reflected  from 

Minimi  Digiti.  their  insertion,  to  expose  the  opponens  minimi 
digiti.  It  arises  from  the  unciform  process  and  the  annular 
ligament,  and  is  inserted  along  the  ulnar  side  of  the  shaft  of  the 
metacarpal  bone  of  the  little  finger.  Its  action  is  to  draw  this 
bone,  the  most  movable  of  all  the  metacarpal  bones  of  the  fingers, 
towards  the  thumb.  Thus  it  greatly  strengthens  the  grasp  of  the 
palm.    Nerve  from  deep  branch  of  ulnar. 

Now  cut  through  all  the  flexor  tendons,  and 

Dissection^. 

remove  the  deep  fascia  of  the  palm,  to  see  the 
deep  arch  of  arteries  and  its  branches. 

The  radial  artery,  sinking  into  the  space  be- 

BeANCHES  of  '  11. 

THE  Badial  Ar-  tween  the  first  and  second  metacarpal  bones,  enters 
TEKY  IN  THE  the  palm  between  the  inner  head  of  the  flexor 

^^"^^^  brevis  and  the  adductor  poUicis,  and  gives  off" 

three  branches — the  arteria  princeps  pollicis,  the  radialis  indicis, 
and  the  palmaris  profunda,  which  unites  with  the  ulnar  to  form 
the  deep  arch. 

The  arteria  princeps  poUicis  runs  in  front  of  the  abductor  indicis 
(first  dorsal  interosseous),  close  along  the  metacarpal  bone  of  the  thumb  : 
in  the  interval  between  the  lower  portions  of  the  flexor  bre\'is  pollicis, 
the  artery  divides  into  two  digital  branches,  which  proceed  one  on  either 
side  of  the  thumb,  and  inosculate  at  the  apex  of  the  last  phalanx.  Their 


PALM  OF  THE  HAND. 


809 


distribution  and  mode  of  termination  are  like  those  of  the  other  digital 
arteries. 

The  arteria  radialis  indicis  runs  between  the  abductor  indicis  and 
adductor  pollicis,  along  the  radial  side  of  the  index  finger  to  the  end, 
where  it  forms  an  arch  with  the  other  digital  artery,  a  branch  of  the 
ulnar.  Near  the  lower  margin  of  the  adductor  pollicis,  the  radialis 
indicis  generally  receives  a  branch  from  the  superficial  palmar  arCh. 

The  palmaris  prof unda  maybe  considered  as  the  continuation 
of  the  radial  artery.  It  enters  the  palm  between  the  inner  head  of 
the  flexor  brevis  and  the  adductor  pollicis,  and,  running  upon  the 
bases  of  the  metacarpal  bones,  inosculates  with  the  deep  branch  of 
the  ulnar  artery,  thus  completing  the  deep  palmar  arch.  From 
the  curve  of  the  arch  small  recurrent  branches  ascend  to  supply 
the  bones  and  joints  of  the  carpus,  inosculating  with  the  other 
carpal  arteries. 

From  the  convexity  of  the  arch  three  or  four  small  branches,  called 
palmar  interosseous  (fig.  58.  p.  299),  descend  to  supply  the  interosseous 
muscles,  and  near  the  clefts  of  the  fingers  communicate  with  the  digital 
arteries.  These  palmar  interosseous  branches  are  sometimes  of  consider- 
able size,  and  take  the  place  of  one  or  more  of  the  digital  arteries,  ordi- 
narily derived  from  the  superficial  palmar  arch.  Three  branches,  called 
perforating,  pass  between  the  upper  ends  of  the  metacarpal  bones  to  the 
back  of  the  hand,  and  communicate  with  the  carpal  branches  of  the  radial 
and  ulnar. 

Deep  Branch  This  nerve  sinks  into  the  palm  with  the  ulnaris 
OF  THE  Ulnar  profunda  artery,  between  the  abductor  and  flexor 
Neeve.  brevis  minimi  digiti.    It  then  runs  with  the  deep 

palmar  arch  towards  the  radial  side  of  the  palm,  and  terminates 
in  the  adductor  pollicis,  and  the  inner  or  deep  head  of  the  flexor 
brevis  pollicis.  Between  the  pisiform  and  unciform  bones,  the 
nerve  gives  a  branch  to  each  of  the  muscles  of  the  little  finger. 
Subsequently  it  sends  branches  to  each  interosseous  muscle  and  to 
the  two  inner  lumbricales. 

The  tendon  of  the  flexor  carpi  radialis  in  the  palm  must  now 
be  followed  to  its  insertion  into  the  base  of  the  second  metacarpal 
bone. 
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The  dissection  of  the  remaining-  muscles  of  the  palm,  called, 
from  their  position,  interossei,  must  be,  for  the  present,  post- 
poned. 


MUSCLES  OF  THE  BACK  CONNECTED  WITH  THE  ARM. 

^  Make  an  incision  down  the  spine  from  the 

Dissection,  . 

occiput  to  the  sacrum  ;  another,  from  the  last 

dorsal  vertebra  upwards  and  outwards  to  the  acromion  ;  and  a 
third,  frona  the  sacrum  along  the  crest  of  the  ilium  ;  then  reflect 
the  skin  outwards  from  the  dense  subcutaneous  tissue,  in  which 
will  be  found  the  following  cutaneous  nerves. 

CuTANROTjs  These  are  derived  from  the  posterior  divisions 

Neeves  of  the  of  the  spinal  nerves,  and  correspond,  generally, 
to  the  number  of  the  vertebra.  The  posterior 
primary  branches,  much  smaller  than  the  anterior,  divide,  between 
the  transverse  processes,  into  external  and  internal  branches. 
From  the  internal,  which  become  superficial  near  the  spines  of 
the  vertebra,  are  derived  those  branches  which  supply  the  skin  in 
the  cervical  and  upper  dorsal  regions ;  from  the  external,  which 
appear  near  the  angles  of  the  ribs,  are  derived  those  which  supply 
the  skin  of  the  lower  dorsal  and  lumbar  regions.  In  the  cervical 
and  upper  dorsal  region,  the  cutaneous  nerves  perforate  the  com- 
plexus,  splenius,  and  trapezius ;  in  the  lower  dorsal  and  lumbar 
.region,  they  perforate  the  serratus  posticus  inferior  and  latissimus 
dorsi.  As  might  be  expected,  the  external  branches  are  the  larger, 
especially  in  the  loins,  where  some  of  them  descend  over  the  crest 
of  the  ilium,  and  terminate  in  the  skin  of  the  buttock. 

Among  these  cutaneous  nerves,  notice,  at  this  stage  of  the  dis- 
section, the  following : — 

1.  The  posterior  branch  of  the  second  cervical  nerve  is  called 
the  great  occipital.  It  perforates  the  complexus,  and  ramifies  on 
the  back  of  the  scalp  with  the  occipital  artery. 

2.  The  posterior  branch  of  the  third  cein)lcal  nerve  sometimes 
sends  a  branch  to  the  back  of  the  scalp. 
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3.  The  posterior  branch  of  the  second  dorsal  nerve  is  the  largest 
of  all  the  dorsal  cutaneous  nerves.  It  runs  outwards  and  ramifies 
in  the  skin  over  the  spine  of  the  scapula. 

4,  The  posterior  branch  of  the  second  lumbar  nerve  comes 
through  the  fascia  lumborum  near  the  posterior  superior  spine  of 
the  ilium,  and  runs  over  the  crest  of  that  bone  to  supply  the  skin 
of  the  buttock. 

The  trapezius  and  latissimus  dorsi,  which  form 

Dissection 

the  first  layer  of  muscles,  must  now  be  cleaned  by 
dissecting  in  the  course  of  their  fibres. 

Alone,  this  muscle  is  triangular ;  with  its  fellow, 

T  R  A.F£IZ  I  US 

it  presents  a  trapezoid  form.  It  arises  from  the 
inner  fourth,  more  or  less,  of  the  superior  curved  line  of  the  occi- 
put ;  from  the  ligamentum  nuchse,*  from  the  spines  of  the  seventh 
cervical,  and  all  the  dorsal  vertebrae,  and  from  their  supra-spinous 
ligaments.  The  fibres  converge  towards  the  shoulder.  The  upper 
are  inserted  fleshy  into  the  external  third  of  the  clavicle;  the 
middle,  into  the  inner  border  "  of  the  acromion  and  spine  of  the 
scapula ;  the  lower  terminate  in  a  thin  tendon,  which  plays  over 
the  triangular  surface  at  the  back  of  the  scapula,  and  is  inserted 
into  the  beginning  of  the  spine.  The  insertion  of  the  trapezius 
exactly  corresponds  to  the  origin of  the  deltoid,  and  the  two 
muscles  are  connected  by  a  thin  aponeurosis  over  the  spine  and 
acromion.  If  both  the  trapezius  muscles  be  exposed,  observe  that, 
between  the  sixth  cervical  and  the  third  dorsal  vertebrae,  their 
origin  presents  an  aponeurotic  space  of  an  elliptical  form. 

The  structures  covered  by  the  trapezius  are,  the  splenius,  the 
complexus,  the  levator  anguli  scapulae,  the  rhomboidei  minor  and 
major,  the  supra-spinatus,  a  small  part  of  the  infra-spinatus,  the 
longissimus  dorsi,  the  sacro-lumbalis,  the  spinal  accessory  nerve, 
and  the  superficialis  colli  artery. 

*  The  ligamentum  nuchse  is,  in  man,  only  a  rudiment  of  the  gi-eat  elastic  ligament 
which  supports  the  weight  of  the  head  in  quadrupeds.  It  extends  from  the  spine  of 
the  occiput  to  the  spines  of  all  the  cervical  vertebrae,  except  the  atlas  ;  otherwise  it 
would  impede  the  free  rotation  of  the  head.  In  the  giraffe  this  ligament  is  six  feet 
long,  and  as  thick  as  a  man's  forearm.  Professor  Quekett  states  that  when  divided  it 
shrinks  at  least  two  feet. 
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The  fixed  point  of  the  muscle  being  at  the  vertebral  column, 
all  its  fibres  tend  to  raise  the  shoulder.  The  deltoid  cannot  raise 
the  humerus  beyond  an  angle  of  ninety  degrees :  beyond  this,  the 
elevation  of  the  arm  is  principally  effected  by  the  rotatory  move- 
ment of  the  scapula.  The  trapezius  is  in  strong  action  when  a 
weight  is  borne  upon  the  shoulders  ;  again,  its  middle  and  inferior 
fibres  act  powerfully  in  drawing  the  scapula  backwards,  as  in 
preparing  to  strike  a  blow.  If  both  muscles  act,  they  draw  the 
head  backwards ;  if  one  only  acts,  it  draws  the  head  to  the  same 
side.  It  is  supplied  by  the  nervus  accessorius  and  the  cervical 
plexus,  and  by  the  superficialis  colli  artery. 

Latissimus  This  broad  flat  muscle  occupies  the  lumbar  and 

^oRsi.  lower  dorsal  region,  and  thence  extends  to  the 

arm,  where  it  forms  part  of  the  posterior  boundary  of  the  axilla. 
It  arises  from  the  posterior  third  of  the  external  lip  of  the  crest 
of  the  ilium,  from  the  spinous  processes  of  the  two  upper  sacral, 
all  the  lumbar  and  the  six  lower  dorsal  vertebree,  by  a  strong 
aponeurosis  ;  and,  lastly,  from  the  three  or  four  lower  ribs  by  fleshy 
slips,  which  interdigitate  with  those  of  the  external  oblique  muscle 
of  the  abdomen.  All  the  fibres  converge  towards  the  axilla,  where 
they  form  a  thick  muscle,  which  curves  round  the  inferior  angle 
of  the  scapula,  and  is  inserted  by  a  broad,  flat  tendon,  into  the 
bottom  of  the  bicipital  groove  of  the  humerus.  The  tendon  is 
about  two  inches  broad,  and  lies  in  front  of  and  higher  than  that 
of  the  teres  major,  from  which  it  is  separated  by  a  large  bursa* 
It  is  supplied  mainly  by  the  long  subscapular  nerve,  also  by  the 
posterior  branches  of  the  dorsal  and  lumbar  nerves. 

The  latissimus  dorsi  draws  the  humerus  inwards  and  back- 
wards ;  rotating  it  also  inwards.  It  co-operates  with  the  pectoralis 
major  in  pulling  any  object  towards  the  body :  if  the  humerus  be 
the  fixed  point,  it  raises  the  body,  as  in  climbing.  The  object  of 
the  muscle  arising  so  high  up  the  back  is,  that  the  transverse 
fibres  of  the  muscle  may  strap  down  the  inferior  angle  of  the 
scapula.    It  sometimes  happens  that  the  scapula  slips  above  the 

*  The  latissimus  dorsi  frequently  receives  a  distinct  accessory  slip  from  the  infeiior 
angle  of  the  scapula. 


SUPERFICIAL  MUSCLES  OF  THE  BACK. 


313 


muscle  :  this  displacement  is  readily  recognised  by  the  unnatural 
projection  of  the  lower  angle  of  the  bone,  and  the  impaired  move- 
ments of  the  arm.* 

The  muscles  lying  beneath  the  latissimus  dorsi  are— a  small 
part  of  the  rhomboideus  major,  of  the  infra-spinatus,  and  of  the 
teres  major,  the  serratus  posticus  inferior,  the  spinalis  dorsi,  the 
longissimus  dorsi,  the  sacro-lumbalis,  and  the  external  intercostals. 
Between  the  base  of  the  scapula,  the  trapezius,  and  the  upper 
border  of  the  latissimus  dorsi,  a  triangular  space  is  observed  when 
the  arm  is  raised,  in  which  the  lower  fibres  of  the  rhomboideus 
major  and  part  of  the  sixth  intercostal  space,  are  exposed.  Im- 
mediately above  the  crest  of  the  ilium,  between  the  free  margins  of 
the  latissimus  dorsi  and  external  oblique,  there  is,  also,  an  interval 
in  which  a  little  of  the  internal  oblique  can  be  seen. 

LuMBAE  This  dense  shining  aponeurosis  of  the  back 

Aponeoeosis.  (sometimes  termed  the  aponeurosis  of  the  latissi- 
mus dorsi)  forms  the  posterior  part  of  the  sheath  of  the  erector 
spinse.  It  is  pointed  above,  where  it  is  continuous  with  the  deep 
cervical  fascia,  broader  and  stronger  below.  It  consists  of  ten- 
dinous fibres,  which  are  attached  internally  to  the  spines  of  the  six 
or  seven  low-er  dorsal,  all  the  lumbar  and  sacral  vertebrae  ;  exter- 
nally, to  the  angles  of  the  ribs ;  and  inferiorly  it  is  blended  with 
the  tendons  of  the  serratus  posticus  inferior  and  latissimus  dorsi. 
When  suppmation  takes  place  in  the  loins,  constituting  a  lumbar 
abscess  in  connection  with  spinal  disease,  the  pus  is  seated 
beneath  this  aponeurosis,  and  is  therefore  tardy  in  coming  to  the 
surface. 

_  Eeflect  the  trapezius  from  its  insertion.    On  its 

Dissection.  ^ 

under  surface  see  the  ramifications  of  its  nutrient 
artery,  the  superjicialis  colli,  a  branch  of  the  posterior  scapular. 
A  large  nerve,  the  spinal  accessory,  enters  its  under  surface  near 

*  Wc  have  seen  several  instances  of  tliis  displacement.  There  is  great  projection 
of  the  inferior  angle  of  the  scapula,  especiallywhou  the  patient  attempts  to  raise  the 
arm.  He  caunot  raise  the  arm  beyond  a  right  angle,  unless  firm  pressure  is  made 
on  the  lower  angle  of  the  scapula,  so  as  to  supply  the  place  of  the  muscular  strap. 
Whether  the  scapula  can  be  replaced  or  not,  a  firm  bandage  should  be  applied  round 
the  chest. 
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the  clavicle,  and  divides  into  filaments,  which,  reinforced  by  fila- 
ments from  the  third  and  fourth  cervical  nerves,  are  distributed 
to  the  muscle  as  far  as  its  lower  border. 

Spinal  Acces-  This  nerve  is  one  of  the  three  divisions  of  the 
SORT  Nerye.  eighth  pair  of  cerebral  nerves.    It  arises  from  the 

lateral  part  of  the  cervical  portion  of  the  spinal  cord  by  several 
roots,  some  of  which  are  as  low  as  the  sixth  cervical  vertebra. 
Formed  by  the  union  of  these  roots,  the  nerve  enters  the  skull 
through  the  foramen  magnum,  and  leaves  it  again  through  the 
foramen  jugulare.  It  then  runs  behind  the  internal  j  ugular  vein, 
traverses  obliquely  the  upper  third  of  the  sterno-mastoid,  and 
•crosses  the  posterior  triangle  of  the  neck  to  the  trapezius,  which  it 
supplies  (p.  19). 

Beneath  the  trapezius  we  have  to  examine  the  second  layer, 
consisting  of  three  muscles  connected  with  the  scapula  ;  namely, 
the  levator  anguli  scapulae,  the  rhomboideus  major  and  minor. 
The  scapula  should  be  adjusted  so  as  to  stretch  their  fibres. 

Levatok  An-  This  muscle  is  situated  at  the  side  of  the  neck. 

GTTLi  Scapula.  It  arises  by  four  tendons  from  the  posterior 
tubercles  of  the  transverse  processes  of  the  four  upper  cervical 
vertebrae.  The  muscular  slips  to  which  tlie  tendons  give  rise  form 
a  single  muscle,  which  descends  along  the  side  of  the  neck,  and  is 
inserted  into  the  posterior  border  of  the  scapula  between  its  spine 
and  superior  angle.  Its  action  is  to  raise  the  posterior  angle  of 
the  scapula ;  as,  for  instance,  in  shrugging  the  shoulders.  Its 
nerve  comes  from  the  fifth  cervical. 

Ehomboideus  These  flat  muscles  extend  from  the  spinous  pro- 

Major  and  cesses  of  the  vertebrae  to  the  base  of  the  scapula. 

Minor.  They  often  appear  like  a  single  muscle.  The 

rhomboideus  minor,  the  higher  of  the  two,  arises  by  a  thin  apo- 
neurosis from  the  spinous  processes  of  the  last  cervical  and  the  first 
dorsal  vertebra,  and  is  inserted  into  the  base  of  the  scapula  oppo- 
site its  spine.  The  rhomboideus  major  arises  by  tendinous  fibres 
from  the  spinous  processes  of  the  four  or  five  upper  dorsal  vertebrae, 
and  is  inserted  by  fleshy  fibres  into  the  base  of  the  scapula  between 
its  spine  and  inferior  angle  ;  the  larger  number  of  the  fibres  being 
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inserted  into  a  tendinous  arch,  which  is  chiefly  attached  to  the 
inferior  angle.  The  action  of  these  muscles  is  to  draw  the  scapula 
upwards  and  backwards.  They  are  the  antagonists  of  the  serratus 
magnus. 

The  nei^e  of  the  rhomboid  muscles  (posterior  scapular)  is  a 
branch  of  the  fifth  cervical.  It  passes  outwards  beneath  the  lower 
part  of  the  levator  anguli  scapulae,  to  which  it  sends  a  branch,  and 
is  lost  in  the  under  surface  of  the  rhomboidei. 

This  muscle  extends  from  the  scapula  to  the 

OmO-HYOIDEUS,  1.1  1  •   ,         f>    J  1 

OS  hyoides,  and  consists  oi  two  long  narrow  mus- 
cular portions,  connected  by  an  intermediate  tendon  beneath  the 
sterno-mastoid.  The  posterior  portion  only  can  be  seen  in  the 
present  dissection.  It  arises  from  the  upper  border  of  the  scapula, 
close  behind  the  notch,  and  from  the  ligament  above  the  notch. 
Thence  the  slender  muscle  passes  forwards  across  the  lower  part  of 
the  neck,  beneath  the  sterno-mastoid,  where  it  changes  its  direc- 
tion and  ascends  nearly  vertically,  to  be  attached  to  the  os  hyoides 
at  the  junction  of  the  body  with  the  greater  cornu  (p.  29).  Thus 
the  two  portions  of  the  muscle  form,  beneath  the  sterno-mastoid, 
an  obtuse  angle,  of  which  the  apex  is  tendinous,  and  of  which  the 
angular  direction  is  maintained  by  a  layer  of  fascia,  proceeding 
from  the  tendon  to  the  first  rib  and  the  clavicle.  Its  action  is  to 
depress  the  os  hyoides.  Its  nerve  comes  from  the  descendens 
noni  (p.  30). 

SupRA-scAPu-  This  artery  (transversalis  humeri),  a  branch  of 

laeAkteet.  the  thyroid  axis  (p.  67),  runs  behind  and  parallel 
with  the  clavicle,  over  the  lower  end  of  the  scalenus  anticus  to  the 
upper  border  of  the  scapula,  where  it  usually  passes  above  the 
ligament  bridging  over  the  notch.  It  ramifies  in  the  supra- 
spinous fossa,  supplying  the  supra-spinatus,  and  then  passes  under 
the  acromion  to  the  infra-spinous  fossa,  where  it  inosculates 
freely  with  the  dorsalis  scapulae,  a  branch  of  the  subscapular.  It 
sends  off — 

a.  The  supra-acromial  branch,  which  ramifies  upon  the  aci'omion, 
anastomosing  with  the  other  acromial  arteries  derived  from  branches  of 
the  axillary ;  h.  a  small  subscapular  branch  to  the  fossa  of  the  same 
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name ;  c.  articular  arteries  to  tlie  shoulder  joint ;  and,  lastly,  d.  the 
in/ra-spinous  branch,  which  anastomoses  with  the  dorsalis  scapulae. 
The  supra-scapular  vein  terminates  either  in  the  subclavian  or  in  the 
external  jugular. 

The  supra-scapular  nerve,  a  branch  of  the  fifth,  and  some- 
times the  sixth,  cervical,  runs  with  the  corresponding  artery,  and 
after  passing  through  the  supra-scapular  notch,  is  distributed  to 
the  supra-spinatus  and  infra-spinatus.  In  the  supra-spinous  fossa, 
this  nerve  sends  a  small  branch  to  the  shoulder-joint. 

PosTEBioB  This  artery  is  one  of  the  divisions  of  the  trans- 

ScAPuiAB  versalis  colli,  but  comes  very  frequently  from  the 

Abteet.  subclavian  in  the  third  part  of  its  course  (p.  67). 

It  runs  across  the  lower  part  of  the  neck,  above,  or  between  the 
nerves  of  the  brachial  plexus,  towards  the  posterior  superior  angle 
of  the  scapula.  Here  it  pursues  its  course  along  the  posterior 
border  of  the  scapula  beneath  the  levator  anguli  scapulae  and  the 
rhomboidei,  anastomosing  with  branches  of  the  supra-scapular  and 
sub-scapular  arteries.  The  corresponding  vein  joins  the  external 
jugular  or  the  subclavian. 

Divide  the  rhomboid  muscles  near  their  inser- 
tion,  and  trace  the  artery  to  the  interior  angle 
of  the  scapula,  where  it  terminates  in  the  rhomboidei,  serratus 
magnus,  and  latissimus  dorsi. 

Numerous  muscular  branches  arise  from  the  posterior  scapular. 
The  superficialis  colli  (the  other  division  of  the  transversalis  colli) 
is  given  off  near  the  upper  angle  of  the  scapula  for  the  supply  of 
the  trapezius. 

Divide  and  reflect  the  latissimus  dorsi  below  the  inferior  angle 
of  the  scapula,  and  draw  the  scapula  forcibly  outwards,  to  have  a 
more  perfect  view  of  the  extent  of  the  serratus  magnus,  than  was 
seen  in  the  axilla.  The  abundance  of  connective  tissue  in  this 
situation  is  necessary  for  the  play  of  the  scapula  on  the  chest. 

Sekkatus  This  broad  flat  muscle  intervenes  between  the 

Magnus.  scapula  and  the  ribs.    It  arises  by  nine  fleshy 

digitations  from  the  eight  upper  ribs,  each  rib  giving  origin  to  one, 
and  the  second  to  two.   The  four  lower  digitations  correspond  with 
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those  of  the  external  oblique  muscle  of  the  abdomen.  All  the 
fibres  pass  backwards,  and  converge  to  be  inserted  along  the  inner 
side  of  the  posterior  border  of  the  scapula,  chiefly  near  the  upper 
and  lower  angles.. 

This  is  the  most  important  of  the  muscles  which  regulate  the 
movements  of  the  scapula.  It  draws  the  scapula  forwards,  and 
thus  gives  additional  reach  to  the  arm ;  it  counteracts  all  forces 
which  tend  to  push  the  scapula  backwards  ;  for  instance,  when  a 
man  falls  forwards  upon  his  hands,  the  serratus  magnus  sustains 
the  shock,  and  prevents  the  scapula  from  being  driven  back  to  the 
spine.  Supposing  the  fixed  point  to  be  at  the  scapula,  some 
anatomists  ascribe  to  it  the  power  of  raising  the  ribs  ;  hence  Sir 
Charles  Bell  called  it  the  external  respiratory  muscle,  the  in- 
ternal respiratory  muscle  being  the  diaphragm. 

The  nerve  which  supplies  it  is  a  branch  of  the  fifth  and  sixth 
cervical  nerve  :  it  descends  along  its  outer  surface,  distributing  a 
filament  to  each  digitation  of  the  muscle  (p.  271). 
_  Divide  the  serratus  magnus  near  the  scapula. 

Dissection  it  ^ 

and  remove  the  arm  by  sawing  through  the  middle 
of  the  clavicle,  cutting  through  the  axillary  vessels  and  nerves. 
These  should  be  tied  to  the  coracoid  process.  After  the  removal 
of  the  arm,  examine  the  precise  insertions  of  the  preceding 
muscles. 


DISSECTION  OF  THE  MUSCLES  OF  THE  SHOULDER. 

Dissection.  Dissect   first   the    cutaneous   nerves    of  the 

CuTAifEous  shoulder ;  these  are  derived,  partly  from  the 
Nerves  OF  THE  acromial  branches  of  the  cervical  plexus  which 
Shoulder.  descend  over  the  acromion  (fig.  59),  partly  from 

the  circumflex  nerve,  of  which  one  or  two  branches  turn  round  the 
posterior  border  of  the  deltoid  ;  others  perforate  the  muscle,  each 
accompanied  by  a  small  artery. 

Notice  the  strong  layer  of  fascia  upon  the  surface  of  the 
deltoid,  which  extends  from  the  aponeurosis  covering  the  muscles 
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on  the  back  of  the  scapula,  and  is  continuous  with  the  fascia  of 
the  arm.    It  dips  down  between  the  fibres  of  the  muscle,  dividing 
it  into  large  bundles.    This  fascia  must  be  removed. 
■u^r.^r^  "^^^  large  muscle  which  covers  the  shoulder- 

JjELTOID,  , 

joint  is  named  deltoid,  from  its  resemblance  to  the 
G-reek  A  reversed.  It  arises  from  the  external  third  of  the 
clavicle,  from  the  acromion,  and  from  the  spine  of  the  scapula 

Fig.  69. 


1.  Supra-acromial  br.  of  the 

cervical  nerves. 

2.  Ascending  and  descend- 

ing brs.  of  the  circum- 
flex n. 

3.  4.  Cutaneous  brs.  of  the 

musonlo-cu taneous  n. 

5.  Internal  cutaneous  br.  of 
musculo-spiral  n. 


6.  Intercosto-uameral 

brs. 

7.  Filaments  of  the  lesEer 

internal  cutaneous  n. 

8.  Posterior  cutaneous 

br.  of  internal  cuta- 
neous n. 

9.  Branch  of  internal  cu- 

taneous n. 


CUTANEOUS  NERTES  OF  THE  LEFT  SHOULDEE  AND  ARM.     (POSTERIOR  VIEW.) 

down  to  the  triangular  surface  at  its  root.  This  origin,  which 
corresponds  to  the  insertion  of  the  trapezius,  is  tendinous  and 
fleshy  everywhere,  except  at  the  commencement  of  the  spine  of  the 
scapula,  where  it  is  simply  tendinous,  and  connected  with  the 
infra-spinous  aponeurosis.  The  muscular  fibres  descend,  the  an- 
terior backwards,  the  posterior  forwards,  the  middle  perpendicu- 
larly ;  all  converge  to  a  tendon  which  is  inserted  into  a  rough 
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surface  on  the  outer  side  of  the  humerus,  a  little  above  the  middle 
of  the  shaft.  The  insertion  of  the  tendon  extends  one  inch  and  a 
halfalono-  the  humerus,  and  terminates  in  a  V-shaped  form,  the 
origin  of  the  brachialis  anticus  embracing  it  on  either  side. 
Sometimes  a  few  fibres  of  the  pectoralis  major  are  connected  with 
its  front  border. 

The  muscular  bundles  composing  the  deltoid  have  a  peculiar 
arrangement :  a  peculiarity  arising  from  its  broad  origin  and  its 
narrow  insertion.  It  consists  in  the  interposition  of  tendons 
between  the  bundles  for  the  attachment  of  the  muscular  fibres. 
The  annexed  woodcut  shows  this  arrangement  better  than  any 
description.  The  action  of  the  muscle  is  not  only  concentrated 
upon  one  point,  but  its  power  is  also  greatly  increased  by  this 
arrangement. 

Action  of  the"  It  raises  the  arm  ;  but  it  cannot  do  so  beyond 
Deltoid.  an  angle  of  ninety  degrees.    The  elevation  of  the 

arm  beyond  this  angle  is  effected  through  the  raising  of  the 
shoulder  by  the  trapezius  and  ser- 
ratus  magnus.    Its  anterior  fibres 
draw  the  arm  forwards ;  its  pos- 
terior, backwards. 

This  powerful  muscle  is  supplied 
with  blood,  by  the  anterior  and 
posterior  circumflex,  the  thoracica 
humeraria,  the  thoracica  acromi- 
alis,  all  from  the  axillary  artery ; 
also  by  the  deltoid  branch  of  the 
brachial.  Its  nerve  is  the  circumflex. 

The  rotundity  of  the  shoulder  is 
due  not  so  much  to  the  deltoid  as 
to  the  upper  end  of  the  humerus. 
When  the  head  of  the  humerus  is 
dislocated  into  the  axilla,  the  fibres 
of  the  muscle  run  vertically  to 
their  insertion ;  hence  the  flatten- 
ing of  the  deltoid,  and  the  greater  prominence  of  the  acromion. 


Fig.  60. 


ANAXTSIS  OF  THE  DELTOID. 
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CIECUMFLEX  ARTERY  AND  NERVE. 


It  is  below  the  deltoid  that  an  ununited  fracture  of  tlie 
humerus  is  most   commonly  met  with,  owing  to  the  muscle  dis- 
placing the  upper  fragment. 
Dissection.  Reflect  the  deltoid  from  its  origin,  and  turn  it 

downwards.  Observe  the  ramifications  of  the 
circumflex  nerve  and  the  anterior  and  posterior  circumflex 
arteries,  on  its  under  surface  :  notice  also  the  large  bursa  between 
it  and  the  tendons  inserted  into  the  great  tuberosity  of  the 
humerus.  The  muscle  covers  the  coraco-aeromial  ligament,  the 
head,  neck,  and  upper  part  of  the  humerus,  as  well  as  the  coraco- 
brachialis  and  biceps,  the  pectoralis  minor,  the  supra-spinatus.  the 
infra-spinatus,  and  teres  minor,  the  subscapularis  and  the  long 
head  of  the  triceps. 

Bursa  under 

The  large  bursa  under  the  deltoid  extends  for 
THE  Deltoid,  or  some  distance  beneath  the  acromion  and  the 
SuB-ACROMiAL.  coraco-acromial  ligament,  and  covers  the  tendons 
attached  to  the  great  tuberosity  of  the  humerus.  It  communi- 
cates, very  rarely,  with  the  shoulder-joint.  Its  use  is  to  facilitate 
the  movements  of  the  head  of  the  bone  under  the  acromial  arch. 

Posterior  This  artery  is  given  off  from  the  axillary :  it 

Circumflex  runs  behind  the  surgical  neck  of  the  humerus. 

Artery.  through  a  quadrilateral  opening,  bounded  above 

by  the  subscapularis  and  teres  minor,  below  by  the  teres  major, 
externally  by  the  neck  of  the  humerus,  and  internally  by  the  long 
head  of  the  triceps  (p.  266).  Its  branches  terminate  on  the  under 
surface  of  the  deltoid,  anastomosing  with  the  anterior  circumflex, 
acromial  thoracic,  and  supra-scapular  arteries. 

From  the  posterior  cifcumflex,  a  branch  descends  in  the  sub- 
stance of  the  long  head  of  the  triceps,  to  inosculate  with  the 
superior  profunda  ;  this  is  one  of  the  channels  through  which  the 
circulation  would  be  carried  on,  if  the  axillary  were  tied  in  the  last 
part  of  its  course. 

Circumflex  This  nerve,  a  branch  of  the  posterior  cord  of  the 

Nehve.  axillary  plexus,  runs  with  the  posterior  circumflex 

artery.  It  sends  a  branch  to  the  teres  minor,  one  or  two  to  the 
integuments  of  the  shoulder,  and  terminates  in  the  substance  of 
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the  deltoid.  The  proximity  of  this  nerve  to  the  head  of  the 
humerus  explains  the  occasional  paralysis  of  the  deltoid,  after  dis- 
location or  fracture  of  the  humerus.  The  nerve  is  liable  to  be 
injured,  if  not  actually  lacerated,  by  tlie  pressure  of  the  bone.  In 
the  summer  of  1840,  a  man  was  admitted  into  the  hospital  with  a 
severe  injury  to  the  shoulder,  and  died  of  delirium  tremeng.  On 
examination  the  humerus  was  found  broken  high  up,  the  capsule 
of  the  joint  opened,  and  the  circumflex  nerve  torn  completely 


across.* 


A  strong  aponeurosis  covers  the  muscles  of  the  dorsum  of  the 
scapula,  and  is  firmly  attached  to  the  spine  and  borders  of  the 
bone.  At  the  posterior  edge  of  the  deltoid,  it  divides  into  two 
layers,  one  of  which  passes  over,  the  other  under,  the  muscle. 
Eemove  the  aponeurosis,  so  far  as  it  can  be  done  without  injury  to 
the  muscular  fibres  which  arise  from  its  under  surface. 

Ijjpra-  This  muscle  arises  from  the  posterior  two-thirds 

spiNATus.  of  the  infra-spinous  fossa,  and  from  the  aponeu- 

rosis which  covers  it.  The  fibres  converge  to  a  tendon,  which  is  at 
first  contained  in  the  substance  of  the  muscle,  and  then  proceeds 
over  the  capsule  of  the  shoidder-joint  to  be  inserted  into  the 
middle  depression  on  the  greater  tuberosity  of  the  humerus.  Its 
nerve  comes  from  the  supra-scapular. 

^      ^  This  long  narrow  muscle  is  situated  below  the 

infra-spinatus,  along  the  inferior  border  of  the 
scapula.  It  arises  from  the  dorsum  of  the  scapula,  close  to 
the  inferior  border,  and  from  the  intermuscular  septa  between  it 
and  the  infra-spinatus  above  and  the  teres  major  below.  The 
fibres  ascend  parallel  with  those  of  the  infra-spinatus,  and  termi- 
nate in  a  tendoii,  which  passes  over  the  capsule  of  the  shoulder - 
joint,  and  is  inserted  into  the  lowest  depression  on  the  great 
tuberosity  of  the  humerus,  and  by  muscular  fibres  into  the  bone 
below  it.  It  is  supplied  by  a  branch  of  the  circumflex  nerve, 
which  has  (usually)  a  small  ganglion-like  enlargement  upon  it. 

The  action  of  the  infra-spinatus  and  teres  minor  is  to  rotate 
the  humerus  outwards. 

*  See  preparation  in  Museum  of  St.  Bartholomew's  Hospital,  series  3,  No.  42. 
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This  muscle  is  closely  connected  with  the  latis- 
Teues  Majoe.        .  ,      .        1       ,      ,    ™  ,      .  „ 

simus  dorsi,  and  extends  from  the  inferior  angle 

of  the  scapula  to  the  humerus,  contributing  to  form  the  posterior 
boundary  of  the  axilla.  It  arises  from  the  flat  surface  at  the 
inferior  angle  of  the  back  of  the  scapula,  from  its  inferior  border, 
and  the  intermuscular  septa,  and  terminates  upon  a  flat  tendon, 
nearly  two  inches  in  breadth,  which  is  inserted  into  the  inner 
edge  of  the  bicipital  groove  of  the  humerus,  behind  and  a  little 
lower  than  the  tendon  of  the  latissimus  dorsi.  Its  action  is  to 
draw  the  humerus  backwards.  It  is  supplied  by  the  middle  sub- 
scapular nerve. 

A  bursa  is  found  in  front  of,  and  another  behind  the  tendon  of 
the  teres  major ;  the  former  separates  it  from  the  latissimus  dorsi, 
the  latter  from  the  bone. 

Supra-  This  muscle  arises  from  the  posterior  two-thirds 

spiNATus.  of  the  supra-spinous  fossa,  and  from  its  aponeurotic 

covering.  It  passes  under  the  acromion,  over  the  shoulder-joint, 
and  is  inserted  by  a  strong  tendon  into  the  superior  depression  of 
the  greater  tuberosity  of  the  humerus.  To  see  its  insertion,  the 
acromion  should  be  sawn  off  near  the  neck  of  the  scapula.  Its 
action  is  to  assist  the  deltoid  in  raising  the  arm.  Its  nerve  is 
derived  from  the  supra-scapular. 

This  muscle  occupies  the  subscapular  fossa.  It 

SUBSCAPULAEIS.  .  „  ,       .  p        j^i  en 

arises  irom  the  posterior  tnree-iourtns  ot  tne 
fossa,  and  from  three  or  four  tendinous  septa  attached  to  the 
oblique  bony  ridges  on  its  surface.  The  fibres  converge  towards 
the  neck  of  the  scapula,  where  they  terminate  upon  three  or  four 
tendons,  which  are  concealed  amongst  the  muscular  fibres,  and  are 
inserted  into  the  lesser  tuberosity  of  the  humerus.  Its  broad  in- 
sertion is  closely  connected  with  the  capsule  of  the  shoulder-joint, 
which  it  completely  protects  upon  its  inner  side.  Its  action  is  to 
rotate  the  humerus  inwards.  The  nerves  which  supply  it  come 
from  the  long  and  middle  subscapular  nerves. 

The  coracoid  process,  with  the  coraco-brachialis  and  short  head 
of  the  biceps,  forms  an  arch,  under  which  the  tendon  of  the  sub- 
scapularis  plays.     There  are  several  bursa}  about  the  tendon. 
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One,  of  considerable  size,  on  the  upper  surface  of  the  tendon,  facili- 
tates its  motion  beneath  the  coracoid  process  and  the  coraco- 
brachialis :  this  sometimes  communicates  with  the  large  bursa 
under  the  deltoid.  Another  is  situated  between  the  tendon  and  the 
capsule  of  the  joint,  and  almost  invariably  communicates  with  it. 

Now  reflect  the  muscles  from  the  surfaces  Of  the 

Dissection.        gcapula,  to  trace  the  arteries  which  ramify  upon  it. 

Continuation  ^^^^  artery,  a  branch  of  the  thyroid  axis,  runs 
OF  SupRA-scAPu-  under  and  parallel  with  the  clavicle,  and  passes 
LAH  Aktebt  and  above  the  notch  of  the  scapula,  into  the  supra- 
Nebte.  spinous  fossa  :  it  sends  a  branch  to  the  supra- 

spinatus,  another  to  the  shoulder-joint,  and  then  descends  behind 
the  neck  of  the  scapula  into  the  fossa  below  the  spine,  where  it 
inosculates  directly  with  the  dorsalis  scapulae.  Its  branches 
ramify  upon  the  bone,  and  supply  the  infra-spinatus  and  teres 
minor. 

The  supra-scapular  nerve  passes  most  frequently  through  the 
notch  of  the  scapula,  accompanies  the  corresponding  artery,  sup- 
plies the  supra-spinatus  with  two  branches,  and  then  enters  the 
infra-spinous  fossa,  to  terminate  in  the  infra-spinatus.  » 

DoHSALis  This  artery,  after  passing  through  the  triangular 

ScAPULiE  Aetbbt.  space  (p.  266),  curves  round  the  inferior  border  of 
the  scapula,  which  it  grooves,  to  the  infra-spinous  fossa,  where  it 
ascends  close  to  the  bone,  and  anastomoses  with  the  supra  and 
posterior  scapular  arteries. 

The  several  communications  about  the  scapula  between  the 
branches  of  the  subclavian  and  axillary  arteries,  would  furnish  a 
large  collateral  supply  of  blood  to  the  arm,  if  the  subclavian  were 
tied  above  the  clavicle  (p.  69). 

ThicepsExten-  This  muscle,  which  arises  by  three  heads,  and 
soR  Cubiti.  was  only  partially  seen  in  the  dissection  of  the 

upper  arm  (p.  284),  should  now  be  thoroughly  examined.  The 
long  head  arises  immediately  below  the  glenoid  cavity  of  the 
scapula,  by  a  strong  tendon,  which  is  connected  with  the  capsule 
of  the  shoulder-joint.  The  external  head  arises  from  the 
posterior  part  of  the  humerus,  below  the  insertion  of  the  teres 
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minor,  as  far  as  the  musculo-spiral  groove.  The  internal  head 
arises  from  the  posterior  part  of  the  humerus,  below  the  teres 
major  and  the  musculo-spiral  groove,  as  far  as  the  olecranon  fossa ; 
it  has  an  additional  origin  from  the  internal  intermuscular  septum, 
and  from  a  small  portion  of  the  external.  The  precise  origin 
of  these  heads  from  the  humerus,  may  be  ascertained  by  following 
the  superior  profunda  artery  and  musculo-spiral  nerve,  which 
separate  them.  The  three  portions  of  the  muscle  term-inate  upon 
a  broad  tendon,  which  covers  the  back  of  the  elbow-joint,  and  is 
inserted  into  the  summit  and  sides  of  the  olecranon ;  it  is  also  con- 
nected with  the  fascia  on  the  back  of  the  forearm.  The  effect  of 
this  connection  is  that  the  same  muscle  which  extends  the  fore- 
arm tightens  the  fascia  which  gives  origin  to  the  extensors  of  the 
wrist  and  fingers.  The  same  holds  good  in  the  case  of  the  biceps, 
and  its  semi-lunar  expansion  in  the  fascia  of  the  forearm. 

Between  the  tendon  and  the  olecranon  is  a  bursa,  commonly 
of  small  size,  but  sometimes  so  large  as  to  extend  upwards  behind 
the  capsule  of  the  joint.  This  bursa  must  not  be  mistaken  for  the 
subcutaneous  one,  which  is  situated  between  the  skin  and  the 
olecranon,  and  is  so  often  injured  by  a  fall  on  the  elbow. 

By  dividing  the  triceps  transversely  a  little 
Dissection.  above  the  elbow,  and  turning  down  the  lower  por- 
tion, it  will  be  seen  that  some  of  the  muscular  fibres  terminate 
upon  the  capsule  of  the  joint.  They  have  been  described  by  some 
anatomists  as  a  distinct  muscle,  under  the  name  of  sub-anconeus  ; 
their  use  is  to  draw  up  the  capsule,  so  that  it  may  not  be  injured 
during  extension  of  the  arm.  The  sub-anconeus  is  in  this  respect 
analogous  to  the  sub-crurseus  muscle  of  the  thigh.  Observe  the 
bursa  under  the  tendon,  and  the  arterial  arch  formed  upon  the 
back  part  of  the  capsule  by  the  superior  profunda  and  the  anasto- 
motica  magna  (fig.  61,  p.  334). 

Trace  the  continuation  of  the  superior  profunda  artery  (p.  279) 
and  musculo-spiral  nerve  round  the  posterior  part  of  the  humerus. 
They  lie  in  a  slight  groove  on  the  bone,"^  between  the  external 
*  It  is  worth  remembering  that  the  nerve  may  be  injured  by  a  fracture  of  the 
humerus  in  this  situation,  and  even  by  too  tight  bandaging  ;  the  result  being  para- 
lysis of  the  extensor  muscles  of  the  forearm. 
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and  internal  heads  of  the  triceps,  and  are  protected  by  an  aponeu- 
rotic arch,  thrown  over  them  by  the  external  head  of  the  triceps. 
After  supplying  the  muscles,  the  artery  continues  its  course  along  the 
outer  side  of  the  arm  between  the  brachialis  anticus  and  supinator 
radii  longus,  and  inosculates  with  the  radial  recurrent.  It  gives  off  a 
branch,  which  runs  down  between  the  triceps  and  the  bone,  and 
inosculates,  at  the  back  of  the  elbow,  with  the  anastomotica  magna 
and  posterior  interosseous  recurrent.  The  musculo-spiral  nerve 
which  accompanies  the  artery  sends  branches  to  supply  the  three 
portions  of  the  triceps,  the  supinator  radii  longus,  and  extensoi- 
carpi  radialis  longior.*  It  then  divides  into  the  posterior  inter- 
osseous and  radial  nerves.  The  small  nerve  must  be  made  out 
which  runs  down  the  substance  of  the  triceps,  accompanied  by  a 
branch  from  the  superior  profunda  artery,  to  supply  the  anconeus. 
The  cutaneous  branches  of  the  musculo-spiral  nerve  have  been 
already  dissected  (p.  272). 
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Subcutaneous  Eemove  the  skin  from  the  back  of  the  forearm, 
BuRSiE.  hand,  and  fingers,  and  make  out  the  subcutaneous 

bursa  over  the  olecranon.  It  is  of  considerable  size,  and,  if  dis- 
tended, would  appear  nearly  as  large  as  a  walnut.  Another  bursa 
is  sometimes  found  a  little  lower  down  upon  the  ulna.  A  sub- 
cutaneous bursa  is  generally  placed  over  the  internal  condyle, 
another  over  the  external.  A  bursa  is  also  situated  over  the 
styloid  process  of  the  ulna  ;  this  sometimes  communicates  with 
the  sheath  of  the  extensor  carpi  ulnaris.  Small  bursce  are  some- 
times developed  in  the  cellular  tissue  over  each  of  the  knuckles. 

The  cutaneous  veins,  from  the  back  of  the  hand  and  forearm, 
join  the  venous  plexus  at  the  bend  of  the  elbow  (see  p.  273). 

Cutaneous  "^^^  cutaneous  nerves  of  the  back  of  the  fore- 

Nerves  of  the  arm,  are  derived  from  the  external  cutaneous 
Back  of  the         branches  of  the  musculo-spiral,  from  branches  of 

IT 

jjoREAKM.  ^jjg  internal  cutaneous,  and  of  the  external  cuta- 

*  The  brachialis  anticus  usually  receives  a  branch  from  the  musc«lo-;piral  nerve. 
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neons.  The  greater  number  of  these  nerves  may  be  traced  down 
to  the  back  of  the  wrist. 

Nerves  on  the  ^^^^  ^^^^  ^^"^      united  to 

Back  of  the  the  subjacent  tendons  by  an  abundance  of  loose 
Hand  and  connective  tissue,  in  which  are  large  veins,  and 

FmaEEs.  branches  of  the  radial  and  ulnar  nerves.  The 

dorsal  branch  of  the  ulnar  nerve  passes  beneath  the  tendon  of 
the  flexor  carpi  ulnaris,  over  the  internal  lateral  ligament  of  the 
wrist,  and  divides  upon  the  back  of  the  hand  into  filaments, 
which  supply  both  sides  of  the  back  of  the  little  iinger,  the  ring 
finger,  and  the  ulnar  side  of  the  middle  finger.  The  radial  nerve 
passes  obliquely  beneath  the  tendon  of  the  supinator  longus,  and 
subdivides  into  filaments,  which  supply  both  sides  of  the  back 
of  the  thumb  and  forefinger,  and  the  radial  side  of  the  middle 
finger.* 

The  radial  nerve  commonly  gives  o8f,  on  the  back  of  the  hand, 
a  branch  which  joins  the  nearest  branch  of  the  ulnar. 

Fascia  on  back  The  fascia  on  the  back  of  the  forearm  is  com- 
OF  FoEEABM.  posed  of  fibrcs  interlacing  and  stronger  than  that 

upon  the  front  of  the  forearm.  It  is  attached  to  the  condyles  of 
the  humerus  and  to  the  olecranon,  and  is  strengthened  by  an  ex- 
pansion from  the  tendon  of  the  triceps.  Along  the  forearm  it  is 
attached  to  the  ridge  on  the  posterior  part  of  the  ulna.  Its  upper 
third  gives  origin  to  the  fibres  of  the  muscles  beneath  it,  and  divides 
them  by  septa,  to  which  their  fibres  are  also  attached. 

Posterior  T\x\?,  ligament  should  be  considered  as  a  part  of 

Annular  Lioa-  the  fascia  of  the  forearm,  specially  strengthened 
^^^"^^  by  oblique  aponeurotic  fibres  on  the  back  of  the 

wrist,  to  confine  the  extensor  tendons.    These  fibres  are  attached 


*  The  relative  share  which  the  radial  and  ulnar  nerves  take  in  supplying  the 
fingers  varies.  Under  any  arrangement  the  thumb  and  each  finger  has  two  dorsal 
nerves,  one  on  either  side,  of  which  the  terminal  branches  reach  the  root  of  the  nail. 
They  supply  filaments  to  the  skin  on  the  back  of  the  finger,  and  have  frequent  com- 
munications with  the  palmar  digital  nerves.  In  some  instances,  one  or  more  of  the 
dorsal  nerves  do  not  extend  beyond  the  first  phalanx  ;  their  plaos  is  then  supplied  by 
a  branch  from  the  palmar  nerve. 
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to  the  styloid  process  of  the  radius,  and  thence  pass  obliquely 
inwards  to  the  inner  side  of  the  wrist,  where  they  are  connected 
with  the  pisiform  and  cuneiform  bones.  They  pass  below  the 
styloid  process  of  the  ulna,  to  which  they  are  in  no  way  attached, 
otherwise  the  rotation  of  the  radius  would  be  impeded. 

Separate  From  the  deep  surface  of  the  posterior  annular 

Sheaths  fob  ligament,  processes  are  attached  to  the  ridges  on  the 
ExTENsoB  back  of  the  radius  so  as  to  form  six  distinct  sheaths 

Tendons.  ^-^^  passage  of  the  extensor  tendons.  Commence- 

ing  from  the  radius,  the  first  sheath  contains  the  tendons  of  the 
extensor  ossis  metacarpi  and  the  extensor  primi  internodii  pollicis ; 
the  second,  the  tendons  of  the  extensor  carpi  radialis  longior  and 
brevior ;  the  third,  the  tendon  of  the  extensor  secundi  interoodii  ' 
pollicis ;  the  fourth  the  tendons  of  the  indicator  and  the  extensor 
communis  digitorum  ;  the  fifth,  the  tendon  of  the  extensor  minimi 
digiti ;  and  the  sixth,  the  tendon  of  the  extensor  carpi  ulnaris. 
All  the  sheaths  are  lined  by  synovial  membranes,  which  extend 
nearly  to  the  insertions  of  their  tendons.  Occasionally,  but 
not  often,  one  or  more  of  them  communicate  with  the  wrist- 
joint. 

The  fascia  of  the  metacarpus  consists  of  a  thin  fibrous  layer, 
continued  from  the  posterior  annular  ligament.  It  separates  the 
extensor  tendons  from  the  subcutaneous  veins  and  nerves,  and  is 
attached  to  the  radial  side  of  the  second  metacarpal,  bone,  and  the 
ulnar  side  of  the  fifth. 
^  The  fascia  must  be-  removed  from  the  muscles, 

jJiSSECTION 

without  injming  the  muscular  fibres  which  arise 
from  its  under  surface.  Preserve  the  posterior  annular  ligament. 
The  following  superficial  muscles  are  now  exposed,  and  should  be 
examined  in  the  order  in  which  they  are  placed,  proceeding  from 
the  radial  to  the  ulnar  side:: — 1- The  supinator  radii  longus 
Superficial  (already  described,  p..  290).  2.  The  extensor  carpi 
Muscles  on  the  radialis  longior.  3.  The  extensor  carpi  radialis 
Back  OF  THE  brevior.  4.  The  extensor  communis  digitorum. 
Foeeaem.  5^  rpj^g  extensor  minimi,  digiti.    6.  The  extensor 

carpi  ulnaris.    7.  The  anconeus. 
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A  little  below  the  middle  of  the  forearm,  the  extensors  of  the 
wrist  and  fingers  diverge  from  each  other,  leaving  an  interval,  in 
which  are  seen  the  three  extensors  of  the  thumb — namely,  the  ex- 
tensor ossis  metacarpi  pollicis,  the  extensor  primi  internodii  pollicis, 
and  the  extensor  secundi  internodii  pollicis.  The  two  former  cross 
the  radial  extensors  of  the  wrist,  and  pass  over  the  lower  third  of 
the  radius. 

Between  the  second  and  third  extensors  of  the  thumb,  we  ob- 
serve a  part  of  the  lower  end  of  the  radius,  which  is  not  covered 
either  by  muscle  or  tendon.  This  subcutaneous  portion  of  the 
bone  is  immediately  above  the  prominent  tuberclp  in  the  middle 
of  its  lower  extremity,  and,  since  it  can  be  easily  felt  through  the 
skin,  it  presents  a  convenient  place  for  examination  in  doubtful 
cases  of  fracture. 

Extensor  ^his  muscle  is  partly  covered  by  the  supinator 

Carpi  Radialis  radii  longus.  It  arises  from  the  lower  third  of 
LoNaioR.  lY^Q  ridge  leading  to  the  external  condyle  of  the 

humerus,  and  from  the  intermuscular  septum.  It  descends  along 
the  outer  side  of  the  forearm,  and  terminates  about  the  middle,  in 
a  flat  tendon,  which  passes  beneath  the  extensor  ossis  metacarpi 
and  primi  internodii  pollicis,  traverses  a  groove  on  the  outer  and 
back  'part  of  the  .radius,  lined  by  a  synovial  membrane,  and  is 
inserted  into  the  radial  side  of  the  carpal  end  of  the  metacarpal 
bone  of  the  index  finger.  Previous  to  its  insertion,  the  tendon  is 
crossed  by  the  extensor  secundi  internodii  pollicis.  It  is  supplied 
by  a  branch  from  the  musculo-spiral  nerve. 

Extensor  This  muscle  arises  from  the  external  condyle 

Carpi  Radialis  by  the  tendon  common  to  it  and  the  other  ex- 
Bretior.  tensors,  from  the  inter-muscular  septa,  and  from 

the  external  lateral  ligament  of  the  elbow-joint.  The  muscular 
•-.fibres,  terminate  near  the  middle  of  the  forearm,  upon  the  under 
•surface  ^of  a  flat  tendon,  which  descends,  covered  by  that  of  the 
extensor  carpi  radialis  longior,  beneath  the  three  extensors  of  the 
thumb.  The  tendon  traverses  a  groove  on  the  back  of  the  radius, 
on  the  same  plane  with  that  of  the  long  radial  extensor,  but  lined 
by  a  separate  synovial  membrane,  and  is  inserted  into  the  radial 
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side  of  the  metacarpal  bone  of  the  middle  finger.  A  bursa  is 
generally  found  between  the  tendon  and  the  bone.  Its  nerve  comes 
from  the  posterior  interosseous. 

Extensor  DiGi-  This  muscle  arises  from  the  common  tendon 
TORUM  Communis.  attached  to  the  external  condyle,  from  the  septa 
between  it  and  the  -contiguous  muscles,  and  from  its  strong  fascial 
covering.  About  the  middle  of  the  forearm,  the  muscle  divides 
into  three  or  four  fleshy  slips,  terminating  in  as  many  flat  tendons, 
which  pass  beneath  the  posterior  annular  ligament,  through  a 
groove  on  the  back  of  the  radius  lined  by -synovial  membrane.  On 
the  back  of  the  hand  the  tendons  become  broader  and  flatter,  and 
diverge  from  each  other  towards  the  metacarpal  joints  of  the 
fingers,  where  they  become  thicker  and  narrower,  and  give  oflf,  on 
each  side,  a  fibrous  expansion,  which  covers  the  sides  of  the  joint. 
Over  the  first  phalanx  of  the  finger,  each  tendon  again  spreads  out, 
receives  the  expanded  tendons  of  the  lumbricales  and  interossei 
muscles,  and  divides  at  the  second  phalanx  into  three  portions,  of 
which  the  middle  is  inserted  into  the  upper  end  of  the  second 
phalanx  ;  the  two  lateral,  reuniting  over  the  lower  end  of  the 
second  phalanx,  are  inserted  into  the  upper  end  of  the  third.*  Its 
nerve  comes  from  the  posterior  interosseous. 

The  oblique  aponeurotic  slips  which  connect  the  tendons  on 
the  back  of  the  hand  are  subject  to  great  variety.  The  tendon 
of  the  index  finger  is  commonly  free  ;  it  is  situated  on  the  radial 
side  of  the  proper  indicator  tendon,  and  becomes  united  with  it  at 
the  metacarpal  joint. 

The  tendon  of  the  middle  finger  usually  receives  a  slip  from 
that  of  the  ring.  The  tendon  of  the  ring  finger  generally  sends  a 
slip  to  the  tendons  on  either  side  of  it,  and,  in  some  cases,  entirely 
furnishes  the  tendon  of  the  little  finger.  Thus  the  ring  finger 
does  not  admit  of  independent  extension. 

*  The  extensor  tendons  are  inserted  into  the  periosteum  ;  but  the  flexor  tendons 
are  inserted  into  the  substance  of  the  bone.  This  accounts  for  the  facility  with  which 
the  former  will  tear  off  the  bones  in  cases  of  necrosis,  while  the  latter  will  adhere  so 
tightly  as  to  require  cutting  before  the  phalanx  can  bo  removed.  It  probably  also 
explains  the  great  liability  to  necrosis  which  is  so  frequently  observed  in  cases  of 
thecal  abscess. 
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The  muscle  is  not  only  a  general  extensor  of  the  fingers,  but 
can  extend  some  of  the  phalanges  independently  of  the  rest :  e.g. 
it  can  extend  the  first  phalanges  while  the  second  and  third  are 
flexed  ;  or  it  can  extend  the  second  and  third  phalanges  during 
flexion  of  the  first. 

Extensor  This  long  slender  muscle,  situated  on  the  inner 

Minimi  Digiti  or  side  of  the  common  extensor,  arises  from  the 
AuHicuLARis.  common  tendon  from  the  external  condyle,  and 
from  the  septa  between  it  and  the  contiguous  muscles.  Its  slender 
tendon  runs  separately  beneath  the  annular  ligament  immediately 
behind  the  joint  between  the  radius  and  ulna,  in  a  special  sheath 
lined  by  synovial  membrane.  At  the  first  joint  of  the  little  finger, 
the  tendon  is  joined  by  that  of  the  common  extensor,  and  both 
expand  upon  the  first  and  second  phalanges,  terminating  in  the 
same  manner  as  the  extensor  tendons  of  the  other  fingers.  Its 
nerve  comes  from  the  posterior  interosseous. 

Extensor  This  muscle  arises  from  the  common  tendon 

Carpi  Ulnaris.  from  the  external  condyle,  from  the  septum  be- 
tween it  and  the  extensor  minimi  digiti,  and  from  the  aponeurosis 
of  the  forearm.  The  fibres  terminate  upon  a  strong  broad  tendon, 
which  traverses  a  distinct  groove  on  the  back  of  the  ulna,  close  to 
the  styloid  process,  and  is  inserted  into  the  posterior  aspect  of  the 
carpal  end  of  the  metacarpal  bone  of  the  little  finger.  Below  the 
styloid  process  of  the  ulna,  the  tendon  passes  beneath  the  posterior 
annular  ligament,  over  the  back  of  the  wrist,  and  is  confined  in  a 
very  strong  fibrous  canal,  which  is  attached  to  the  back  of  the 
cuneiform,  pisiform,  and  unciform  bones,  and  is  lined  by  a  continu- 
ation from  the  synovial  membrane  in  the  groove  of  the  ulna.  The 
action  of  this  muscle  is  to  extend  the  hand,  and  incline  it  towards 
the  ulnar  side.   It  is  supplied  by  the  posterior  interosseous  nerve. 

In  pronation  of  the  forearm,  the  lower  end  of  the  ulna  projects 
between  the  tendons  of  the  extensor  carpi  ulnaris  and  the  extensor 
minimi  digiti.  A  subcutaneous  bursa  is  sometimes  found  above 
the  bone  in  this  situation. 

^  This  small  triangular  muscle  is  situated  at  the 

outer  and  back  part  of  the  elbow.    It  is  covered 
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by  a  strong  layer  of  fascia,  derived  from  the  tendon  of  the  triceps, 
and  appears  like  a  continuation  of  that  muscle.  It  arises  by 
a  tendon  from  the  posterior  part  of  the  external  condyle  of  the 
humerus,  and  is  inserted  into  the  triangular  surface  on  the  upper 
fourth  of  the  outer  part  of  the  ulna.  Part  of  the  under  surface  of 
tlie  muscle  is  in  contact  with  the  capsule  of  the  elbow-join^.  Its 
action  is  to  assist  in  extending  the  forearm.  Its  nerve  comes  from 
the  musculo-spiral. 

To  expose  the  deep  layer  of  muscles,  detach 
Dissection  • 
from  the  external   condyle   the   extensor  carpi 

radialis  brevior,  the  extensor  communis  digitorum,  tlie  extensor 

minimi  digiti,  and  the  extensor  carpi  ulnaris ;  and,  after  noticing 

the  vessels  and  nerves  which  enter  their  under  surface,  turn  them 

down.    The  deep-seated  muscles,  with  the  posterior  interosseous 

artery  and  nerve,  must  be  dissected.    The  muscles  exposed  are : 

^  1.  The  extensor  ossis  metacarpi  pollicis.     2.  Ex- 

Deep-seated  , .  : 

Muscles  on  the      tensor  primi  internodii  pollicis.    3.  Extensor  se- 

Back  of  the  cundi  internodii  pollicis.     4.  Extensor  indicis  or 

Forearm.  indicator.    5.  The  supinator  radii  brevis.  They 

are  all  supplied  by  branches  from  the  posterior  interosseous  nerve. 

Extensor  This  muscle  arises  from  the  posterior  surface  of 

Obsis  Metacarpi  the  ulna  below  the  supinator  brevis,  from  the 
Pollicis.  posterior  surface  of  the  radius,  and  from  the  inter- 

osseous membrane.  The  muscle  crosses  the  radial  extensors  of  the 
wrist  about  three  inches  above  the  carpus,  and  terminates  in  a 
tendon,  which  passes  along  a  common  groove  with  the  extensor 
primi  internodii  pollicis,  lined  by  synovial  membrane,  on  the  outer 
part  of  the  lower  end  of  the  radius,  and  is  inserted  into  the  base 
of  the  metacarpal  bone  of  the  thumb,  and  frequently  also  by  a 
tendinous  slip  into  the  trapezium. 

Extensor  T\xi&  small  muscle  arises  from  the  posterior 

Primi  Internodii  surface  of  the  radius,  below  the  preceding,  and 
Pollicis.  fj.Qjj^  ^j^e  interosseous  membrane.     It  descends 

obliquely  in  company  with  the  preceding  muscle,  turns  over  the 
radial  extensors  of  the  wrist,  and  terminates  upon  a  tendon  which 
passes  beneath  the  annular  ligament,  through  the  groove  on  the 
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outer  part  of  the  radius,  and  is  inserted  into  the  radial  side  of  the 
base  of  the  first  phalanx  of  the  thumb. 

Extensor  l^^iis  muscle  arises  from  the  posterior  surface 

Secundi  Inteb-  of  the  idna,  below  the  last  muscle,  and  from  the 
NODii  PoLLicis.  interosseous  membrane.  The  tendon  receives 
fleshy  fibres  as  low  as  the  wrist,  patjses  beneath  the  annular  liga- 
ment, in  a  distinct  groove  on  the  back  of  the  radius,  crosses  the 
tendons  of  the  radial  extensors  of  the  wrist,  proceeds  over  the 
metacarpal  bone  and  the  first  phalanx  of  the  thumb,  and  is  in- 
serted into  the  base  of  the  last  phalanx. 

The  tendons  of  the  three  extensors  of  the  thumb  may  be  easily 
distinguished  in  one's  own  hand.  The  extensor  ossis  metacarpi, 
and  primi  internodii  pollicis,  cross  obliquely  over  the  radial  artery 
where  it  lies  on  the  external  lateral  ligament  of  the  carpus ;  the 
extensor  secundi  internodii  pollicis  crosses  the  artery  just  before 
it  sinks  into  the  palm,  between  the  first  and  second  metacarpal 
bones,  and  is  a  good  guide  to  the  vessel.  The  action  of  the  three 
extensors  of  the  thumb  is  implied  by  their  names. 

Extensor  This  muscle  arises  from  the  posterior  surface 

Indicis  oe  Indi-  of  the  ulna,  below  the  extensor  secundi  inter- 
nodii  pollicis.  The  tendon  passes  beneath  the 
posterior  annular  ligament,  in  the  same  groove,  on  the  back  of 
the  radius,  with  the  tendons  of  the  extensor  digitorum  communis. 
It  then  proceeds  over  the  back  of  the  hand  to  the  first  phalanx  of 
the  index  finger,  where  it  is  united  to  the  inner  border  of  the  com- 
mon extensor  tendon.  By  the  action  of  this  muscle  the  index 
finger  can  be  extended  independently  of  the  others. 

Eeflect  the  extensor  carpi  radialis  brevior  and 
the  anconeus  from  their  origins,  to  expose  the  fol- 
lowing muscle. 

Supinator  This  muscle  embraces  the  upper  third  of  the 

Radii  Brbtis.  radius.  It  arises  from  the  external  lateral  liga- 
ment of  the  elbow-joint,  from  the  annular  ligament  surrounding 
the  head  of  the  radius,  from  an  oblique  ridge  on  the  outer  surface 
of  the  ulna  below  the  insertion  of  the  anconeus,  and  by  fleshy  fibres 
from  the  triangular  excavation  below  the  lesser  sigmoid  notch  of 
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the  ulna.  The  muscular  fibres  turn  over  the  neck  and  upper  part 
of  the  shaft  of  the  radius,  and  are  iTiserted  into  the  upper  third  of 
this  bone,  as  far  forwards  as  the  ridge  leading  from  the  tubercle 
to  the  insertion  of  the-  pronator,  teres.  The  muscle  is  traversed 
obliquely  by  the  posterior  interosseous  nerve,  which  sends  a  branch 
to  it,  and  its  upper  part  is  in  contact  with  the  capsule  .of  the 
elbow-joint.  It  is  a  powerful  supinator  of  the  forearm,  some  of  its 
fibres  acting  at  nearly  a  right  angle  to  the  axis  of  the  radius. 

Posterior  This  artery  comes  from  the  ulnar  by  a  common 

Interosseous  trunk  with  the  anterior  interosseous  (p.  296),  and 
Artery.  supplies  the  muscles  on  the  back  of  the  forearm. 

It  passes  between  the  oblique  ligament  and  the  interosseous  mem- 
brane, and  appears,  at  the  back,  between  the  supinator  radii  brevis 
and  the  extensor  ossis  metacarpi  pollicis.  After  supplying  branches 
to  all  the  muscles  in  this  situation,  the  artery  descends,  much 
diminished  in  size,  between  the  superficial  and  deep  layer  of 
muscles  to  the  wrist,  where  it  inosculates  with  the  carpal  branches 
of  the  anterior  interosseous,  and  the  posterior  carpal  branches  of 
the  radial  and  ulnar  arteries. 

The  largest  branch  of  this  artery  is  the  interosseom  recurrent.  It 
ascends  beneath  the  anconeus  to  the  space  between  the  external  condyle 
and  the  olecranon,  where  it  inosculates  with  the  branch  of  the  superior 
profunda,  which  descends  in  the  substance  of  the  triceps,  and  with  the 
posterior  ulnar  recurrent  artery. 

In  the  lower  part  of  the  back  of  the  forearm,  a  branch  of  the 
anterior  interosseous  artery  is  seen  passing  through  the  interosseous 
membrane  to  reach  the  back  of  the  wrist. 

Posterior  nerve  which  supplies  the  muscles  on  the 

Interosseous  back  of  the  forearm  is  the  postenor  interosseous, 
Nebte.  Qj^g  Qf  ^}jg  divisions  of  the  musculo-spiral.  It 

passes  obliquely  through  the  supinator  radii  brevis,  and  descends 
between  the  superficial  and  deep  layer  of  muscles  on  the  back  of 
the  forearm,  sending  to  each  a  filament,  generally  in  company  with 
a  branch  of  the  posterior  interosseous  arteiy.  It  sends  a  branch  to 
the  extensor  carpi  radialis  brevier,  and  supplies  the  supinator  brevis 
in  passing  through  its  substance.    The  supinator  radii  longus  and 
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the  extensor  carpi  radialis  longior  are  supplied  bj  distinct  branches 
from  the  musculo-spiral. 

The  continuation  of  the  posterior  interosseous  nerve  descends 
beneath  the  extensor  secundi  internodii  pollicis  and  the  tendons  of 
the  extensor  digitorum  communis  to  the  back  of  the  wrist.  Behind 

Fig.  61. 


1 .  The  superior  profunda. 

2.  The  anastomotica  magna. 

3.  The  posterior  ulnar  recur- 

rent. 


The  posterior 
interosseous 


its  ascending 
•  and  descend- 
ing branches. 

5.  The  termination  of  the  an- 

terior interosseous. 

6.  The  posterior  carpal  arch. 


DIAGRAM  SHOWING  THE  ANASTOMOSES  OF  ARTERIES  AT  THE  BACK  OF  THE  ELBOW 

AND  WRIST  JOINTS. 

the  common  extensor  tendons  the  nerve  forms  a  gangliform  enlarge- 
ment from  which  iBlaments  are  sent  to  the  carpal  and  metacarpal 
joints. 

The  radial  arterv  is  continued  over  the  external 

Dissection. 

Radial  Artery  lateral  ligament  of  the  carpus,  beneath  the  extensor 
ON  THE  Back  of  tendons  of  the  thumb,  to  the  proximal  part  of  the 
the  Wrist.  interval  between  the  first  and  second  metacarpal 
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bones,  where  it  dips  down  between  the  two  origins  of  the  abductor 
indicis,  and,  entering  the  palm,  forms  the  deep  palmar  arch.  In 
this  part  of  its  course  it  is  crossed  by  filaments  of  the  radial  nerve  ; 
observe,  also,  that  the  tendon  of  the  extensor  secundi  internodii 
pollicis  passes  over  it  immediately  before  it  sinks  into  the  palm. 
It  supplies  the  following  small  branches  to  the  back  of  the 
hand : — 

a.  Posterior  carpal  artery. — This  branch  passes  across  the  carpal 
bones,  beneath  the  extensor  tendons.  It  inosculates  with  the  termina- 
tion of  the  anterior  interosseous  artery,  and  forms  an  arch  beneath  the 
extensor  tendons,  with  a  corresponding  branch  from  the  ulnar  artery. 
The  carpal  artery  sends  off  small  branches,  called  the  dorsal  interosseous, 
which  descend  along  the  third  and  fourth  interosseous  spaces  from  the 
arch  just  mentioned,  beneath  the  extensor  tendons,  and  inosculate  near 
the  carpal  ends  of  the  metacarpal  bones  with  the  perforating  branches 
from  the  deep  palmar  arch. 

b.  The  first  dorsal  interosseous  artery  is  generally  larger  than  the 
others.  It  passes  towards  the  second  interosseous  space  to  the  cleft  be- 
tween the  index  and  middle  fingers,  commnnicating  here  with  a  perfora- 
ting branch  of  the  deep  palmar  arch,  and  terminates  in  small  branches, 
some  of  which  proceed  along  the  back  of  the  fingers,  others  inosculate 
with  the  palmar  digital  arteries. 

c.  The  dorsal  artery  of  the  indexfinger,  a  bi-anch  of  variable  size, 
passes  over  the  first  interosseous  muscle  to  the  radial  side  of  the  back  of 
the  index  finger. 

d.  The  dorsal  arteries  of  the  thumb  are  two  small  branches  which 
arise  from  the  radial  opposite  the  head  of  the  first  metacarpal  bone,  and 
run  along  the  back  of  the  thumb,  one  on  either  side.  They  are  often 
absent. 

These  dorsal  interosseous  arteries  supply  the  extensor  tendons  and 
theu-  sheaths,  the  interosseous  muscles,  and  the  skin  on  the  back  of  the 
hand,  and  the  first  phalanges  of  the  fingers. 

Eemove  the  tendons  from  the  back,  and  from 

DmsECTiov 

the  palm,  of  the  hand :  observe  the  deep  palmar 
fascia  which  covers  the  interosseous  muscles.  It  is  attached  to 
the  ridges  of  the  metacarpal  bones,  forms  a  distinct  sheath  for 
each  interosseous  muscle,  and  is  continuous  inferiorly  with  the 
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transverse  metacarpal  ligament.    On  the  back  of  the  hand  the 
interosseous  muscles  are  covered  by  a  thin  fascia,  which  is  attached 
to  the  adjacent  borders  of  the  metacarpal  bones. 
Tkanstersb 

This  consists  of  strong  bands  of  ligamentous 
Metacarpal  fibres,  which'  pass  ti'ansversely  between  the  distal 
Ligament.  extremities  of  the  metacarpal  bones.   These  bands 

are  intimately  united  to  the  fibro-cartilaginous  ligament  of  the 
metacarpal  joints,  and  are  of  suflBcient  length  to  admit  of  a  certain 
degree  of  movement  between  the  ends  of  the  metacarpal  bones. 


Fig.  62\ 


Fig.  63. 


DIAGRAM  OF  THE  F0T7E  DORSAL  IN- 
TEEOSSEI,  DRAWING  FROM  THE 
MIDDLE  LINE. 


DIAGRAM  OF  THE  THREE  PALMAE  INTEH- 
OSSEI,  AND  THE  ADDUCTOR  POLLICIS, 
DRAWING  TOWARDS  THE  SnDDLE  LIKE. 


DiSSECTIOK. 


Eemove  the  fascia  which  covers  the  interosseous 
muscles, .  and  .  separate  the  metacarpal  bones  by 
dividing  the  transverse  metacarpal  ligament.  A  bursa  is  fre- 
quently developed  between  their  digital  extremities. 

Interosseous  These  muscles,  SO  named  from  their  position, 
MusciJ3s.  extend  from  the  sides  of  the  metacarpal  bones  to 

the  bases  of  the  first  phalanges  and  the  extensor  tendons  of  the 
fingers.  In  each  interosseous  space  (except  the  first,  in  which 
there  is  only  an  abductor)  there  are-  two  muscles,  one  of  which 
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is  an  abductor,  the  other  an  adductor,  of  a  finger.  Thus  there 
are  s&ven  in  all ;  four  of  which,  situated  on  the  back  of  the  hand, 
are  called  dorsal ;  the  remainder,  seen,  only  in  the  palm,  are  called 
palmar.*    They  are  all  supplied  by  the  ulnar  nerve. 

Dorsal  Each  dorsal  interosseous  muscle  arises  from  the 

Intkbossei.  opposite  sides  of  two  contiguous  metacarpal-  bones 

(fig.  62).  From  this  double  origin  the  fibres  converge  to  a  ten- 
don, which  passes  between  the  metacarpal  joints  of  the  finger,  and 
is  inserted  into  the  side  of  the  base  of  the  first  phalanx,  and  by  a 
broad  expansion  into  the  extensor  tendon  on  the  back  of  the  same 
finger. 

T\\e  first  dorsal  interosseous  muscle  (abductor  indids)  is  larger 
than  the  others,  and  occupies  the  interval  between  the  thumb  and 
fore-finger.  It  arises  from  the  proximal  half  of  the  ulnar  side  of 
the  first  metacarpal  bone,  and  from  the  entire  length  of  the  radial 
side  of  the  second  :  between  the  two  origins,  the  radial  artery  passes 
into  the  palm.  Its  fibres  converge  on  either  side  to  a  tendon, 
which  is  inserted  into  the  radial  side  of  the  first  phalanx  of  the 
index  finger  and  its  extensor  tendon. 

The  second  dorsal  interosseous  muscle  occupies  the  second 
metacarpal  space.  It  is  inserted  into  the  radial  side  of  the  first 
phalanx  of  the  middle  finger  and  its  extensor  tendon. 

The  third  and  fourth,  occupying  the  corresponding  metacarpal 
spaces,  are  inserted,  the  one  into  the  ulnar  side  of  the  middle,  the 
other  into  the  ulnar  side  of  the  ring  finger. 

If  a  line  be  drawn  longitudinally  through  the  middle  finger, 
as  represented  by  the  dotted  line  in  fig.  62,  we  find  that  all  the 
dorsal  interosseous  muscles  are  abductors  from  that  line ;  conse- 
quently, they  separate  the  fingers  from  each  other. 

Palmab  Intee-  It  requires  a  careful  examination  to  distinguish 
OSSEOUS.  this  set  of  muscles,  because  the  dorsal  muscles 

protrude  with  them  into  the  palm.  They  are  smaller  than  the 
dorsal,  and  each  arises  from  the  lateral  surface  of  only  one  meta- 
carpal bone — that,  namely,  connected  with  the  finger  into  which 

*  If  we  consider  the  adductor  pollicis  as  a  palmar  interosseous  muscle,  there  would 
be  four  palmar  and  four  dorsal — all  supplied  by  the  ulnar  nerve. 
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the  muscle  is  inserted  (fig.  63).  They  terminate  in  small  tendons, 
which  pass  between  the  metacarpal  joints  of  the  fingers,  and  are 
inserted,  like  tliose  of  the  dorsal  muscles,  into  the  sides  of  the  first 
phalanges  and  the  extensor  tendons  on  the  back  of  the  fingers. 

The  first  palmar  interosseous  muscle  arises  from  the  ulnar  side 
of  the  second  metacarpal  bone,  and  is  inserted  into  the  ulnar  side 
of  the  index  finger.  The  second  and  third  arise,  the  one  from  the 
radial  side  of  the  fourth,  the  other  from  the  radial  side  of  the  fifth 
metacarpal  bone,  and  are  inserted  into  the  same  sides  of  the  ring 
and  little  fingers. 

The  palmar  interosseous  muscles  are  all  adductors  to  a  line 
drawn  through  the  middle  finger  (fig.  63).  They  are,  therefore, 
the  opponents  of  the  dorsal  interosseous,  and  move  the  fingers 
towards  each  other. 

The  palmar  and  dorsal  interossei  are  supplied  by  filaments 
from  the  deep  branch  of  the  ulnar  nerve. 


DISSECTION  OF  THE  LIGAMENTS. 


Stekno-clati-  "^^^  inner  end  of  the  clavicle  articulates  with 
cuLAE  JOINT.  the  comparatively  small  and  shallow  excavation 

on  the  upper  and  outer  part  of  the  sternum.  The  security  of  the 
joint  depends  upon  the  great  strength  of  its  ligaments.  There  are 
two  synovial  membranes,  and  an  intervening  fibro-cartilage. 

The  anterior-  sterno-clavicular  ligament  (fig.  64)  consists  of  a 
strong  broad  band  of  ligamentous  fibres,  which  pass  obliquely 
downwards  and  inwards  over  the  front  of  the  joint,  from  the  inner 
end  of  the  clavicle  to  the  anterior  surface  of  the  sternum. 

The  posterior  sterno-clavicular  ligament  extends  over  the 
back  of  the  joint,  from  the  back  of  the  clavicle  to  the  back  of  the 
stermmi  in  a  similar  manner  to  the  anterior. 

The  inter-clavicular  ligament  connects  the  clavicles  directly*. 
It  extends  transversely  above  the  notch  of  the  sternum,  and  has  a 
broad  attachment  to  the  upper  border  of  each  clavicle.  Between 
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the  clavicles  it  is  more  or  less  attached  to  the  sternum,  so  that  it 
forms  a  curve  with  the  concavity  upwards. 

The  three  ligaments  just  described  are  so  closely  connected 
that,  collectively,  they  form  for  the  joint  a  complete  fibrous 
capsule  of  such  strength  that  dislocation  of  it  is  rare. 

The  costo-clavicular  or  rhomboid  ligament  connects  the  cla- 
vicle to  the  cartilage  of  the  first  rib.  It  ascends  obliquely  out- 
wards and  backwards  from  the  cartilage  of  the  rib  to  a  rough  sur- 
face beneath  the  sternal  end  of  the  clavicle.  Its  use  is  to  limit 
the  elevation  of  the  clavicle.  There  is  such  constant  movement 
between  the  clavicle  and  the  cartilage  of  the  first  rib  that  a  well- 
marked  bursa  is  commonly  found  between  them. 


Fig.  64. 


DIAGEAM  OF  THE  STEHNO-CLAYICtTLAR  LIGAMENTS. 

1.  Inter-clavicular  ligament.  3.  Costo-claviciilar  ligament. 

2.  Anterior  sterno-clavicular  ligament.  4.  Inter-articolar  fibro-cartilage. 

Inter-articular  fibro-cartilage. — To  see  this,  cut  through  the 
rhomboid,  the  anterior  and  posterior  ligaments  of  the  joint,  and 
raise  the  clavicle.  It  is  nearly  circular  in  form,  and  thicker  at 
the  circumference  than  the  centre,  in  which  there  is  sometimes  a 
perforation.  Inferior ly,  it  is  attached  to  the  cartilage  of  the  first 
rib,  close  to  the  sternum ;  superiorly,  to  the  upper  part  of  the 
clavicle  and  the  inter-clavicular  ligament.  Its  circumference  is 
inseparably  connected  with  the  anterior  and  posterior  ligaments. 

The  joint  is  provided  with  two  synovial  membranes :  one 
between  the  articular  surface  of  the  sternum  and  the  inner  surface 
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of  the  fibro-cartilage ;  the  other  between  the  articular  surface  of 
the  clavicle  and  the  outer  surface  of  the  fibro-cartilage. 

This  inter-articular  fibro-cartilage  is  a  structure  highly  elastic, 
without  admitting  of  any  stretching.  It  equalises  pressure,  breaks 
shocks,  and  also  acts  as  a  ligament,  tending  to  prevent  the  clavicle 
from  being  driven  inwards  towards  the  mesial  line. 

Observe  the  relative  form  of  the  cartilaginous  surfaces  of  the 
bones :  that  of  the  sternum  is  slightly  concave  in  the  transverse, 
and  convex  in  the  antero-posterior  dii'ection  ;  that  of  the  clavicle 
is  the  reverse. 

The  form  of  the  articular  surfaces  and  the  ligaments  of  a  joint 
being  known,  it  is  easy  to  understand  the  movements  of  which  it 
is  capable.  The  clavicle  can  be  moved  upon  the  sternum  in  a 
direction  either  vertical  or  horizontal :  thus  it  admits  of  circum- 
duction. These  movements,  though  limited  at  the  sternum,  are 
considerable  at  the  apex  of  the  shoulder. 

ScAPULo-  "^^^  outer  end  of  the  clavicle  articulates  with 

CLAVICULAR  tho  acromiou,  and  is  connected  by  strong  liga- 

JoiNT.  ments  to  the  coracoid  process  of  the  scapula. 

The  clavicle  and  the  acromion  articulate  with  each  other  by 
two  flat  oval  cartilaginous  surfaces,  of  which  the  planes  slant  in- 
wards, and  the  longer  diameters  are  in  the  antero-posterior 
direction. 

The  superior  ligament,  a  broad  band  of  ligamentous  fibres, 
strengthened  by  the  aponeurosis  of  the  trapezius,  extends  from  the 
upper  surface  of  the  acromion  to  the  upper  surface  of  the  clavicle. 

The  inferior  ligament,  of  less  strength,  extends  along  the 
under  surface  of  the  joint  from,  bone  to  bone. 

An  inter-articular  fibro-cartilage  is  sometimes  found  in  this 
joint:  but  it  is  incomplete,  and  seldom  extends  lower  than  the 
upper  half.    There  is  only  one  synovial  membrane. 

Coraco-clavicular  ligament.-  -The  clavicle  is  connected  to  the 
coracoid  process  of  the  scapula  by  two  strong  ligaments — the 
conxiid  and  trapezoid,  which,  being  continuous  with  each  other, 
should  be  considered  as  one.    The  trapezoid  ligament  is  the  more 
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anterior  and  external.  It  arises  from  the  back  part  of  the  coracoid 
process,  and  ascends  obliquely  backwards  and  outwards  to  the 
clavicle,  near  its  outer  end.  The  conoid  ligament  is  fixed  at  its 
apex  to  the  root  of  the  coracoid  process,  ascends  nearly  vertically, 
and  is  attached  by  its  base  to  the  clavicle.  When  the  clavicle  is 
fractured  in  the  line  of  the  attachment  of  the  coraco-clavicular 
ligament,  there  is  little  or  no  displacement  of  the  fractured  ends, 
these  being  kept  in  place  by  the  ligament. 

LiGAiEBNTs  OF  These  are  two :  the  transverse  ligament,  at- 
THE  Scapula.  tached  to  the  margins  of  the  supra-scapular  notch; 
and  the  coraco-acromial  or  triangular  ligament,  attached  by  its 

Fig.  65. 

5.  Tendon  of  biceps. 

6.  Capsular  ligament  of 
the  shoulder-joint. 

7.  Coraco-humeral  liga- 
ment. 

8.  Foramen  in  the  cap- 
sular ligament  for  the 
subacapnlaris  tendon. 


ANTEBIOR  VIEW  OF  THE  SCAPUXO-CLATICULAU  LIGAMENTS,  AND  OF  THE 

SHOULDER-JOINT, 


apex  to  the  acromion,  and  by  its  base  to  the  outer  border  of  the 
coracoid  process.  It  is  separated  from  the  upper  part  of  the 
capsule  of  the  shoulder-joint  by  a  large  bursa. 

Shoulder-  The  articular  surface  of  the  head  of  the  humerus, 

JOINT.  forming  rather  more  than  one-third  of  a  sphere,' 

moves  upon  the  shallow  glenoid  cavity  of  the  scapula,  which  is 
of  an  oval  form,  with  the  broader  end  downwards,  and  the  long 
diameter  nearly  vertical.  The  security  of  the  joint  depends,  not 
upon  any  mechanical  contrivance  of  the  bones,  but  upon  the  great 
strength  and  number  of  the  tendons  which  surround  and  are  in 
timately  connected  with  it. 
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To  admit  tlie  free  motion  of  the  head  of  the  humerus  upon  the 
glenoid  cavity,  it  is  requisite  that  the  capsular  ligament  of  the 
joint  be  loose  and  capacious.  Accordingly,  the  head  of  the  bone, 
when  detached  from  its  muscular  connections,  may  be  separated 
from  the  glenoid  cavity  to  the  extent  of  an  inch,  or  more,  without 
laceration  of  the  capsule.  This  explains  the  elongation  of  the  arm 
observed  in  some  cases  in  which  effusion  takes  place  into  the  joint ; 
also  in  cases  of  paralysis  of  the  deltoid. 

The  capsular  ligament  is  attached  above,  round  the  circum- 
ference of  the  glenoid  cavity ;  below,  round  the  anatomical  neck 
of  the  humerus.  It  is  strongest  on  its  upper  aspect,  weakest  and 
longest  on  its  lower.  It  is  strengthened  on  its  upper  and  pos- 
terior part  by  the  tendons  of  the  supra-spinatus,  infra-spinatus, 
and  teres  minor  ;  its  inner  part  is  strengthened  by  the  broad 
tendon  of  the  subscapularis,  its  lower  part  by  the  long  head  of  the 
triceps. 

Thus  the  circumference  of  the  capsule  is  surrounded  by  tendons 
on  every  side,  excepting  a  small  space  towards  the  axilla.  If  the 
humerus  be  raised,  it  will  be  found  that  the  head  of  the  bone  rests 
upon  this  unprotected  portion  of  the  capsule,  between  the  tendons 
of  the  subscapularis  and  the  long  head  of  the  triceps  :  through  this 
part  of  the  capsule  the  head  of  the  bone  is  first  protruded  in  dis- 
locations into  the  axilla. 

At  the  upper  and  inner  side  of  the  joint,  a  small  opening 
(foramen  ovale)  is  observable  in  the  capsular  ligament,  through 
which  the  tendon  of  the  subscapularis  passes,  and  comes  in  contact 
with  the  synovial  membrane. 

The  upper  surface  of  the  capsule  is  strengthened  by  a  strong 
band  of  ligamentous  fibres,  called  the  coraco-humeral  or  accessoty 
ligament.  It  is  attached  to  the  root  of  the  coracoid  process, 
expands  over  the  upper  surface  of  the  capsule,  with  which  it  is 
inseparably  united,  and  is  fixed  into  the  greater  tuberosity  of  the 
humerus. 

Open  the  capsule  to  see  the  tendon  of  the  long  head  of  the 
biceps.  It  enters  the  joint  through  the  groove  between  the  two 
tuberosities,  becomes  slightly  flattened,  and  passes  over  the  head 
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of  the  bone  to  be  attached  to  the  upper  border  of  the  glenoid 
cavity.  It  is  loose  and  movable  within  the  joint.  It  acts  like  a 
strap,  keeping  down  the  head  of  the  bone  when  the  arm  is  raised 
by  the  deltoid. 

The  tendon  of  the  biceps,  strictly  speaking,  does  not  perforate 
the  synovial  membrane  of  the  joint.  It  is  inclosed  in  a  tubular 
sheath,  wliich  is  reflected  over  it  at  its  attachment  to  the  glenoid 
cavity,  and  accompanies  it  for  two  inches  down  the  groove  of  the 
liumerus.  During  the  earlier  part  of  foetal  life,  it  is  connected  to 
the  capsule  by  a  fold  of  synovial  membrane,  which  subsequently 
disappears. 

The  margin  of  the  glenoid  cavity  of  the  scapula  is  surrounded 
by  a  fibrous  band  of  considerable  thickness,  called  the  glenoid 
ligament.  This  not  only  enlarges,  but  deepens  the  cavity. 
Superiorly,  it  is  continuous  on  either  side  with  the  tendon  of  the 
biceps  ;  inferiorly,  with  the  tendon  of  the  triceps  :  in  the  rest  of 
its  circumference  it  is  attached  to  the  edge  of  the  cavity. 

The  cartilage  covering  the  head  of  the  humerus  is  thicker  at 
the  centre  than  at  the  circumference.  The  reverse  is  the  case  in 
the  glenoid  cavity. 

The  synovial  membrane  lining  the  under  surface  of  the  capsule 
is  reflected  around  the  tendon  of  the  biceps,  and  passes  with  it  in 
the  form  of  a  cul-de-sac  down  the  bicipital  groove.  On  the  inner 
side  of  the  joint  it  always  communicates  with  the  bursa  beneath 
the  tendon  of  the  subscapularis. 

The  shoulder-joint  has  a  more  extensive  range  of  motion  than 
any  other  joint  in  the  body ;  it  is  what  mechanics  call  a  universal 
joint.  It  is  capable  of  motion  forwards  and  backwards,  of  adduc- 
tion, abduction,  circumduction,  and  rotation. 

^  The  elbow-joint  is  a  perfect  hinge.    The  larger 

Elbow-joint,  .        .  ,  ° 

Sigmoid  cavity  of  the  ulna  is  adapted  to  the 
trochlea  upon  the  lower  end  of  the  humerus,  admitting  only  of 
flexion  and  extension ;  while  the  shallow  excavation  upon  the  head 
of  the  radius  admits  not  only  of  flexion  and  extension,  but  of  rota- 
tion, upon  the  rounded  articular  eminence  (capitellum)  of  the 
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humerus.  The  joint  is  secured  by  two  strong  lateral  ligaments. 
No  ligament  is  attached  to  the  head  of  the  radius,  otherwise  its 
rotatory  movement  would  be  impeded.  The  head  is  simply  sur- 
rounded by  a  ligamentous  collar,  called  the  annular  ligament, 
within  which  it  freely  rolls  in  pronation  and  supination  of  the 
hand. 

Internal  lateral  ligament. —  This  is  triangular,  and  is  divided 
into  two  portions,  an  anterior  and  a  posterior.  Its  anterior  part 
is  attached  to  the  front  of  the  internal  condyle  of  the  humerus  : 

Fio.  66. 


a.  External  lateral  liga- 
ment. 

6.  Orbicular  or  anmilar 
ligament. 


LIGAMENTS  OF  THE  ELBOW  JOINT. 


from  this  point  the  fibres  radiate,  and  are  inserted  along  the  inner 
margin  of  the  coronoid  process  of  the  ulna.  The  posterior  part  is 
also  triangular,  and  passes  from  the  back  part  of  the  internal  con- 
dyle to  the  inner  border  of  the  olecranon. 

A  band  of  fibres  extends  transversely  from  the  olecranon  to 
the  coronoid  process,  across  a  notch  observable  on  the  inner  side 
of  the  sigmoid  cavity  :  through  this  notch  small  vessels  pass  into 
the  joint. . 

External  lateral  ligament.— This  is  attached  to  the  external 
condyle  of  the  humerus,  and  is  in  intimate  connection  with  the 
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common  tendon  of  the  extensors.  The  fibres  spread  out  as  they 
descend,  and  are  interwoven  with  the  annular  ligament,  surround- 
ing the  head  of  the  radius. 

The  anterior  and  posterior  ligaments  of  the  elbow-joint  con- 
sist of  a  few  thin  ligamentous  fibres,  spread  over  the  capsule  of 
the  joint,  in  front  and  behind.  There  is  no  need  of  ligaments  to 
limit  flexion  and  extension  in  this  joint :  the  coronoi'd  process 
limits  the  one  ;  the  olecranon  the  other. 

The  preceding  ligaments,  collectively,  form  a  continuous  cap- 
sule for  the  joint. 

Superior  The  orbicular  or  annular  ligament  of  the 

Kadio-ui-nar  radius  (fig.  66)  does  not  of  itself  make  a  ring. 
Articulation.  j^g  p^^jg  a,re  attached  to  the  anterior  and  posterior 
borders  of  the  lesser  sigmoid  cavity  of  the  ulna.  With  this  cavity 
it  forms  a  complete  collar,  which  encircles  the  head,  and  part  of 
the  neck,  of  the  radius.  The  lower  part  of  the  ring  is  narrower 
than  the  upper,  the  better  to  clasp  the  neck  of  the  radius,  and 
maintain  it  more  accurately  in  position.  The  external  lateral 
ligament  is  attached  to  its  outer  surface. 

Synovial  membrane  of  the  elbow-joint. — Open  the  joint  by  a 
transverse  incision  in  front,  and  observe  the  relative  adaptation  of 
the  cartilaginous  surfaces  of  the  bones.  The  synovial  membrane 
lines  the  interior  of  the  capsule,  and  forms  a  cul-de-sac  between 
the  head  of  the  radius  and  its  annular  ligament.  It  is  widest  and 
loosest  under  the  tendon  of  the  triceps.  Where  the  membrane  is 
reflected  from  the  bones  upon  the  ligaments,  there  is  more  or  less 
adipose  tissue,  particularly  in  the  fossse  on  the  front  and  back  part 
of  the  lower  end  of  the  humerus. 

Interosseous  This  is  an  aponeurotic  septum,  stretched  be- 

LiGAMENT  OR  twccn  the  bones  of  the  forearm,  of  which  the  chief 
Membrane.  purpose  is  to  afford  an  increase  of  surface  for  the 

attachment  of  muscles.  The  septum  is  deficient  above,  to  permit 
free  rotation  of  the  radius.  Its  fibres  extend  obliquely  downwards 
from  the  radius  to  the  ulna.  It  is  perforated  in  its  lower  third  by 
the  anterior  interosseous  vessels. 

The  name  of  round  or  oblique  ligament  is  given  to  a  thin 
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band  of  fibres,  which  extends  obliquely  between  the  bones  of 
the  forearm  in  a  direction  contrary  to  those  of  the  interosseous 
membrane.  It  is  attached,  superiorly,  to  the  front  surface  of  the 
ulna,  near  the  outer  side  of  the  coronoid  process  ;  inferiorly,  to  the 
radius  immediately  below  the  tubercle.  Between  this  ligament 
and  the  upper  border  of  the  interosseous  membrane  is  a  triangular 
interval  through  which  the  posterior  interosseous  artery  passes  to 
the  back  of  the  forearm.  A  bursa  intervenes  between  the  oblique 
ligament  and  the  insertion  of  the  tendon  of  the  biceps.  The  use 
of  this  ligament  is  to  limit  supination  of  the  radius. 

Eadio-caepal  This  joint  is  formed  by  the  lower  end  of  the 
OR  Wrist-joint.  radius,  which  articulates  with  the  scaphoid  and 
semilunar  bones  of  the  carpus :  the  lower  end  of  the  ulna  is  ex- 
cluded from  the  joint  by  a  triangular  fibro-cartilage,  which  articu- 
lates with  a  small  portion  of  the  cuneiform  bone.  The  joint  is 
secured  by  an  anterior,  a  posterior,  and  two  lateral  ligaments. 

The  external  lateral  ligament  extends  from  the  styloid  process 
of  the  radius  to  the  scaphoid  bone,  to  the  anterior  annular  ligament, 
and  to  the  trapezium. 

The  internal  lateral  ligament  proceeds  from  the  extremity  of 
the  styloid  process  of  the  ulna  to  the  cuneiform  bone.  Some  of 
its  fibres  are  attached  to  the  pisiform  bone  and  the  anterior  annular 
ligament. 

The  anterior  ligament  consists  of  two  or  more  broad  bands  of 
ligamentous  fibres,  which  extend  from  the  lower  end  of  the  radius 
to  the  first  row  of  carpal  bones. 

The  posterior  ligament,  weaker  than  the  preceding,  proceeds 
from  the  posterior  surface  of  the  lower  end  of  the  radius,  and  is 
attached  to  the  posterior  surfaces  of  the  first  row  of  carpal  bones. 

The  synovial  membrane  lines  the  under  surface  of  the  trian- 
gular fibro-cartilage  at  the  end  of  the  ulna,  is  reflected  over  the 
several  ligaments  of  the  joint,  and  thence  upon  the  first  row  of 
the  carpal  bones. 

Inferior  "^^^  inner  Surface  of  the  lower  end  of  the  radius 

Radio-ulnab  presents  a  slight  concavity,  which  rotates  upon 
Articulation.       the  convex  head  of  the  ulna :  this  mechanism  is 


RADIO-CARPAL  JOINT. 


347. 


essential  to  the  pronation  and  supination  of  the  hand.  These 
corresponding  surfaces  are  covered  with  a  thin  layer  of  cartilage, 
and  are  provided  with  a  very  loose  synovial  membrane.  The  jomt 
is  strengthened  in  front  and  behind  by  thin  transverse  ligamentous 
fibres,  which  extend  from  the  anterior  and  posterior  borders  of  the 
sio-moid  cavity  of  the  radius  to  the  anterior  and  posterior  surfaces 
of^the  styloid  process  of  the  ulna.  But  the  principal  uniting  me- 
dium between  the  bones  is  the  following  strong  fibro-cartilage  :— 

Fig.  67. 


1.  External  lateral  liga- 

ment 

2.  Internal  lateral  liga- 

ment. 

3.  Interarticular  fibro- 

cartilage  between 
radius  and  ulna. 


4.  Interosseous  liga- 

ments. 

5.  Lateral  ligaments 

of  the  intercar- 
pal joint. 


DIAGRAM  OF  THE  LIGAMENTS  AND  SYNOVIAL  MEMBRANES  OF  TUE  WEIST-.T0:NT. 


Fibro-cartilage  between  the  radius  and  ulna. — Saw  through 
the  bones  of  the  forearm,  and  separate  them  by  cutting  through 
the  interosseous  membrane,  and  opening  the  synovial  membrane 
of  the  joint  between  the  lower  ends.  Thus  a  good  view  is  ob- 
tained of  the  fibro-cartilage  which  connects  them  (fig.  67).  It  is 
triangiilar,  and  placed  transversely  at  the  lower  end  of  the  ulna, 
filling  up  the  interval  caused  by  the  greater  length  of  the  radius. 
Its  base  is  attached  to  the  lower  end  of  the  radius  ;  its  apex  to 
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a  depression  at  the  root  of  the  styloid  process  of  the  ulna.  It  is 
thin  at  the  base  and  centre,  thicker  at  the  apex  and  sides.  Its 
upper  surface  is  in  contact  with  the  ulna,  and  covered  by  the 
synovial  membrane  of  the  radio-ulnar  joint ;  its  lower  siu:face, 
forming-  a  part  of  the  wrist-joint,  corresponds  to  the  cuneiform 
bone.  Its  borders  are  connected  with  the  anterior  and  posterior 
ligaments  of  the  wrist.  In  some  instances  there  is  an  aperture  in 
the  centre. 

When,  from  accident  or  disease,  this  fibro-cartilage  gets  de- 
tached from  the  radius,  the  consequence  is  an  abnormal  projection 
of  the  lower  end  of  the  ulna. 

The  synovial  membrane  of  this  joint  is  distinct  from  that  of 
the  wrist,  except  in  the  case  of  a  perforation  through  the  fibro- 
cartilage.  On  account  of  its  great  looseness,  necessary  for  the  free 
rotation  of  the  radius,  it  is  called  memhrana  sacciformis. 

The  bones  of  the  carpus  are  arranged  in  two 
Carpal  Joints.  ,     ,  i     i    i  j_         ■,  it 

rows,  an  upper  and  a  lower,  adapted  to  each  other, 

so  as  to  form  between  them  a  joint,  connected  by  anterior,  posterior, 

internal,  and  external  lateral  ligaments. 

The  bones  constituting  each  row  are  united  by  ligaments 
j)laced  on  their  palmar  and  dorsal  surfaces,  and  by  others  placed 
between  the  bones,  and  hence  called  interosseous.  Their  con- 
tiguous surfaces  (those  of  the  pisiform  and  cuneiform  excepted) 
are  covered  by  the  reflections  of  one  synovial  membrane. 

The  first  row  is  united  by  dorsal  and  palmar  transverse  liga- 
ments proceeding  from  the  scaphoid  to  the  semilunar  bone,  and 
from  the  semilunar  to  the  cvmeiform  ;  also  by  interosseous  liga- 
ments, proceeding  from  the  semilunar  to  the  bones  on  either  side 
of  it  (fig.  67). 

The  pisiform  hone  is  articulated  to  the  palmar  surface  of  the 
cuneiform  bone,  to  which  it  is  united  by  a  fibrous  capsule.  In- 
feriorly  it  is  attached  by  two  strong  ligaments,  the  one  to  the 
unciform  bone,  the  other  to  the  carpal  end  of  the  fifth  metacarpal 
bone.    This  articulation  has  a  distinct  synovial  membrane. 

The  second  row  of  carpal  bones  is  connected  in  the  same  way 
ae  the  upper.    The  dorsal  and  palmar  ligaments  pass  transversely 
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from  one  to  the  other.  There  are  usually  two  interosseous  liga- 
ments, one  on  either  side  of  the  os  magnum  ;  sometimes  there  is  a 
third,  between  the  trapezium  and  trapezoid  bones  ;  they  are  thicker 
and  stronger  than  those  of  the  upper  row,  and  unite  the  bones 
more  firmly  together. 

iNTEBCAEPAL  Tho  uppcr  row  of  carpal  bones  is  arranged  in  the 
Joint.  form  of  an  arch,  so  as  to  receive  the  corresponding 

convex  surfaces  of  the  os  magnum  and  unciforme.  External  to 
the  OS  magnum,  the  trapezium  and  trapezoid  bones  present  a 
slightly  concave  surface,  which  articulates  with  the  scaphoid.  In 
this  way  a  joint  admitting  of  flexion  and  extension  only  is  formed 
between  the  upper  and  lower  row.  It  is  secured  by  anterior, 
posterior,  and  two  lateral  ligaments. 

The  anterior  ligaments  consist  of  strong  ligamentous  fibres, 
which  pass  obliquely  from  the  bones  of  the  upper  to  those  of  the 
lower  row.  The  posterior  ligaments  consist  of  oblique  and  trans- 
verse fibres,  which  connect  the  dorsal  surfaces  of  the  bones  of  the 
upper  with  the  lower  row. 

The  lateral  ligaments  connect,  externally,  the  scaphoid  and 
trapezium ;  internally,  the  cuneiform  and  unciform  bones. 

Divide  the  ligaments,  to  see  the  manner  in  which  the  carpal 
bones  articulate  with  each  other.  Their  surfaces  are  crusted  with 
cartilage,  and  have  a  common  synovial  membrane.  This  mem- 
brane extends,  superiorly,  between  the  three  bones  of  the  upper 
row,  so  as  to  form  two  culs-de-sac ;  inferiorly,  it  is  prolonged  into 
the  joint  between  the  carpal  and  the  second  and  third  metacarpal 
bones. 

Joint  between  ^^'^  trapezium  presents  a  cartilaginous  surface, 
Trapezium  and  convex  in  the  transverse,  and  concave  in  the  antero- 
THB  FmsT  Meta-  posterior  direction  {i.e.  saddle-shaped),  which  arti- 
CAHPAL  Bone,  culates  with  the  cartilaginous  surface  on  the  meta- 
carpal bone  of  the  thumb,  concave  and  convex  in  the  opposite 
directions.  This  peculiar  adaptation  of  the  two  surfaces  permits 
the  several  movements  of  the  thumb — viz.,  flexion,  extension, 
abduction  and  adduction  ;  consequently  circumduction.  Thus  we 
are  enabled  to  oppose  the  thumb  to  all  the  fingers,  which  is  one 
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of  the  great  characteristics  of  the  human  hand.  The  joint  is  sur- 
rounded by  a  fibrous  capsule  sufficiently  loose  to  admit  free  motion, 
and  stronger  on  the  dorsal  than  on  the  palmar  aspect.  The  security 
of  the  joint  is  increased  by  the  muscles  whicli  surround  it.  It  has 
a  separate  synovial  membrane. 

Cabpo  Meta  "^^^  metacarpal  bones  of  the  fingers  are  con- 

CAHPAL  Joints.  nected  to  the  second  row  of  the  carpal  bones  by 
ligaments  upon  their  palmar  and  dorsal  surfaces. 
The  dorsal  ligaments  are  the  stronger.  The  metacarpal  bone 
of  the  fore-finger  has  two  :  one  from  the  trapezium,  the  other  from 
the  trapezoid  bone.  That  of  the  middle  finger  has  also  two,  pro- 
ceeding from  the  os  magnum  and  the  os  trapezoides.  That  of  the 
ring  finger  has  also  two,  proceeding  from  the  os  magnum  and  the 
unciform  bone.  That  of  thg  little  finger  has  one  only,  from  the 
unciform  bone. 

The  palmar  ligaments  are  arranged  nearly  upon  a  similar  plan. 
The  metacarpal  bone  of  the  fore-finger  has  one  from  the  trapezoid 
bone.  That  of  the  middle  finger  has  three,  proceeding  from  the 
trapezium,  the  os  magnum,  and  the  unciform  bone.  Those  of  the 
ring  and  little  fingers  have  each  one,  from  the  unciform  bone. 

Besides  the  preceding  ligaments,  there  is  another  of  consider- 
able strength,  called  the  interosseous.  It  proceeds  from  the  adjacent 
sides  of  the  os  magnum  and  the  os  unciforme,  descends  vertically, 
and  is  fixed  into  the  radial  side  of  the  metacarpal  bone  of  the  ring 
finger  (fig.  67).  This  ligament  isolates  the  synovial  membrane  of 
the  two  inner  metacarpal  bones  from  the  common  synovial  mem- 
brane of  the  carpus. 

Separate  the  metacarpal  bones  from  the  carpus,  and  observe  the 
relative  form  of  their  contiguous  surfaces.  The  metacarpal  bones 
of  the  fore  and  middle  fingers  are  adapted  to  the  carpus  in  such 
an  angular  manner  as  to  be  almost  immovable.  The  metacarpal 
bone  of  the  ring  finger,  having  a  plane  articular  surface  with  the 
unciform  bone,  admits  of  more  motion.  Still  greater  motion 
is  permitted  between  the  unciform  and  the  metacarpal  bone  of 
the  little  finger,  the  articular  surfaces  of  each  being  slightly  con- 
cave and  convex  in  opposite  directions.    The  greater  freedom  of 
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motion  of  the  metacarpal  bone  of  the  little  finger  is  essential  to 
the  expansion  and  contraction  of  the  palm. 

The  carpal  extremities  of  the  metacarpal  bones  of  the  fingers 
are  connected  with  each  other  by  transverse  ligaments,  both  on 
their  dorsal  and  their  palmar  surfaces.  They  are  also  connected 
by  interosseous  ligaments,  which  extend  between  the  bones, 
immediately  below  their  contiguous  cartilaginous  surfaces. 

The  distal  extremities  of  these  bones  are  loosely  connected  on 
their  palmar  aspect  by  the  transverse  metacarpal  ligament. 

Synovial  Mem-  There  are  six  distinct  synovial  membranes, 
BRANRs  OF  THE  propcr  to  tho  lowcr  end  of  the  radius,  and  the 
W^isT.  several  bones  of  the  carpus  (seethe  diagram,  p. 

347)  as  follows  : — ■ 

a.  One  between  the  lower  end  of  the  radius  and  the  ulna. 

h.  One  between  the  radius  and  the  first  row  of  carpal  bones. 

c.  One  between  the  trapezium  and  the  metacarpal  bone  of  the 

thumb. 

d.  One  between  the  cuneiform  and  pisiform  bones. 

e.  One  between  the  first  and  second  rows  of  carpal  bones  (the 

intercarpal  joint).    This  extends  to  the  metacarpal  bones 
of  the  fore  and  middle  fingers. 
/.  One  between  the  unciform  bone  and  the  metacarpal  bones 
of  the  little  and  ring  fingers. 
First  Joint  of        The  first  phalanx  of  the  finger  presents  a  shal- 
THE  Fingers.         low  oval  cavity,  crusted  with  cartilage,  with  the 
broad  diameter  in  the  transverse  direction,  to  articulate  with  the 
round  cartilaginous  head  of  the  metacarpal  bone,  of  which  the 
articular  surface  is  elongated  in  the  antero-posterior  direction, 
and  of  greater  extent  on  its  palmar  than  its  dorsal  aspect.  This 
formation  of  parts  permits  flexion  of  the  finger  to  a  greater  degree 
than  extension  ;  and  also  a  slight  lateral  movement. 

Each  joint  is  provided  with  two  strong  lateml  ligaments,  and 
a  palmar. 

The  lateral  ligaments  arise  from  the  tubercles  on  either  side  of 
each  metacarpal  bone,  and  inclining  slightly  forward,  are  inserted 
into  the  sides  of  the  base  of  the  first  phalanx  of  the  finger. 
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The  palmar'  ligament  is  a  thick,  compact,  fibrous  struc- 
ture, which  extends  over  the  palmar  surface  of  the  joint.  Its 
lower  end  is  firmly  attached  to  the  base  of  the  first  phalanx  of  the 
finger ;  its  upper  end  is  loosely  adherent  to  the  rough  surface 
above  the  head  of  the  metacarpal  bone.  On  either  side  it  is  in- 
separably connected  with  the  lateral  ligaments,  so  that  with  them 
it  forms  a  strong  capsule  over  the  front  and  sides  of  the  joint. 
Its  superficial  surface  is  slightly  grooved,  for  the  play  of  the  flexor 
tendons ;  its  deep  surface  is  adapted  to  cover  the  head  of  the  meta- 
carpal bone.  Two  sesamoid  bones  are  found  in  the  palmar  liga- 
ment belonging  to  the  joint  between  the  metacarpal  bone  and  the 
first  phalanx  of  the  thumb. 

The  palmar  ligaments  have  a  surgical  importance  for  the  follow- 
ing reason  :— In  dislocation  of  the  fingers,  the  facility  of  reduction 
mainly  depends  upon  the  extent  to  which  the  glenoid  ligament  is 
injured.  If  it  be  much  torn  there  is  but  little  diflSculty :  if  entire, 
the  reduction  may  require  much  manipulation. 

These  joints  are  secured  on  their  dorsal  aspect  by  the  extensor 
tendon,  and  the  expansion  proceeding  from  it  on  either  side. 
Their  synovial  membranes  are  loose,  especially  beneath  the  extensor 
tendons. 

Second  and  corresponding  articular  surfaces   of  the 

Last  Joint  of  phalanges  of  the  fingers  and  thumb  are  so  shaped 
THE  FiNQEEs.  jjs  to  form  a  hinge-joint,  and,  therefore,  in- 
capable of  lateral  movement.  The  ligaments  connecting  them 
are  similar  in  every  respect  to  those  between  the  metacarpal  bones 
and  the  first  phalanges.  The  palmar  ligament  of  the  last  joint  of 
the  thumb  generally  contains  a  sesamoid  bone. 
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Aebiteabt 
Division  into 
Regions. 


These  lines  form 


Fig,  68. 


The  abdomen  is  divided  into  arbitrary  regions, 
that  the  situation  of  the  viscera  contained  in  it 
may  be  more  easily  described. ,  For  this  purpose 
we  draw  the  following  lines  : — one  horizontally  across  the  abdomen 
on  a  level  with  the  cartilages  of  the  ninth  ribs;  another  on  a  level 
with  the  anterior  superior  spines  of  the  ilia, 
the  boundaries  of  three  spaces,  each 
of  which  is  subdivided  into  three 
regions  by  a  vertical  line  drawn  on 
each  side  from  the  cartilage  of  the 
eighth  rib  to  the  middle  of  Poupart's 
ligament.  Thus,  there  are  a  central 
and  two  lateral  regions  in  each  space. 
The  central  region  of  the  upper  space 
is  termed  the  epigastric  ;  the  central 
one  of  the  middle  space  is  called  the 
umbilical  region  ;  and  the  central  of 
the  inferior  space,  the  hypogastric 
region.  The  lateral  regions  of  the 
spaces  from  above  downwards  are 
termed  the  right  and  left  hypo- 
chondriac, the  right  and  left 
lumbar,  and  the  right  and  left 
inguinal  or  iliac  regions,  respectively. 

The  abdomen  should  be  distendeXi  with  air,  by  means  of  a 
blowpipe  inserted  into  the  abdominal  cavity  at  the  umbilicus. 
Dissection  '^''^  incision  should  be  made  from  the  sternum 

to  the  pubes,  another  from  the  anterior  spine  of  the 
A  A 
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ilium  to  a  point  midway  between  the  umbilicus  and  pubes,  and 
a  third  from  the  ensiform  cartilage,  transversely  outwards  towards 
the  axilla  as  far  as  the  angles  of  the  ribs.  The  skin  should  then 
be  dissected  from  the  subjacent  adipose  and  connective  tissue, 
called  the  superficial  fascia. 


Fig.  G9. 


SUPERFICIAL  VESSELS  AND  GLANDS  OF  THE  GEOIN. 


1.  Saphenous  opening  of  the  fascia  lata. 

2.  Saphena  vein. 

3.  Superficial  epigastric  a. 

4.  Superficial  circiunfiexa  ilii  a. 


5.  Superficial  pudic  a. 
"G.  External- abdominal  ring. 
7.  Fascia  lata  of  the  thigh. 


Superficial  The  subcutaneous  tissue  of  the  abdomen  has 

Fascia.  the  same  general  characters  as  that   of  other 

parts,  and  varies  in  thickness  in  different  persons,  according  to 
the  amount  of  fat.  At  the  lower  part  of  the  abdomen,  it  admits  of 
separation  into  two  layers,  between  which  are  found  the  sub- 
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cutaneous  blood-vessels,  the  lymphatic  glands,  the  ilio-inguinal 
nerve,  and  the  hypogastric  branch  of  the  ilio-hypogastric  nerve. 

Eespecting  the  superficial  layer,  observe  that  it  contains  the 
fat,  and  is  continuous  with  the  superficial  fascia  of  the  thigh,  the 
scrotum,  and  the  perineum.  The  deeper  layer  is  intimately  con- 
nected with  Poupart's  ligament  and  the  linea  alba  ;  but  it  is  very 
loosely  continued  over  the  spermatic  cord  and  the  scrotum,  and 
becomes  identified  with  the  deep  layer  of  the  superficial  fascia  of 
the  perineum.  These  points  deserve  attention,  since  they  explain 
how  urine,  extravasated  into  the  perineum  and  scrotum,  readily 
makes  its  way  over  the  spermatic  cord  on  to  the  surface  of  the  ab- 
domen ;  but  from  this  it  cannot  travel  down  the  thigh,  on  account 
of  the  connection  of  the  fascia  with  Poupart's  ligament. 

„  Between  the  layers  of  the  superficial  fascia  on 

Superficial  ^ 

Blood-yessbls  the  groin  and  upper  part  of  the  thigh,  are  several 
AND  Lymphatic  lymphatic  glands  and  small  blood-vessels  (fig.  69). 
Glands.  -jij^g  glands  are  named,  according  to  their  situation, 

inguinal  or  femoral.  The  inguinal,  from  three  to  four  in  number, 
are  often  small,  and  escape  observation.  They  are  of  an  oval  form, 
with  their  long  axis  corresponding  to  the  line  of  the  crural  arch 
(represented  by  the  dark  line  in  fig.  69).  They  receive  the  super- 
ficial lymphatics  from  the  lower  part  of  the  wall  of  the  abdomen, 
from  the  scrotum,  penis,  perineum,  anus,  and  gluteal  region,  and 
are  therefore  generally  affected  in  venereal  disease.  The  lymph- 
atics from  the  upper  part  of  the  abdominal  parietes  terminate  in 
the  lumbar  glands. 

The  superficial  arteries  in  the  neighbourhood  arise  from  the 
femoral.  One,  the  superficial  epigastric,  ascends  over  Poupart's 
ligament  and  ramifies  over  the  lower  part  of  the  abdomen,  as  high 
as  the  umbilicus,  inosculating  with  the  deep  epigastric  artery  ; 
another,  the  superfi,cial  external  pudic,  crosses  the  spermatic 
cord,  and  is  distributed  to  the  skin  of  the  penis  and  scrotum ;  a 
third,  the  superficial  circumflexa  ilii,  ramifies  towards  the  spine 
of  the  ilium.  These  subcutaneous  arteries,  the  pudic  especially, 
often  occasion  a  free  haemorrhage  in  the  operation  for  strangulated 
hernia. 

A  A  2 
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The  corresponding  veins  join  the  saphena  vein  of  the  thigh. 
Under  ordinary  circumstances  they  do  not  appear  in  the  living 
subject ;  but  when  any  obstruction  occurs  in  the  inferior  vena 
cava,  they  become  enlarged  and  tortuous,  and  constitute  the  chief 
channels  through  which  the  blood  would  be  returned  from  the 
lower  limbs.* 

Cutaneous  The  skin  of  the  abdomen  is  supplied  with  nerves 

Nerves.  g^f^gj.         same  plan  as  the  chest :  namely,  by 

lateral  and  anterior  branches  derived  from  the  five  or  six  lower 
intercostal  nerves,  as  follows  : — 

a.  The  lateral  cutaneous  nerves  come  out  between  the  digita- 
tions  of  the  external  oblique  muscle,  in  company  with  small 
arteries,  and  divide  into  anterior  and  posterior  branches ;  the 
anterior  supply  the  skin  as  far  as  the  rectus ;  the  posterior,  the 
skin  over  the  latissimus  dorsi.  The  lateral  branch  of  the  twelfth 
dorsal  nerve  is  lai'ger  than  the  others,  and  passes  over  the  crest 
of  the  ilium  to  the  skin  of  the  buttock,  without  dividing  like 
the  other  nerves.  The  corresponding  branch  of  the  first  lumbar 
has  a  similar  distribution. 

h.  The  anterior  cutaneous  nerves  emerge  with  small  arteries 
through  the  sheath  of  the  rectus.  They  are  not  only  smaller 
than  the  lateral  nerves,  but  their  number  and  place  of  exit  is  less 
regular.  That  which  comes  through  the  external  abdominal  ring 
{ilio-inguinal),  as  well  as  that  which  comes  through  the  wall  of 
the  abdomen  just  above  it  (the  hypogastric  branch  of  the  ilio- 
hypogastric), are  derived  from  the  first  lumbar  nerve.  These, 
however,  are  but  repetitions  of  the  others,  and  supply  the  skin  of 
the  groin  and  scrotum  in  the  male,  and  the  labium  pudendi  in  the 
female. 

A  small  nerve — namely,  the  g&nital  branch  of  the  geni to-crural 
— comes  through  the  external  ring.  It  lies  behind  the  cord  close 
to  the  outer  pillar. 

Dissection.  The  deep  layer  of  the  superficial  fascia  should 

now  be  removed  from  the  external  oblique,  by  commencing  at  the 

*  A  cast  in  illustration  of  this  is  preserved  in  the  Museum  of  St.  Bartholomew's 
Hospital. 
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fleshy  portion  of  the  muscle,  and  working  in  the  course  of  its  fibres. 
Care  must  be  taken  not  to  remove  any  of  its  aponeurosis,  which 
is  very  thin.  The  digitations  of  this  muscle  with  the  serratus 
maffnus  and  latissimus  dorsi  must  also  be  made  out. 

Muscles  of  the  The  abdominal  muscles,  three  on  each  side, 
Abdominal  are  arranged  in  strata,  named,  after  the  direction 

of  their  fibres,  the  external  obliqije,  internal 
oblique,  and  transversalis.  They  terminate  in  front  in  strong 
aponeuroses,  arranged  so  as  to  form  a  sheath  for  a  broad  muscle, 
called  the  rectus,  which  extends  perpendicularly  on  each  side  the 
linea  alba  from  the  sternum  to  the  pubes. 

ExTEENAL  Ob-  This  muscle  arises  from  the  eight  or  nine  lower 
^la^-  ribs,  by  as  many  pointed  bundles,  called  digita- 

tions. The  upper  five  of  these  interdigitate  with  similar  bundles 
of  the  serratus  magnus ;  the  three  lower  correspond  in  like  manner 
with  the  origin  of  the  latissimus  dorsi ;  but  they  cannot  be  seen 
unless  the  body  be  turned  on  the  side.  The  upper  part  of  this 
muscle  descends  obliquely  forwards,  and  terminates  in  the  apo- 
neurosis of  the  abdomen ;  the  lower  proceeds  almost  perpendicu- 
larly from  the  last  ribs,  and  is  inserted  into  the  outer  lip  of 
more  than  the  anterior  half  of  the  crest  of  the  ilium."^ 

The  aponeurosis  of  the  external  oblique  increases  in  strength, 
breadth,  and  thickness,  as  it  approaches  the  lower  margin  of  the 
abdomen,  this  being  the  situation  where  the  greater  pressure  of 
the  viscera  requires  the  most  effective  support.  Its  tendinous 
fibres  take  the  same  direction  as  the  muscle,  and  form  by  their 
decussation  in  the  middle  line  the  linea  alba,  which  extends  from 
the  ensiform  cartilage  to  the  pubes. 

Poupabt's  Along  the  line  of  junction  of  the  abdomen 

Ligament  or  ^j-ith  the  thigh,  the  aponeurosis  extends  from  the 
Crural  Arch.  .     .  .  .         r  n  , 

anterior  superior  spine  ot  the  ilium  to  the  spine 

of  the  pubes,  and  forms  an  arch  over  the  intermediate  bony  exca- 
vation (p.  358).    This,  which  is  termed  the  crural  arch,  or  more 

*  From  its  position  and  the  direction  of  its  fibres,  it  is  manifest  that  the  ex- 
ternal oblique  represents,  in  the  abdomen,  the  external  intercostal  muscles  of  the 
chest. 
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commonly  Poujpart's  ligament*  transmits  the  great  vessels  of 
the  thigh,  with  muscles  and  nerves. 

This  ligament,  when  not  separated  from  its  fascial  connections, 
does  not  run  straight  from  the  spine  of  the  ilium  to  that  of 
the  pubes,  but  is  slightly  curved,  with  its  convexity  towards  the 
thigh.  Above,  and  somewhat  to  the  outer  side  of  the  spine 
of  the  pubes,  is  situated  an  opening  in  the  aponeurosis,  called 


Fio.  70. 


1.  External  abdominal 

ring. 

2.  Grimbernat's  ligament. 

3.  Poupart's  ligament,  or 

outer  pillar  of  the 
ring. 


4.  Internal  pillar  of  the 

ring. 

5.  Position  of  the  inter- 

nal ring,  in  dotted 
outline. 


DIAGRAM  OF  FOUPABt's  LIGAMENT,  OF  THE  APONEUROSIS  OF  THE  EXT  EHNAL  OBLIQUE, 
AND  OF  THE  EXTERNAL  ABDOMINAL  RING. 

the  external  abdominal  ring.  In  the  male  it  is  a  triangular 
opening  about  an  inch  long,  with  its  base  at  the  pubes,  and  will 
admit  the  passage  of  a  finger ;  it  transmits  the  spermatic  cord. 
In  the  female  it  is  smaller  and  transmits  the  round  ligament  of 
the  uterus.    It  is  bounded  by  the  free  margins  of  the  aponeurosis 

*  This  was  first  described  by  Fallopius,  an  Italian  anatomist,  in  his  'Observa- 
tiones  Anatomicse,'  published  in  1661.  It  was  subsequently  described  by  Poupart 
in  1705,  in  the  'M6m.  de  I'Acad.  de  Paris,'  and  is  now  commonly  called  'Poupart's 
ligament.' 
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which  are  termed  its  columns  or  pillars.  The  inner  'pillar  (No.  4 
in  the  diagram)  is  thin,  and  is  attached  to  the  front  of  the  pubes, 
decussating  with  its  fellow  of  the  opposite  side  in  front  of  the 
symphysis.  The  outer  pillar  is  thicker  and  stronger,  and  has  three 
attachments ;  one,  into  the  spine  of  the  pubes— Pouparfs  ligament 
(No.  3)5  another,  for  nearly  an  inch  along  the  linea  ilio-pectinea — 
Gimhernafs  ligament  (J^o.  2);  the  third — or  triangular  ligament 
— consists  of  a  few  fibres  which  pass-  obliquely  upwards  and  inwards 
beneath  the  inner  pillar-  as  far  as  the- linea  alba,  where  they  are 
continuous  with  the  aponeurosis  of  the  opposite  side.  At  the  lower 
part  of  the  aponeurosis  of  the  external  oblique,  there  are  some 
arched  fibres  called  intercolumnar  bands,  which  are  strongest  above 
the  external  ring.  Their  use  is  to  strengthen  the  opening  and 
prevent  the  ring  from  enlarging. 

Attached  to  the  pillars  of  the  external  ring  is  a  thin  fascia, 
the  intercolumnar  or  spermatic,  fascia,  which  is  prolonged  over 
the  spermatic  cord  and  testis,  and  thus  forms  one  of  the  coverings 
of  that  organ. 

The  spermatic  cord  in  its  passage  through  the  ring  rests  upon 
the  external  pillar. 

^  The  external  oblique  should  now  be  detached 

from  the  ribs  and  the  crest  of  the  ilium,  and 
turned  forwards  as  far  as  this  can  be  done  without  injuring  its 
aponeurosis  or  the  crural  arch.  The  second  muscular  stratum 
will  thus  be  exposed  and  recognised  by  the  difference  in  the  direc- 
tion of  its  fibres,  which  run  upwards  and  inwards. 

Intebnal  This  muscle  arises  by  fleshy  fibres  from  the 

Oblique.  outer  half  of  Poupart's  ligament,  from  the  anterior 

two-thirds  of  the  middle  lip  of  the  crest  of  the  ilium,  and  from 
the  fascia  lumborum.*  The  fibres  ascend  obliquely  and  are 
inserted  as  follows : — the  posterior,  into  the  cartilages  of  the  three 
or  four  lower  ribs  ;  the  middle,  into  the  abdominal  aponeurosis ; 
and  the  anterior  (which  arise  from  Poupart's  ligament)  arch  in- 
wards over  the  spermatic  cord,  and  descend  somewhat  to  be  in- 

*  The  internal  oblique  represents,  in  the  abdomen,  the  internal  intercostal  muscles 
of  the  thorax. 
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serted,  in  common  with  the  tendon  of  the  transversalis  muscle 
into  the  pubes  and  for  a  short  distance  into  the  linea  ilio-pectinea, 
immediately  behind  the  external  ring. 

The  aponeurosis  of  the  internal  oblique  is  the  broad  expanded 
tendinous  tissue  into  which  the  muscle  is  anteriorly  attached.  It 
extends  from  the  chest  to  the  pelvis,  and  its  fibres  run  in  the  same 
direction  as  the  muscle.  At  the  outer  border  of  the  rectus  it  splits 
into  two  layers  :  an  anterior,  which  passes  in  front  of  the  rectus 
in  conjunction  with  the  aponeurosis  of  the  external  oblique ;  and 


Fig.  71. 


2.  Cremaster  mnsole 
passing  down  in 
loops  over  the 
cord. 


DIAQEAM  OF  THE  LOWER  FIBRES  OF  THE  INTERNAL  OBLIQUE  AND  TRANSVERSALIS, 

WITH  THE  CREMASTER  MUSCLE. 

a  posterior,  which,  in  common  with  the  aponeurosis  of  the 
transversalis,  passes  behind  the  rectus.  The  two  layers  thus 
form  a  sheath  for  the  rectus,  which,  except  at  the  lower  fourth 
beh ind,  is  complete.  Midway  between  the  umbilicus  and  the  pubes, 
the  aponeuroses  of  all  the  three  muscles  pass  in  front  of  the  rectus, 
so  that  posteriorly  in  this  situation  it  has  no  sheath.  The  lower 
free  border  of  the  posterior  part  of  the  sheath*  marks  the  situation 
where  the  deep  epigastric  artery  enters  the  substance  of  the  rectus. 
*  Sometimes  called  the  '  semilunar  fold  of  Douglas.' 
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Chemasteh  The  cremaster  is  a  thin  pale  muscle,  or  the 

Muscle.  reverse,  according  to  the  condition  of  the  subject. 

It  is  best  to  regard  it  as  a  detachment  of  the  lowest  fibres  of 

the  internal  oblique,  which,  proceeding  from  Poupart's  ligament, 

descend  in  front  of  the  spermatic  cord,  and  th,en  arch  up  again 

to  the  spine  and  crest  of  the  pubes,  forming  loops  of  different 

lengths ;  some  reaching  only  as  low  as  the  external  ring,  others 

lower  still,  whilst  the  lowest  spread  out  over  the  tunica  vaginalis 

of  the  testis.    The  muscular  fibres  are  frayed  out,  being  connected 

by  loose  cellular  tissue,  and  form  a  covering  for  the  testis,  called 

the  cremasteric  fascia.    This  muscle  is  absent  in  the  female.  Its 

nerve  comes  from  the  genital  branch  of  the  genito-crural,  and  its 

artery  (cremasteric)  from  the  deep  epigastric. 

^  -  The  internal  oblique  should  now  be  detached 

Dissection.  ,  „  ,  ,  .  , 

from  the  ribs  and  the  crest  of  the  ilium,  and  turned 

forwards,  without  disturbing  that  portion  of  it  connected  with  the 
crural  arch.  To  avoid  cutting  away  any  part  of  the  transversalis 
in  reflecting  the  internal  oblique,  dissect  near  the  crest  of  the  ilium, 
and  search  for  an  artery  which  runs  between  these  muscles  and 
may  be  followed  as  a  guide.  This  artery,  called  the  deep  circum- 
flexa  ilii,  is  a  branch  of  the  external  iliac,  and  supplies  the  abdo- 
minal muscles.  Beneath  the  internal  oblique  the  continuations  of 
the  intercostal  nerves  and  vessels  are  brought  into  view.  These 
should  be  preserved. 

Transtehsalis  This  muscle  arises  from  the  outer  third  of 
Abdominis.  Poupart's  ligament,  from  the  anterior  two-thirds 

of  the  crest  of  the  ilium,  from  a  strong  fascia  attached  to  the 
tt-ansverse  processes  of  the  lumbar  vertebrae,  and,  lastly,  from  the 
inner  surfaces  of  the  six  or  seven  lower  costal  cartilages,  by  digita- 
tions  which  correspond  with  those  of  the  diaphragm.  From  this 
origin  the  fibres  pass  horizontally  forwards  and  terminate  an- 
teriorly in  a  broad  aponeurosis.  Some  of  its  fibres  arch  down- 
wards, and  are  inserted  with  some  fibres  of  the  internal  oblique  by 
means  of  a  conjoined  tendon  into  the  pubes. 

The  aponeurosis  into  which  the  fibres  are  inserted  is  broader 
below  than  above,  and  forms  part  of  the  posterior  sheath  of  the 
rectus,  excepting  in  the  lower  fourth,  where  it  passes  entirely  in  front. 
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Rectus  This  long  muscle  is  situated  vertically  in  front 

Abdominis.  ^he  abdomen,  and  is  enclosed  in  a  sheath  formed 

by  the  aponeuroses  of  the  lateral  muscles  of  the  abdomen.  To 
expose  it,  therefore,  slit  up  the  middle  of  the  sheath,  and  reflect 
the  two  halves.  It  arises  by  two  tendons,  the  inner  and  swialler 
of  which  is  attached  to  the  symphysis,  the  outer  to  the  crest  of 
the  pubes.  As  the  fibres  pass  up,  the  muscle  becomes  broader  and 
thinner,  and  is  inserted  into  the  fifth,  sixth,  and  seventh  costal 
cartilages.  Notice  the  tendinous  intersections  across  the  muscle 
called  linece  transversce,  which^  are  incomplete  repetitions  of  the 
ribs  in  the  wall  of  the  abdomen.*  Their  number  varies  from 
three  to  five,  but  there  are  always  more  above  than  below  the 
umbilicus.    These  tendinous  intersections  adhere  closely  to  the 

sheath  in  front,  but  not 
behind ;  consequently, 
pus  formed  between  the 
front  of  the  rectus  and 
its  sheath  would  be  con- 
fined by  two  intersec- 
tions ;  not  so  on  the 
back  of  the  muscle, 
where  pus  might  travel 
down  the  entire  length 
of  it. 

The  sheath  of  the 
rectus  consists  in  front 
of  the  aponeurosis  of 

TRANSVERSE  SECTION  THROUGIT  THE  ABDOMINAL  MUS- 

CLES  TO  SHOW  THE  FORMATION  OF  THE  SHEATH  OF  ^'^^  eXtemai  ODliqUC, 
THE  RECTUS,  THE    QUADHATUS    LUMBORUM  AND   THE    and    half    the  thlcknCSS 

ERECTOR  sFiN^.  (jf  that  of  thc  iutemal 

oblique ;  while  the  back  of  the  sheath  comprises  the  aponeurosis 
of  the  transversalis,  and  half  that  of  the  internal  oblique  (fig.  71). 
This,  however,  applies  only  to  the  upper  three-fourths  of  the 
muscle;  the  lower  fourth  has  no  sheath  behind,  since  all  the 
aponeuroses  pass  in  front  of  it. 

*  Some  animals — e.g.  the  crocodile— have  bony  abdominal  ribs. 
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This  small  triangular  muscle  is  situated  near 
YRAMiDALis.  pubes,  close  to  the  linea  alba,  and  has  a 

sheath  of  its  own.  It  arises  from  the  upper  part  of  the  pubes  in 
front  of  the  rectus,  and  terminates  in  the  linea  alba  about  mid- 
way between  the  pubes  and  the  umbilicus.  It  is  often  absent  on 
one  or  even  both  sides. 

Lioiea  alba.— The  aponeuroses  of  the  abdominal  muscles  decus- 
sate along  the  middle  line  and  form  a  white  fibrous  band,  extending 
from  the  ensiform  cartilage  to  the  pubes.  This  is  the  linea  alba: 
it  is  the  fibrous  continuation  of  the  sternum  and  is  broader  above 
than  below.    A  little  lower  than  the  middle  is  the  umbilicus. 

The  linea  alba,  being  the  thinnest  part  of  the  abdomen,  and 
free  from  large  blood-vessels,  is  chosen  as  a  safe  line  for  tapping  in 
dropsy,  for  puncturing  the  bladder  in  retention  of  urine,  and  for 
ovariotomy. 

Lineoi  semilunares. — These  are  the  two  slightly  curved  lines, 
on  the  front  of  the  abdomen,  corresponding  with  the  outer  margins 
of  the  two  recti  muscles.  They  are  formed  by  the  junction  of  the 
aponeuroses  of  the  lateral  muscles.- 

The  abdominal  muscles  serve  many  important  purposes : — 
Functions  of         1st.  In  tranquil  expiration  they  push  the  dia- 
THE  Abdominal      phragm  upwards  by  gentle  pressure  on  the  abdo- 
MuscLEs.  minal  viscera. 

In  forcible  expiration  the  same  process  takes  palace,  but  with 
greater  energy.  This  is  variously  exemplified  in  coughing, 
sneezing,  and  laughing. 

2nd.  In  vomiting,  the  diaphragm  being  fixed*  by  the  closure 
of  the  glottis,  the  abdominal  muscles  contract,  and  assist  the  sto- 
mach to  expel  its  contents. 

.3rd.  In  conjunction  with  the  contracted  diaphragm,  they 
assist  the  muscular  walls  of  the  bladder  and  rectum  in  the  expul- 
sion of  urine  and  faeces,  and  the  action  of  the  uterus  in  partu- 
rition. They  exercise  a  gentle  pressure  and  support  on  the 
abdominal  viscera,  and  shield  them  from  injury  by  strongly  con- 
tracting when  a  blow  is  anticipated. 

*  By  the  term  '  fixed,'  it  is  meant  that  the  diaphragm  forms  a  resisting  surface. 
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4th.  Tliey  are  movers  of  the  trunk  in  various  ways.  For 
example,  the  right  external  oblique  acting  with  the  left  internal 
oblique  will  rotate  the  chest  towards  the  left  side,  as  in  mowing, 
and  vice  versa. 

The  rectus  is  chiefly  concerned  in  raising  the  body  from  the 
horizontal  position,  as  anyone  may  ascertain  by  placing  his  hand 
on  the  abdomen  while  rising  from  the  ground. 

By  dividing  the  rectus  transversely  near  the 
umbilicus,  and  raising  it  from  its  position,  we 
have  a  complete  view  of  the  manner  in  which  the  sheath  is 
formed ;  we  observe,  too,  that  this  is  absent  behind  the  lower  fourth 
of  the  muscle.  Eamifying  in  the  substance  of  the  muscle  is  a 
large  artery,  called  the  deep  epigastric,  a  branch  of  the  external 
iliac;  also  the  continuation  of  the  internal  mammary,  which  de- 
scends from  the  subclavian. 

Neetes  of  the  These  nerves  are-the  continuations  of  the  six  lower 
Abdominal  "Wall,  intercostal  nerves,  and  of  the  first  lumbar.  They 
have  the  same  general  course  and  distribution.  They  run  forwards 
under  the  costal  cartilages  between  the  internal  oblique  and  trans- 
versalis  towards  the  rectus.  They  furnish  branches  to  the  ab- 
dominal muscles,  and  each  gives  ofif  its  lateral  and  anterior  cu- 
taneous branches,  describecl  p.  150. 

The  transversalis  muscle  must  now  be  reflected 

Dissection  • 

with  the  rectus  by  incisions  similar  to  those  for 
the  reflection  of  the  aponeurosis  of  the  external  oblique.  The 
parts  must  be  disturbed  as  little  as  possible,  so  that  the  bearing 
of  the  transversalis  fascia  in  reference  to  the  anatomy  of  the  parts 
concerned  in  hernia  may  be  thoroughly  examined. 


DISSECTION  OF  THE  PARTS  CONCERNED  IN  INGUINAL  HERNIA. 

Fascia  Tbans-  This  fascia  is  SO  called  because  it  lies  in  contact 
vERSALis.  with  the  posterior  surface  of  the  transversalis 

muscle.  It  is  comparatively  thin,  superiorly,  where  it  is  conti- 
nuous with  the  fascia  on  the  under  surface  of  the  diaphragm. 
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Inferiorly,  it  is  attached  to  the  crest  of  the  ilium  and  to  Poupart's 
ligament,  where  it  becomes  continuous  with  the  fascia  covering  the 
iliacus  internus  (fascia  iliaca).  About  the  middle  of  Poupart's 
ligament  it  sends  a  funnel-shaped  prolongation  downwards  into 
the  thigh,  forming  the  anterior  part  of  the  sheath  of  the  femoral 
vessels.  Its  inner  border  is  connected  with  the  margin  of  the 
rectus,  to  the  lower  margin  of  the  conjoined  tendon,- and  also 
to  the  pubes.    This  fascia  is  strongest  just  behind  the  external 


Fig.  73. 


4, 4.  Sheath  of  the  femo- 
ral vessels,  con- 
tinued from  the 
fascia  transver- 
salis. 

5.  Femoral  a. 

6.  Profunda  a. 

7.  Saphena  v. 

8,  8.  Fascia  transver- 
sahs. 


DIAGBAM  OF  THE  FASCIA  TBANSVEKSALI3  SEEN  FEOM  THE  FRONT. 

abdominal  ring,  and,  but  for  it  and  the  conjoined  tendon,  there 
would  be  a  direct  opening  into  the  abdominal  cavity  through 
the  external  ring.  The  outer  half  of  the  fascia  is  very  firmly 
connected  to  Poupart's  ligament  and  to  the  fascia  iliaca;  but 
the  inner  half  is  loosely  connected  with  the  crural  arch,  and  passes 
down  under  it,  as  before  stated,  over  the  femoral  vessels  into  the 
thigh,  and  forms  the  front  of  what  is  termed  the  femoral  sheath. 

Intebnal  Ab-  The  opening  in  the  fascia  transversalis  through 
dosunalKing.        which  the  spermatic  cord  passes  is  called  the 
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internal  abdominal  ring  (or  the  inner  aperture  of  the  inguinal 
canal).  It  corresponds  to  a  point  midway  between  the  anterior 
superior  spine  of  the  ilium  and  the  spine  of  the  pubes,  and  about 
two-thirds  of  an  inch  above  the  crural  arch.  It  is  oval  with  the 
long  diameter  nearly  vertical ;  its  margin  is  well  defined  on  the 
inner,  but  not  on  the  outer  side,  and  from  its  border  is  continued 
forwards  a  funnel-shaped  prolongation  over  the  spermatic  cord, 
which  passes  through  the  ring.  This  covering,  thin  and  delicate, 
is  termed  the  infundibuliform  fascia.  (This  is  not  seen  in  the 
diagram.)  Close  by  the  inner  border  of  the  internal  ring,  the  deep 
epigastric  artery  ascends  to  enter  the  substance  of  the  rectus. 

To  see  that  part  of  the  peritoneum  concerned 

^)lS  SECTION* 

in  inguinal  hernia,  the  fascia  transversalis  must 
be  removed  by  incisions  similar  to  those  recommended  before. 
The  fascia  is  easily  separable  from  the  peritoneum  which  is  situ- 
ated immediately  behind  it.  The  peritoneum  at  the  inner  ring 
jDresents  a  well-marked  depression,  which  varies,  however,  consi- 
derably: in  some  being  scarcely  visible;  in  others,  being  continued 
downwards  into  the  inguinal  canal,  in  the  form  of  a  pouch.  In 
some  instances,  a  communication  is  found  between  the  general 
cavity  of  the  peritoneum  and  the  tunica  vaginalis  testis. 

Inguinal  Having  examined  the  several  strata  through 

Canal.  which  the  spermatic  cord  passes,  replace  them  in 

their  natural  position,  and  examine  the  inguinal  canal  as  a  whole. 
Its  direction  is  obliquely  downwards  and  inwards.  Its  length  in  a 
well-formed  adult  male  is  from  one  and  a  half  to  two  inches.  It 
is  bounded  in  front  by  the  aponeurosis  of  the  external  oblique, 
and  externally  by  a  small  portion  of  the  internal  oblique;  behind, 
by  the  fascia  transversalis  and  the  conjoined  tendon  of  the 
internal  oblique  and  transversalis ;  above,  by  the  lower  fleshy  fibres 
of  the  internal  oblique  and  transversalis;  below,  by  the  crural 
arch. 

From  a  surgfical  point  of  view  this  is  one  of  the 

COUKSE  AND  °  ..111 

Relations  of  the  most  important  arteries  in  the  body.  It  arises 
Deep  Epigasteic  from  the  external  iliac,  just  before  this  vessel 
Aktebt.  passes  under  the  crural  arch.    It  ascends  inwards 
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between  the  fascia  transversalis  and  the  peritoneum,  forms  a  gentle 
curve  on  the  inner  side  of  the  internal  abdominal  ring,  and  conse- 
quently on  the  inner  side  of  the  spermatic  cord,  and  then  enters 
the  rectus  muscle  below  the  edge  of  the  sheath. 

The  artery  runs  in  the  substance  of  the  rectus  parallel  with  the 
linea  alba,  and  is  accompanied  by  two  veins,  of  which  the  larger  is 
on  its  inner  side.  They  terminate  by  a  single  trunk  in  the  iliac 
vein. 

Branches  OF  The  pubic  is  the  most  important  branch.  It 

i-HE  Deep  Epi-  runs  inwards,  behind  the  crural  arch,  towards  the 
GASTEic.  pubes,  behind  which  it  anastomoses  with  the  pubic 

branch  of  the  obturator.  Sometimes  the  obturator  artery  is  absent, 
in  which  case  the  pubic  branch  of  the  epigastric  enlarges  and  takes 
the  place  of  the  absent  vessel.  It  derives  its  chief  practical  in- 
terest from  the  fact  that  it  is  liable  to  be  wounded  in  dividing  the 
stricture  in  femoral  hernia.*  But  its  size  varies  in  different  sub- 
jects, and  is  sometimes  so  small  as  to  escape  observation.  The 
second  branch  is  the  cremasteric.  It  supplies  the  coverings  of  the 
cord,  but  chiefly  the  cremaster  muscle.  After  giving  off  other 
unnamed  muscular  branches  the  main  trunk  terminates  in  the 
rectus  by  inosculations  with  the  internal  mammary. 

Deep  Ciecum-  The  deep  circumflexa  ilii  artery  is  a  branch  of 
FLEXA  Ilii.  the  external  iliac,  just  above  the  crural  arch ;  it 

runs  upwards  and  outwards  parallel  vsdth  Poupart's  ligament,  and 
at  the  middle  of  the  crest  of  the  ilium  pierces  the  transversalis 
muscle,  and,  running  in  the  same  direction,  lies  between  the 
transversalis  and  internal  oblique.  It  anastomoses  with  the  ilio- 
lumbar artery,  and  sends  small  muscular  branches,  which  run 
upwards,  and  communicate  with  the  epigastric  and  the  lumbar 
arteries. 

The  circumflex  iliac  vein  crosses  the  external  iliac  artery  and 
opens  into  the  external  iliac  vein. 

Such  is  an  outline  of  the  anatomy  of  the  parts  concerned  in 

♦  There  is  a  preparation  (No.  83,  Ser.  17)  in  the  Museum  of  St.  Bartholomew's 
Hospital  quite  to  the  point.  The  patient  had  profuse  haemorrhage,  which  com- 
menced five  hours  after  the  operation.    He  died  from  peritonitis. 
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inguinal  hernia.  The  description  applies  equally  to  the  female, 
provided  the  round  ligament  be  substituted  for  the  spermatic 
cord.  The  inguinal  canal  is  proportionately  smaller,  and  there 
is  no  cremaster. 

Pkactical  The  testis  originally  formed  in  the  loins  passes, 

APPLICATION.  ^Jjg  j^^^^j^  ^^^^^   j.^^^  ^^^^ 

abdomen  into  the  scrotum,  through  an  oblique  canal  in  the  wall 
of  the  abdomen,  called  the  inguinal  canal.  A  portion  of  peri- 
toneum is  pouched  out  before  the  descending  testis,  and  consti- 
tutes the  tunica  vaginalis  testis.  The  blood-vessels,  nerves,  and 
vas  deferens  pass  down  with  the  testis,  and  constitute  the  sper- 
matic cord.  The  inguinal  canal  runs  obliquely  through  the  abdo- 
minal wall,  that  it  may  the  better  resist  the  protrusion  of  intestine. 

The  wall  of  the  abdomen,  as  previously  stated,  is  composed  of 
various  strata,  and  the  testis  and  cord  in  their  passage  through 
each  stratum  derive  from  each  a  covering  similar  in  structure  to 
the  stratum  itself.  Of  these  strata  there  are  three :  the  first, 
proceedi^g^^om  within  outwards,  is  the  f  qsciai_Mr.atum.  derived 
from  the  fascia  transversalis ;  the  second  is  the  muscular  stratum 
(cremasteric)  from  the  internal  oblique  and  transversalis  muscles ; 
the  third  is  the  aponeurotic  stratum  from  the  external  oblique. 

The  passage  of  the  testis  through  the  lower  part  of  the  ab- 
dominal parietes  (inguinal  canal)  occasions,  at  this  part  of  the 
belly,  a  natural  weakness  which,  associated  with  other  conditions, 
favours  the  protrusion  of  intestine  in  this  situation. 

A  protrusion  of  intestine  through  any  part  of  the  inguinal  canal 
is  called  an  inguinal  hernia. 

Oblique  The  most  common  form  of  inguinal  hernia  is 

Inguinal  Heenia.  that  in  which  a  portion  of  intestine  protrudes 
first  through  the  internal  ring,  then,  traversing  the  inguinal 
canal,  emerges  through  the  external  ring,  and  thence  may  descend 
into  the  scrotum.  This  variety  is  called  an  oblique  inguinal 
hernia*    If  the  intestine  stops  within  the  inguinal  canal,  it 

*  A  hernia  is  sometimes  called  external  or  internal,  according  to  the  relation 
of  the  protrusion  to  the  deep  epigastric  artery,  thus,  an  oblique  inguinal  hernia  which 
first  protrudes  through  the  inner  ring  is  called  an  external  hernia,  and  vice  versa. 
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is  called  an  incomplete  inguinal  hernia ;  if,  however,  the  pro- 
trusion has  emerged  through  the  external  ring,  it  is  called  a  com- 
plete inguinal  hernia  ;  and,  lastly,  if  it  descends  into  the  scrotum, 
it  is  called  a  scrotal  hernia. 

Direct  Lvgui-  The  intestine,  however,  does  not  always  escape 
NAL  Hernia.  through  the  internal  ring.  Sometimes  it  protrudes 
internal  to  the  deep  epigastric  artery  through  a  triangular  weak 
place,  bounded  on  the  inner  side  by  the  rectus,  on  the  outer  side 
by  the  deep  epigastric  artery,  and  below  by  Poupart's  ligament. 
This  space*  is  relatively  weak,  having  in  front  of  it  only  the  fascia 
transversalis  and  the  conjoined  tendon  of  the  internal  oblique  and 
transversalis  ;  moreover,  it  is  situated  immediately  behind  the  ex- 
ternal abdominal  ring.  A  portion  of  .intestine  protruding  through 
this  triangle  comes  directly  forwards  through  the  external  ring,  and 
the  hernia  is  then  called  a  direct  inguinal  hernia. 

Coverings  of  complete  oblique  inguinal'  hernia,  passing  as 

AN  Oblique  In-  it  does  through  the  samtc  structures  as  the  testis 
GuiNAi  Hernia,  foetal  lifcj  receives  the  same  coverings  as 

that  gland ;  they  are : — 

1.  The  skin  and  the  superficial  fascia. 

2.  The  intercolumnar  fascia,  derived  from  the  external  oblique. 

3.  The  cremaster  derived  from  the  internal  oblique  and  transA'ersalis.f 

4.  The  infundihuliform  fascia,  derived  from  the  fascia  transversalis. 

5.  The  subperitoneal  fat,  and  the  peritoneum  which  constitutes  the 

sac. 

An  incomplete  oblique  inguinal  hernia  is  covered  by — 

1.  The  skin  and  superficial  fascia. 

2.  The  aponeurosis  of  the  external  oblique. 

3.  The  cremaster. 

4.  The  infunclibuliform  fascia. 

5.  The  subperitoneal  fat  and  the  peritoneum. 

Coverings  of  a  ^  direct  inguinal  hernia  protrudes  immediately 
direct  Inguinal  on  the  inner  side  of  the  epigastric  artery  through 
Hernia.  ^j^g  external  ring ;  and  its  course  forwards  is  mainly 

*  Sometimes  called  Hesselbach's  triangle, 
f  The  cremaster  muscle  is  absent  in  the  female. 
B  B 
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prevented  by  the  resistance  of  the  conjoined  tendon.*  This 
hernia  is  covered  by — 

1.  The  skin  and  superjicial  fascia. 

2.  The  interoolumnar  fascia. 

3.  The  conjoined  tendon  of  the  internal  oblique  and  transversalis. 

4.  The  fascia  transversalis. 

5.  The  subperitoneal  fat  and  t\xe  peritoneum. 

In  almost  all-  cases,  the  immediate  investment  of  the  intestine 
is  the  parietal  layer  of  the  peritoneum.  This  constitutes  the  sac 
of  the  hernia.  The  opening  of  the  sac,  communicating  with  the 
abdomen,  is  called  its  mouth;  then  comes  the  narrow,  con- 
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YARIETIES  OF  CONGENITAL '  INGDINAL  HEENIJE,  CONSEQtTENT  UPON  SOJEE  DEFECT  IN  THE 
DEYELOPMENT  OP  THE  SPERMATIC  PORTION  OF  THE  TUNICA  VAGINALIS.  THE 
ARROWS  MARK  THE  PROTRUSION. 

1.  Hernia  in  the  tunica  vaginalis  testis.  3.  Infantile  hernia. 

2.  Hernia  in  the  funicular  portion  of  the  tunica  4.  Encysted  hernia. 

vaginalis. 

stricted  portion,  or  neck ;  and  lastly,  the  body,  or  expanded  part 
of  the  sac. 

Congenital  Owing  to  the  comparatively  late  descent  of  the 

Hernle.  testis  in  foetal  life,  it  frequently  happens  that 

either  no  closure,  or  only  a  partial  closure,  takes  place  in  the  vaginal 
portion  of  the  tunica  vaginalis.  Under  these  conditions,  when  a 
protrusion  takes  place,  the  intestine  does  not  push  forwards  a  sac 
derived  from  the  parietal  layer  of  the  peritoneum,  but  it  lies  in  a 

*  In  our  experience  the  weakness  of  the  conjoined  tendon  is,  anatomically  speak- 
ing, the  determining  cause  of  this  form  of  hernia. 
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sac  formed  by  the  tunica  vaginalis,  which  still  communicates  with 
the  peritoneal  cavity.  Tliese  hernise  are  always  oblique,  and  are 
termed  congenital.*  There  are  four  varieties,  all  of  which  are  the 
result  of,  or  associated  with,  some  congenital  defect.  They  are  as 
follows  : — 

1.  Hernia  in  the  tunica  vaginalis  testis. — This  occnrs  when  a  protru- 
sion of  intestine  takes  place  through  the  narrow  canal  which  persists 
between  the  general  cavity  of  the  peritoneum  and  the  tunica  vaginalis 
testis,  in  consequence  of  the  non-obUteration  of  the  original  communica- 
tion between  them.  In  this  case,  the  intestine  surrounds  the  testis,  and 
the  sac  is  formed  by  the  tunica  vaginalis  testis  (fig.  74.  1.). 

2.  Hernia  in  the  funicular  portion  of  the  tunica  vaginalis  occurs  when 
an  incomplete  closure  of  the  tunica  vaginalis  takes  place  immediately 
above  the  testis ;  the  canal  above  it  being  still  unclosed  and  communi- 
cating with  the  peritoneal  cavity.  The  sac  is  formed  by  the  original 
pouch  of  the  peritoneum  in  the  descent  of  the  testis,  although  shut  off 
from  the  tunica  vaginaUs  testis  by  a  thin  septum  (fig.  2). 

3.  Infantile  hernia  is  rare,  and  occurs  when  the  original  peritoneal 
canal  is  occluded  at  the  inner  ring,  so  that  the  tunica  vaginahs  testis 
reaches  up  as  high  as  the  canal,  or  even  as  far  as  the  internal  ring.  The 
intestine  in  this  variety  protrudes  a  sac  through  the  inner  ring,  but  behind 
this  abnormal  extension  of  the  tunica  vaginalis  ;  so  that  in  front  of  the 
hernia  there  are  three  layers  of  peritoneum  :  two  formed  by  the  tunica 
vaginalis,  the  third  by  the  sac  (fig.  3). 

4.  Encysted  hernia  is  still  rarer  than  the  preceding,  and  may  occur 
in  those  cases  in  which  the  closing  septum  at  the  internal  ring  is  so  thin 
that  an  advancing  hernia  pushes  before  it  this  thin  stratum  (which 
forms  its  sac)  as  a  diverticulum  into  an  unclosed  tunica  vaginahs  (fig.  4). 

Position  of  The  spermatic  cord  is  generally  situated  behind 

Spebmatic  Cobd.  and  to  the  outer  side  of  a  hernial  sac.  In  some 
cases,  however,  the  hernia  separates  the  constituents  of  the  cord, 
so  that  one  or  other  of  these  comes  to  lie  in  front  of  the  protrusion. 

Seat  of  The  stricture  may  be  seated  either  at  the  ex- 

Steictuee.  ternal  ring,  the  internal  ring,  at  any  intermediate 

*  The  term  congenital  applied  to  this  form  of  hernia  is  apt  to  suggest  the  idea 
that  it  occurs  at  birth.  But  this  is  not  of  necessity  so.  Although  the  state  of  parts 
favourable  to  its  occurrence  exists  at  birth,  the  hernia  itself  may  not  take  place  till 
many  years  afterwards — in  fact,  at  any  period  of  life. 

B  B  2 
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part  between  these,  or  at  the  neck  of  the  sac.  Sometimes  there 
is  a  double  stricture,  one  at  the  external  ring,  the  other  at  the 
internal. 

As  stated,  the  stricture  may  be  caused  by  the  neck  of  the  sac, 
independently  of  the  parts  outside  it;  for  the  peritoneum  may 
become  thickened  and  indurated,  and  sufficiently  unyielding  to 
strangulate  the  protruded  intestine.  .  The  strangulation  in  a  con- 
genital hernia  is  nearly  always  caused  by  the  neck  of  the  sac  itself. 

In  dividing  the  stricture,  the  surgeon  should,  in  all  cases, 
adhere  to  the  golden  rule  laid  down  by  Sir  Astley  Cooper — namely, 
to  divide  it  directly  upwards.  In  this  direction,  there  is  the  least 
likelihood  of  wounding  the  deep  epigastric  artery. 

Changes  pro-  Whoever  has  the  opportunity  of  dissecting  an 
DTJCEu  BY  AN  Old  old  hemla,  of  some  size,  will  observe  that  the 
AND  Large  obliquity  of  the  inguinal  canal  is  destroyed.  The 

constant  dragging  of  the  protruded  viscera  upon 
the  inner  margin  of  the  internal  ring  gradually  approximates 
the  internal  ring  to  the  external,  so  that  at  last  the  one  gets 
quite  behind  the  other,  and  there  is  a  direct  opening  into  the 
abdomen.  But  the  position  of  the  deep  epigastric  artery  with 
regard  to  the  sac  remains  unaltered.  It  is  still  on  the  inner  side 
of  the  neck  of  the  sac.  • 

In  hernise  of  long  standing,  all  its  coverings  undergo  a  change. 
They  become  thickened  and  hypertrophied,  and  so  altered  from 
what  they  once  were  that  they  scarcely  look  like  the  same  parts. 

Expose  the  contents  of  the  abdomen,  by  an  in- 

DlSSECTION.  11 

cision  from  the  ensiform  cartilage  to  the  pubes  a 
little  to  the  left  side  of  the  linea  alba,  so  as  to  preserve  a  ligament, 
ligamentum  teres,  which  passes  from  the  umbilicus  to  the  liver, 
and  also  a  cord,  the  urachus,  which  ascends  in  the  middle  line 
from  the  bladder  to  the  umbilicus ;  then  make  another  incision 
transversely  on  a  level  with  the  umbilicus,  and  turn  the  flaps 
outwards. 

Behind  the  linea  alba,  the  peritoneiun  is  raised 

UBACHtlS.  ,  ■  c  .1 

into  a  fold  by  a  fibrous  cord,  passmg  from  the 
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bladder  to  the  umbilicus ;  this  is  the  urachus,  which  in  foetal 
life  is  a  tube  connecting  the  bladder  with  the  allantois.  On 
either  side  of  the  urachus  are  two  other  folds  inclosing  cords 
which  ascend  obliquely  towards  the  umbilicus  :  these  are  the  im- 
pervious remains  of  the  hypogastric  arteries. 

Take  now  a  survey  of  the  viscera  before  they  are  disturbed  from 
their  relative  positions. 

What  is  seen  the  right  hypochondrium  the  liver  is  seen 

ON  OPENING  THE  projectiug  more  or  less  below  the  cartilages  of  the 
AsnoiiEN.  j.-|^g^       ^Yxe  fundus  of  the  gall-bladder  below  the 

edge  of  the  liver,  near  the  end  of  the  ninth  costal  cartilage.  In  the 
left  hypochondrium  is  seen  more  or  less  of  the  stomach  according 
to  its  distension.  Across  the  umbilical  region  extends  a  broad  fold 
of  the  peritoneum  containing  fat,  the  great  omentum,  which 
descends  from  the  lower  curvature  of  the  stomach,  forming 
a  ciurtain  over  the  convolutions  of  the  small  intestine.  The 
breadth  of  this  fold  varies ;  sometimes  being  so  shrunk  and 
crumpled  as  to  be  scarcely  visible.  The  lower  part  of  the  abdomen 
and  part  of  the  pelvis  are  occupied  by  the  small  intestine.  The 
urinary  bladder  is  not  apparent,  unless  distended  sufficiently  to 
rise  out  of  the  pelvis.  In  the  right  iliac  fossa  is  the  caput  coli, 
the  commencement  of  the  large  intestine ;  but  the  ascending  part 
of  the  large  intestine  in  the  right  lumbar  region,  and  tlie  descend- 
ing part  of  it  in  the  left,  are  not  visible  unless  distended  :  they  lie 
contracted  at  the  back  of  the  abdomen.  Such  are  the  viscera 
usually  seen  on  opening  the  abdomen  ;  but  a  certain  latitude  is  to 
be  allowed,  as  sometimes  more  of  one  organ  is  seen  and  less  of 
another,  according  as  this  or  that  is  distended  or  hypertrophied. 
Much  also  depends  upon  the  amount  of  pressure  which  the  ribs 
have  undergone  during  life. 

Pabticulab  The  position  of  each  viscus  should  now  be  ex- 

PosiTioN  OF  amined  separately,  and  first  . that  of  the  stomach. 

EACH  Viscus.  rpj^g  stomach  is  irregularly  conical  in  shape.  Its 

The  Stomach.  great  end  is  situated  in  the  left  hypochondiium  ; 
its  narrow  or  pyloric  end  extends  obliquely  across  the  epigastrium 
into  the  right  hypochondrium,  where  it  is  overlapped  by  the  liver. 
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The  relative  position  and  size  of  the  stomach  vary  according  to  the 
amount  of  distension  ;  when  much  distended,  the  anterior  surface, 
owing  to  the  greater  mobility  of  the  great  curve  and  the  pyloric  end 
of  the  stomach,  is  turned  upwards,  and  the  lower  border,  forwards. 
The  following  peritoneal  folds  are  attached  to  the  stomach  :  1.  the 
great  omentum  already  described ;  2.  the  gastro-hepatic  or  lesser 
omentum,  which  connects  the  lesser  curve  of  the  stomach  with  the 
transvei'se  fissure  of  the  liver  ;  and  3.  the  gastro-splenic  omentum, 
which  connects  the  great  end  of  the  stomach  with  the  spleen. 

Duodenum  ^^^^  P^^^  intestinal  canal  is  termed 

intestinum  duodenum,  because  it  is  about  the 
breadth  of  twelve  fingers.  Commencing  at  the  pyloric  end  of  the 
stomach,  the  duodenum  ascends  as  high  as  the  neck  of  the  gall- 
bladder ;  then  turning  downwards  it  passes  in  front  of  the  right 
kidney  ;  lastly,  making  another  bend,  it  crosses  the  spine  obliquely 
towards  the  left  side  of  the  second  lumbar  vertebra.  Here  the 
intestinum  jejunum  begins,  and  this  part  of  the  canal  may  be  seen 
by  raising  the  transverse  colon.  Thus  the  duodenum  describes 
a  kind  of  horse-shoe  curve,  of  which  the  concavity  is  towards  the 
left,  and  embraces  the  large  end  or  head  of  the  pancreas.  For 
convenience  of  description  the  duodenum  is  divided  into  an 
ascending,  a  descending,  and  a  transverse  portion.  The  first  is 
completely  surrounded  by  a  peritoneal  covering ;  the  second  and 
third  are  only  covered  by  peritoneum  in  front,  and  are  fixed  to 
the  back  of  the  abdomen.  The  relative  anatomy  of  the  duodenum 
will  be  more  fully  seen  hereafter. 

Jejunum  and  Pursuing  its  course  from  the  left  side  of  the 

Ileum.  second  lumbar  vertebra,  the  intestinal  canal  forms 

a  number  of  convolutions,  which  are  loosely  connected  to  the  spine 
by  a  broad  peritoneal  fold  termed  the  mesentery.  Of  these  con- 
volutions, the  upper  two-fifths  constitute  the  intestinum  jejunum ; 
the  lower  three-fifths,  the  intestinum  ileum.  This  is  an  arbitrary 
division.  There  is  no  definite  limit :  the  character  of  the  bowel 
gradually  changes — that  is,  it  becomes  less  vascular,  has  fewer 
folds  of  the  lining  membrane,  and  its  coats  are  therefore  less  sub- 
stantial to  the  feel. 


POSITION  OF  ABDOMINAL  VISCERA. 


375 


Commence-  In  the  right  iliac  fossa,  the  small  intestine 

MENT  OF  Large  opens  into  the  left  side  of  the  colon,  which  is 
Intestine.  easily  recognised  by  its  sacculated  appearance : 

here  the  large  intestine  begins :  here  is  the  ilio-csecal  valve 
(fig.  75).  Immediately  below  the  junction,  the  large  intestine  is 
expanded  into  a  blind  pouch,  called  the  caecum  or  caput  coli. 
Into  the  back  part  of  this  pouch  opens  a  little  tube  closed  at.  the 
other  end,  called  the  appendix  vermiformis.  This  tube  is  gene- 
rally three  inches  long,  about  as  thick  as  a  large  earthworm,  and 

Fig.  75. 


1.  Deum. 

2.  Cascum  or  caput  coli. 


3.  Appendix  vermi- 
formis. 


SECTION  THHOUGH  THE  JUNCTION  OF  THE  LARGE  AND  SMALL    INTESTINE  TO  SHOW  THE 
ILIO-C^CAL  VALVE  AND  APPENDIX  VERMIFOfiMIS, 

is  either  coiled  up  behind  the  csecum,  or  connected  to  it  by  a 
peritoneal  fold,  so  as  to  hang,  loose  in  the  pelvis.  The  commence 
ment  of  the  large  intestine  is  generally  confined  by  the  peri- 
toneum to  the  iliac  fossa,  in  which  it  dies.*  Tracing  it  from  this 
point,  it  ascends  through  the  right  lumbar  region  in  front  of  the 
right  kidney  as  high  as  the  under  surface  of  the  liver,  where  it 

*  But  this  is  not  invariably  so.  The- bowel  is,  .in  some  subjects,  connected  to  the 
fossa  by  a  fold  of  peritoneum  or  a  meso-ccBcum.  1  have  seen  this  fold  sufficiently 
loose  to  allow  the  caput  coli  to  travel  over  to  the  left  iliac  fossa. 
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makes  a  bend — the  hepatic  flexure — and  crosses  the  umbilical 
region  towards  the  left  side.  Having  reached  the  lower  border 
of  the  spleen,  it  makes  another  bend  downwards,  forming  the  sple- 
nic flexure  of  the  colon  ;*  thence  it  descends  in  front  of  tlie  left 
kidneyt  through  the  left  lumbar  region  into  the  left  iliac  fossa, 
where  it  curves  like  the  letter  S.  These  successive  portions  of  the 
large  intestine  are  termed,  respectirely,  the  ascending,  transverse, 
descending,  and  sigmoid  parts  of  its  course.  Lastly,  the  bowel 
enters  the  pelvis  on  the  left  side  of  the  sacrum,  and  here  takes  the 
name  of  rectum.  This  term,  so  far  as  concerns  the  human  subject, 
is  misapplied;  the  canal  runs  anything  but  a  straight  course 
through  the  pelvis,  since  it  curves  to  adapt  itself  to  the  sacrum. 


Pig.  76. 


RELATIVE  POSITION  OF  THE  KIDNEYS  ANB  THE  LARGE  INTESTINE  SEEN 

FROM  BEHIND. 

L.  K.  Left  kidney,  crossed  obliquely  by  the  last        a.  c.  Ascending  colon 

dorsal  artery  and  nerve.  D.  c.  Descending  colon. 

R.  K.-  Bight  kidney. 

Looking  at  the  entire  course  of  the  colon,  observe  that  it  forms 
an  arch,  of  which  the  concavity  embraces  the  convolutions  of  the 
small  intestines. 

■  *  This  transverse  part  of  the  colon,  in  some  instances,  makes  a  coil  behind  the 
storaa-ch  to  the  diaphragm ;  such  a  state  of  things,  when  the  bowel  happens  to  be  dis- 
tended, is  apt  to  give  rise  to  symptoms  of  diseased  heart.  See  -some  observations  in 
point  by  Dr.  Copland,  in  'Lond.  Med.  Gaz.'  1847,  vol.  v.  p.  660. 

t  The  contiguity  of  the  ascending  and  descending  colon  to  the  right  and  left  kid- 
ney respectively,  explains  the  occasional  bursting  of  renal  abscesses  into  the  intesti- 
nal canal. 
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Length  of  the  '^'^^  small  intestine,  including  the  duodenum, 
Alimentary  varies  from  sixteen  to  twenty-four  feet  in  length. 
Canal.  and  the  large  intestine  from  five  feet  to  five  feet 

and  a  half;  "these  measurements  are  subject  to  some  variation, 
according  to  the  height  of  the  individual.  In  round  numbers,  the 
small  and  large  intestines  are  from  five  to  six  times  the  length  of 
the  body. 

Situation  of  The  Uver  occupies  the  whole  of  the  right  hypo- 
THE  LmsE.  chondrium,  and  extends  over  the  epigastric  region 

more  or  less  into  the  left.  Unless  the  individual  be  very  corpu- 
lent, we  can  ascertain  during  life  the  extent  to  which  the  liver  pro- 
jects below  the  costal  cartilages,  and  the  general  dimensions  of 
the  organ  may  be  tolerably  well  told  by  percussion.  Its  anterior 
border  is  sharp  and  thin ;  its  posterior  is  broad  and  connected  to 
the  diaphragm  by  peritoneal  ligaments.  Its  upper  surface  ascends 
as  high  as  the  fifth  intercostal  space;  its  under  surface  overlies 
part  of  the  stomach,  of  the  duodenum,  of  the  right  kidney,  of  the 
transverse  colon,  and  of  the  supra-renal  capsule ;  its  upper  surface 
is  convex,  and  accurately  adapted  to  the  arch  of  the  diaphragm. 
To  this  muscle  the  liver  is  connected  by  folds  of  peritoneum,  called 
ligaments.  One  of  these,  nearly  longitudinal  in  direction,  and 
called  the  suspensory,  or,  from  its  shape,  the  falciform  ligament, 
is  situated  a  little  to  the  right  of  the  mesial  line.  The  lower  and 
free  edge  of  it  contains  the  impervious  remains  of  the  umbilical 
vein,  called  the  round  ligament.  The  suspensory  ligament,  traced 
backwards,  leads  to  another  broad  fold  extending  horizontally  from 
the  diaphragm  to  the  posterior  border  of  the  liver ;  this  consti- 
tutes the  lateral  ligament,  right  or  left,  according  as  we  trace  it  on 
one  or  the  other  side  of  the  falciform  ligament. 

The  junction  of  the  lateral  and  falciform  ligaments  is  described 
by  some  authors  as  the  coronary  ligament. 

Situation  of  the  The  gall-bladder  is  the  reservoir  for  the  bile, 
G-ALt>BLADDER.  Q^d  18  closcly  coufiucd  by  the  peritoneum  in  a 
slight  depression  on  the  under  surface  of  the  right  lobe  of  the  liver. 
Its  lower  end  or  fundus  projects  beneath  the  cartilage  of  the  ninth 
rib.    This  is  important  practically.    It  sometimes  happens  that 
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the  gall-bladder,  in  consequence  of  some  obstruction  to  its  duct, 
becomes  unusually  distended,  and  occasions  a  swelling  below  the 
margin  of  the  ribs,  which  might  be  mistaken  for  an  hepatic 
abscess.*  The  close  proximity  of  the  gall-bladder  to  the  duo- 
denum and  the  transverse  colon  explains  the  occasional  evacuation 
of  gall-stones  by  ulceration  into  the-  intestinal  canal.f 

Situation  of  The  spleen  is  deeply  situated  in  the  left  hypo- 
THE  Spleen.  chondrium,  between  the  stomach  and  the  ninth, 

tenth,  and  eleventh  ribs.  It  is  placed  nearly  vertically ;  its 
outer  surface  is  smooth  and  convex,  to  correspond  with  the  dia- 
phragm and  the  ribs ;  its  inner- surface,,  where  its  great  vessels 
enter,  is  concave  and  connected  to  the  great  end'of  the  stomach  by 
a  peritoneal  fold  called  the  gastro-splenic  omentum.  Grenerally, 
too,  the  spleen  is  connected  by  a  small  peritoneal  fold,  the  suspen- 
sory ligament,  to  the  under  surface  of  the  diaphragm.;]:  Below,  the 
spleen  is  in  contact  with  the  kidney  and  the  descending  colon. 

Situation  of  This  is  the  salivary  gland  of  the  abdomen.  It 
THE  Pancbeas.  lies  behind  the  stomach,  transversely  across  the 
spine,  about  the  level  of  the'  first  lumbar  vertebra.  Its  right  end 
or  head  is  contained  within  the  curve  of  the  duodenum ;  its  left 
end  or  tail  extends  as  far  as  the  spleen.  The  further  connections 
and  relations  of  the  pancreas  cannot  at  this  stage  of  the  dissection 
be  satisfactorily  seen. 

Situation  of^  The  kidneys  are  situated  in  the  lumbar  region, 
THE  Kidneys.  nearly  opposite  the  two  lower  dorsal  and  the  two 
upper  lumbar  vertebrse ;  the  right,  owing  to  the  size  of  the  liver, 
being  a  little  lower  than  the  left.  They  lie  embedded  in  fat, 
partly  upon,  the  quadratus  lumborum,  partly  upon  the  psoas.  In 
contact  with  the  right-  kidney,  we  have  the  liver,  the  second 
part  of  the  duodenum,  and  the  ascending  colon ;  in  contact  with 
the  left,  are  the  spleen,  the  end  of  the  pancreas,  and  the  descending 
colon. 

*  See  cases  in  point  recorded  lay  Andral/  Clin.  MM.'  torn,  iv.;  and  Graves, '  Dublin 
Hospital  Eeport,'  vol.  iv. 

f  See  preparations  in  the  Museum^  Ser.- 16.-  No.  84. . 

I  Every  now  and  then  we  find  in  the  gastro-splenic  omentum  one  or  more  little 
spleens  in  addition  to  the  large  one. 
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Situation  of  This  body  is  situated  at  the  top  of  the  kidney. 
THE  Stjpka-renal  It  Hcs  upoii  the  cms  of  the  diaphragm.  You  will 
Capsule.  ggg  ^}^q  j-ight  supra-renal  capsule  by  lifting  up  the 

liver;  the  left,  by  lifting  up  the  spleen  and  the  great  end  of  the 
stomach. 

A  certain  range  of  motion  being  necessary  to 
Pekitonbum.  abdominal  viscera,  they  are  provided  with  a 

serous  membrane,  called  the  peritoneum.  This  membrane,  like 
other  serous  membranes,  is  a  closed  sac,  one  part  of  which  lines  the 
containing  cavity,  the  other  is  reflected  over  the  contained  viscera. 
These  are  respectively  termed  the  parietal  and  the  visceral  layers. 
In  the  female,  however,  it  is  not,  strictly  speaking,  a  closed  sac, 
since  it  communicates  with  the  cavity  of  the  uterus  through  the 
Fallopian  tubes.  The  internal  surface  of  the  peritoneum  is  smooth 
and  polished,  and  lined  by- squamous  endothelium:  the  external 
surface,  the  sub-peritoneal  tissue,  is  composed  of  areolar  tissue 
Avhich  connects  the  internal  layer  to  the  invested  viscus  or  ab- 
dominal parietes.  There  is  nothing  between,  the  parietal  and  the 
visceral  layers — in  other  words,  inside  the  sac — but  just  sufficient 
moisture  to  lubricate  its  smooth  and  polished  surface.  The  viscera 
are  all,  more  or  less,  outside  the  sac ;  some  lie  altogether  behind  it, 
as  the  pancreas,  kidneys,. and  supra-renal  capsules;  others,  as  the 
lower  parts  of  the  duodenum,  caecum,  ascending  and  descending 
colon,  are  only  partially  covered  by  it ;  while  others,  as  the  stomach, 
liver,  jejunum,  ileum,  and  some  parts  of  the  large  intestine,  are 
completely  invested  by  it:,  these  latter  push  the  visceral  layer 
before  them,  and  so  give  rise  to  membranous  folds ;  the  larger  the 
fold,  the  freer  is  the  mobility  of  the  viscus  which  occasions  it. 

CouESE  OF  THE  Now  tracc  the  peritoneum  as  a,  continuous 
Peeitoneum.  membrane..  Since  the  peritoneum  is  a'  perfect  sac, 
it  matters  not  where  we  begin :  we  must  coma  back  to  the  starting- 
point. 

If  a  longitudinal  section  be  made  through  the  viscera  in  the 
middle  of  the  body,  one  can  trace  the  peritoneum  thus — beginning 
at  the  diaphragm,  and  taking,,  for  brevity's  sake,  two  layers  at  a 
time  (fig.  77). 
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From  the  diaphragm  two  layers  of  peritoneum  proceed  to  the 
liver,  forming  its  lateral  ligaments ;  they  separate  to  inclose  the 
liver,  meet  again  on  its  under  aspect,  and  pass  on,  under  the  name 
of  the  gastro-hepatic  omentum,  to  the  small  curve  of  the  stomach. 
Separating  here,  they  embrace  the  stomach,  and,  meeting  again  at 
Fig.  77,  its  greater  curve,  pass  down  like  a 

curtain  over  the  small  intestine 
to  form  the  great  omentum.  At 
-the  lower  margin  of  the  great 
omentum,  they  are  reflected  up- 
wards (so  that  the  great  omentum 
consists  of  four  layers)  to  the  front 
of  the  transverse  colon,  which  they 
inclose,  and,  after  joining  again  at 
the  back  of  the  colon,  proceed  to 
the  spine,  forming  the  transverse 
meso-colon.  At  this-  situation  the 
two  layers  diverge,  the  upper  one 
ascends  in  front  of  the  pancreas, 
and  the  crm-a  of  the  diaphragm 
to  its  under  surface,  at  which 
point  we  started,* 

The  lower  layer  is  reflected 
from  the  spine  over  the  small  in- 
testine, back  again  to  the  spine,  to 
form  the  mesentery.  From  the  root 
of  the  mesentery  it  descends  into 
the  pelvis,  and  invests  the  upper 
two-thirds  of  the  rectum.  From 
the  rectum,  in  the  male,  it  is  re- 
DiAGEAM  OF  THE  PERITONEUM.       flected  to  thc  posterior  part  of  the 

*  In  fcetal  life,  the  ascending  layers  of  the  great  omentum  may  be  traced  back  to 
the  spine  near  the  pancreas ;  and  here  the  layers  diverge  from  each  other.  The  upper 
layer  ascends  in  front  of  the  pancreas  to  the  diaphragm ;  the  lower  layer  proceeds  over 
the  arch  of  the  colon,  and  then  back  to  the  spine,  thus  forming  the  transverse  meso- 
colon. Its  reflections  afterwards  are  the  same  as  in  the  adult.  As  the  foetus  grows, 
the  great  omentum  becomes  adherent  to  the  arch  of  the  colon. 
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bladder,  forming  the  recto- vesical  pouch,  and  thence  to  the  wall  of 
the  abdomen,  along  which  it  can  be  traced  up  to  the  diaphragm. 
In  the  female,  it  is  reflected  from  the  rectum  on  to  the  posterior 
wall  of  the  vagina  half  an  inch  from  the  uterine  extremity,  consti- 
tuting the  recto-vaginal  pouchy  and  thence  over  all  the  back,  but 
only  about  half-way  down  the  front  of  the  uterus,  to  the  posterior 
wall  of  the  bladder;  after  which  its  reflections  are  the  same  as  in 
the  male. 

Such- is  the  course  of  the  peritoneum  as  seen  in  a  longitudinal 
section,  but  there  are  lateral  reflections  which  cannot  be  seen 
except  in  a  transverse  section :  thus,  from  the  great  end  of 
the  stomach,  two  layers  proceed  to  the  spleen,  forming  the  gastro- 
splenic  omentum ;  from  the  transverse  meso-colon  it  is  reflected  on 
either  side  over  the  ascending  and  descending  colon. 

The  following  parts  of  the  alimentary  canal  are  only  partially 
covered  by  peritoneum :  namely.,  the  descending  and  transverse 
portions  of  the  duodenum,  the  caecum,  the  ascending  and  descend- 
ing colon  (with  exceptional  cases),  and  the  lower  part  of  the  rectum. 

Anatomists  speak  of  the  lesser  cavity  of  the  peritoneum  as  dis- 
tinguished from  the  greater.  This  lesser  cavity,  or  sac  of  the 
omentum,  is  situated  behind  the  stomach  and  the  descending 
layers  of  the  great  omentum.  If  air  be  blown  through  the  foramen 
of  Winslow  (which  is  the  constricted  communication  between  the 
greater  and  lesser  cavities  of  the  peritoneum),  the  lesser  cavity 
becomes  distended ;  it  is  bounded,  in  front,  by  the  lesser  omentum, 
the  stomach,  and  the  descending  layers  of  the  great  omentum ; 
behind,  by  the  ascending  layers  of  the  great  omentum,  the  colon, 
and  the  transverse  meso-colon  ;  above,  by  the  liver. 

Foramen  OF  This  foramen  is  the  narrow  circular  opening 

Winslow.  between  the  greater  and  lesser  cavities  of  the 

peritoneum,  through  which  the  two  cavities  communicate.  It  is 
situated  behind  the  right  edge  of  the  gastro-hepatic,  or  lesser 
omentum.  By  passing  your  finger  into  it,  you  will  find  the 
foramen  bounded  above  by  the  lobulus  Spigelii  of  the  liver ;  beloiv, 
by  the  commencement  of  the  duodenum  ;  in  front,  by  the  lesser 
omentum ;  and  behind,  by  the  vena  cava  inferior. 
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The  several  folds,  formed  by  the  reflections  of  the  peritoneum, 
which  connect  the  viscera  either  to  each  other  or  to  the  back  of 
the  abdomen,  have  now  to  be  examined. 

Fxa.  78. 


O.P.  Greater  cavity  o£ 
the  peritoneum. 

i/.p.  Lesser  cavity  of 
the  peritoneum. 

A.  Aorta. 


St.  Stomach, 
s.  Spleen. 

V.  Inferior  vena  cava. 
L.  Liver. 


DIAGBAM  OF  A  TBANSVEESE  SECTION  THROUGH  THE  UPPEB  PART  Or  THE 
ABDOMINAX  CATITY  SEEK  FROM  ABOTB.  . 


Mbsentebt. 


This  is  the  fold  which  suspends  the  small  in- 
testine from  the  back  of  the  abdomen.    To  see  it, 
raise  the  great  omentum  and  the  transverse  arch  of  the  colon.  Its 

Fro.  79. 


G.o.  The  great  omen 
turn,  with  its  ca- 
vity. 

I.  Smallintestine. 

A.  Aorta. 


V.  Inferior  vena  cava. 
A.c.  Ascending  colon. 
D.C.  Descending  colon. 
K.  Kidneys.  ■ 


DIAGBAM  OF  A  TRANSVEBSE  SECTION  THBOUGH  THE  LOWER  PART  OF  THE 

ABDOMINAL  CAVITT. 

attached  part  or  root  extends  from  the  left  side  of  the  second 
lumbar  vertebra  obliquely  across  the  spine  to  the  right  iliac  fossa. 
The  loose  part  of  the  mesentery  is  very  broad,  and  curves  like 
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a  ruffle,  inclosing  the  small  intestine  from  the  beginning  of  the 
jejunum  to  the  end  of  the  ileum.  We  must  trace  between  its  two 
layers,  the  mesenteric  vessels,  nerves,  glands,  and  lymphatics. 

Teansvebse  This  broad  fold  connects  the  transverse  colon  to 

Meso-colon,  the  back  of  the  abdomen.  It  forms  an  imperfect 
partition  dividing  the  abdomen  into  an  upper  compartment,  con- 
taining the  stomach,  liver,  and  spleen ;  and  a  lower,  containing 
the  convolutions  of  the  small  intestines.  As  regards  the  caecum, 
the  ascending  and  descending  portions  of  the  colon,  they  are,  as  a 
general  rule,  bound  down  by  the  peritoneum  in  their  respective 
situations  (fig.  79).  The  peritoneum  covers  only  two-thirds  or 
thereabouts  of  their  anterior  surface ;  their  posterior  surface  is  con- 
nected by  loose  cellular  tissue  to  the  back  of  the  abdomen.*  The 
colon,  ascending  or  descending,  can  therefore  be  opened  in  the 
lumbar  region,  below  the  kidney,  without  injury  to  the  peritoneum : 
a  fact  upon  which  is  founded  the  operation  of  colotomy  for  the 
relief  of  stricture  of  the  rectum. 

Gbeat  This  broad  peritoneal  fold  is  composed  of  four 

Omentum.  layers,  and  proceeds  from  the  lower  border  of  the 

stomach,  like  a  curtain  over  the  convolutions  of  the  small  intestine. 
Its  thickness  varies  considerably ;  in  thin  subjects  it  is  often 
translucent;  in  corpulent  persons,  on  the  other  hand,  it  is  loaded 
with  fat,  and  contributes  in  great  measure  to  the  size  of  the 
abdomen.  Its  length  also  varies.  In  some  bodies  we  find  it 
extending  low  into  the  pelvis ;  in  others,  small  and  crumpled. 

Gastro-  This  fold  passes  from  the  transverse  fissure  on 

HEPATIC  OR  the  under  surface  of  the  liver  to  the  upper  curve 

Lesser  Omentum,  ^-^^  stomach.  It  is  composed  of  two  layers,  and 
between  them  are  the  portal  vein  and  hepatic  artery  with  the  nerves 
going  to  the  liver,  and  the  hepatic  duct  and  lymphatics  coming  from 
it.  The  right  border  of  this  fold  is  free,  while  the  left  passes  on 
to  the  oesophagus.  In  this  fold  the  bile-duct  lies  to  the  right,  the 
hepatic  artery  to  the  left,  and  the  vena  portse  behind  and  between 

*  In  some  (rare)  cases,  the  ascending  and  descending  colon  (more  commonly  the 
latter)  are  completely  surrounded  by  peritoneum,  and  connected  to  the  lumbar  regions, 
respectively,  by  a  right  and  left  lumbar  meso-colon. 
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them.  If  the  finger  be  introduced  behind  the  right  border,  it 
passes  through  the  foramen  of  Winslow  into  the  lesser  cavity  of  the 
peritoneum. 

Gastho-  "^^i^  ^0^^  proceeds  from  the  great  end  of  the 

SPLENIC  OMEif-       stomach  to  the  spleen,  and  is  continuous  below 
with  the  great  omentum.    It  contains  between  its 
layers  the  branches,  vasu  brevia,  which  proceed  from  the  splenic 
artery  to  the  great  end  of  the  stomach. 


EiG.  80. 


1.  Phrenic. 

2.  CcEliacaxis. 

3.  Superior  mesenteric. 
i.  Supra-renal. 

5,  Benal. 


&i  Spermatic. 

7.  Inferior  mesenteric. 

8.  Lumbar. 

9.  Sacra  media. 


BRANCHES  OT  THE '  ABDOMINAI,  AOBTA. 

The  reflections  of  the  peritoneum  from  the  liver  to  the  abdo- 
minal walls,  forming  its  ligaments,  have  been  described  in  tracing 
the  connections  of  that  organ  (p.  377). 

Bbanches  of         Our  next  object  should  be  the  examination  of 
THE  Abdominal      the  arteries  which  supply  the  viscera.    The  aorta 
enters  the  abdomen  between  the  pillars  of  the 
diaphragm  in  front  of  the  last  dorsal  vertebra,  and  then,  descending 
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a  little  to  the  left  side  of  the  spine,  divides  on  the  fourth  lumbar 
vertebra  into  the  two  common  iliac  arteries.  In  this  course  it 
gives  off  its  branches  in  the  following  order  (fig.  80)  : — 

1.  The  phrenic,  for  the  supply  of  the  diaphragm. 

2.  The  cceliac  axis,  a  short  thick  trunk  which  immediately 
subdivides  into  three  branches  for  the  supply  of  the  stomach,  the 
liver,  and  the  spleen. 

3.  The  superior  mesenteric,  for  the  supply  of  all  the  small  in- 
testine and  the  upper  half  of  the  large. 

4.  5.  The  supra-renal  and  the  renal  arteries. 

6.  The  spermatic,  for  the  testicles  ;  the  ovarian,  for  the  ovaries. 

7.  The  inferior  mesenteHc,  for  the  supply  of  the  lower  half  of 
the  large  intestine. 

8.  The  lumbar,  four  branches  analogous  to  the  intercostals,  for 
the  supply  of  the  back  part  of  the  abdomen. 

9.  The  arteria  sacra  media,  which  is  given  off  at  the  bifurca- 
tion of  the  aorta,  supplies  the  fifth  lumbar  artery  and,  running 
down  in  front  of  the  sacrum,  the  lateral  sacral  arteries. 

_  These  branches  are  to  be  traced  throughout  in 

Dissection   

the  order  most  convenient.  Take  the  cceliac  axis 
first.  To  dissect  this  artery  and  its  branches,  the  liver  must  be 
well  raised,  as  in  fig.  81,  and  the  anterior  layer  of  peritoneum 
removed  from  the  gastro-hepatic  omentum.  A  close  network 
of  very  tough  tissue  surrounds  the  visceral  branches  of  the 
aorta.  This  tissue  consists  almost  entirely  of  plexuses  of  nerves, 
derived  from  the  sympathetic  system,  each  plexus  taking  the  name 
of  the  artery  which  it  surrounds.  Of  these  plexuses,  the  largest 
surrounds  the  cceliac  axis  like  a  ring.  This  is  the  solar  plexus, 
and  is  formed  by  the  junction  of  the  two  semi-lunar  ganglia  (see 
dissection  of  thorax,  p.  147).  From  this,  as  from  a  root,  other 
secondary  plexuses  branch  off,  and  surround  the  following  arteries 
— the  phrenic,  coronary,  hepatic,  splenic,  superior  mesenteric, 
inferior  mesenteric,  and  renal ;  the  plexuses  receiving  the  names  of 
the  arteries  around  which  they  twine.  It  requires  a  lean  subject 
and  much  patience  to  trace  them. 

c  c 
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PLAN  OF  THE  BEANCHES  OF  THE  CGELIAC  AXIS. 


CffiLUC  AXIS 


Coronaria 
euli. 

Hepatic 


Splenic 


ventri-  r oesophageal. 
\  gastric. 


pyloric. 

gastro-duodenalis. 
cystic. 

pancreatic  branches, 
gastro-epiploica  sinistra, 
vasa  brevia  to  stomach. 


'gastro-epiploica  dextra. 
pancreatico-duoden  al  is 
superior. 


CoiLiAc  Axis  The  coeliac  axis  arises  from  tbe  front  of  the 

ANT)  ITS  aorta,  between  the  pillars  of  the  diaphragm,  im- 

BreANCHEs.  mediately  above  the  upper  border  of  the  pancreas, 

and  to  the  left  of  the  lobulus  Spigelii.  It  is  a  very  thick,  short 
trunk,  which  runs  between  the  two  layers  of  the  lesser  omentum, 
and,  after  a  course  of  about  half  an  inch,  divides  into  three 
branches — the  coronaria  ventriculi,  the  splenic,  and  the  hepatic. 

CoKONAEiA  The  coronaria  ventriculi,  the  smallest  of  the 

Ventriculi.  three,  ascends  a  little  to  the  left  towards  the 

CESophageal  end  of  the  stomach,  where  it  gives  off  oesophageal 
branches,  which  inosculate  with  the  oesophageal  branches  of  the 
thoracic  aorta.  It  then  runs  along  the  lesser  curvature  of  the 
stomach  towards  the  pylorus,  and  anastomoses  with  the  pyloric 
branch  of  the  hepatic  artery. 

Hepatic  The  hepatic  artery  ascends  to  the  right  between 

Artert.  t,he  layers  of  the  lesser  omentum  to  the  transverse 

fissure  of  the  liver,  where  it  divides  into  two  branches,  right  and 
left,  for  the  supply  of  the  respective  lobes  of  the  liver. 

In  its  course  to  the  liver,  it  lies  to  the  left  of  the  bile-duct, 
and  in  front  of  the  portal  vein ;  all  three  are  contained  in  the 
right  half  of  the  lesser  omentum.    The  hepatic  gives  off — 

a.  The  pyloric,  which  runs  along  the  upper  curve  of  the  stomach 
from  right  to  left,  and  inosculates  with  the  coronaiia  venti-iculi. 

b.  The  gastro-duodenalis,  passing  behind  the  ascending  portion  of  the 
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duodenum,  divides  into  (a)  the  gastro-epiploica  dextra,  whicli  runs  along 
the  gi-eater  curve  of  the  stomach,  from  right  to  left,  and  anastomoses 
with  the  gastro-epiploica  sinistra  from  the  splenic ;  and  the  pancrea- 
tico-duodenalis  superior,  which  runs  down  between  the  head  of  the  pan- 
creas and  the  descending  portion  of  the  duodenum,  and  anastomoses  with 
the  pancreatico-duodenalis  inierior,  a  branch  of  the  superior  mesenteric. 

c.  The  cystic,  commonly  a  branch  of  the  right  hepatic,  divides  into 
two  branches,  one  of  which  ramifies  on  the  under  surface  of  the  gall- 

Fia.  81. 


Gall- 
bladder 


Bile- 
duct. 


Kidney  . 

Descending 
duodenum 


Termination 
of  bile-duct. 


—\._  Spleen. 


Commencement  of  the  intesti-, 
num  iejunum. 


DIAGEAM  OF  THE  BRANCHES  OF  THE  CCELIAC  AXIS. 

(Pancreas  in  dotted  outline  behind  the  stomach.) 
1.  Coronaria  ventriculi.  5.  Gastro-duodenali?. 


2.  Splenic  a. 

3.  Hepatic  a. 

4.  Pyloric  a. 


6.  Gastro-epiploica  sinistra. 

7.  Vasa  brevia. 

8.  Superior  mesenteric  a. 


bladder,  the  other  passes  between  the  liver  and  the  upper  surface  of  the 
gall-bladder. 

Splenic  The  splenic,  the  largest  of  the  three,  proceeds 

tortuously  towards  the  left  side,  above  its  corre- 
c  c  2 


A  BTBRY. 
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sponding  vein,  along  tlie  upper  border  of  the  pancreas  to  the  spleen, 
which  it  enters  by  numerous  branches. 

It  gives  off:  1.  Several  smairbranches  to  the  pancreas,  jpancrea^wkB 
parvce.  One,  rather  larger  than  the  rest,  which  accompanies  the  pan- 
ci'eatic  duct,  is  called  pancreatica  magna.  2.  The  gastro-epiploica 
sinistra,  which  runs  to  the  right  along  the  great  curve  of  the  stomach, 
and  inosculates  with  the  gastro-epiploica  dextra.  3.  Vasa  brevia,  which 
proceed  between  the  layers  of  the  g astro-splenic  omentum,  to  the  great 
end  of  the  stomach,  where  they  communicate  with  branches  from  the 
coronaria  ventriculi,  and  the  gastro-epiploica  sinistra.  4.  The  splenic 
branches  are  five  or  six  in  number,  and  enter  the  fissure  of  the  spleen. 

Tig.  82.  Thus   the  stomach  is 

supplied  with  blood  by  four 
channels,  which  by  their 
inosculations  form  a  main 
artery  along  its  lesser 
curve,  another  along  its 
greater  ;  from  these,  nu- 
merous branches  are  fur- 
nished to  both  surfaces  of 
the  stomach.  The  artery 
of  the  greater  curve  also 
sends  down  numerous  omen- 
tal branches,  which  form  a 
network  between  the  layers 
of  the  great  omentum. 

Vena  Poet^  :  The  veins 
ITS  Pbcttliaeities.  which  re- 
turn the  blood  from  the 
abdominal  portion  of  the 
alimentary  canal,  the  pan- 
creas, and  the  spleen,  do 
not  empty  themselves  into 
the  vena  cava  inferior,  but 
all  unite  into  one  large 
vein,  called  the  vena  porta},  which  ramifies  throughout  the  liver. 


DIAGRAM  OF  THE  VKNA  POHTJK. 

(The  arrow  is  introduced  behind  the  free 
border  of  the  lesser  omentum.) 


VENA  PORT^. 
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and  secretes  the  bile.  The  trunk  of  the  vena  portse  itself  is 
about  three  inches  long.  Tracing  it  downwards  you  find  that 
it  is  formed  behind  the  great  end  of  the  pancreas,  by  the  con- 
fluence of  the  splenic  and  superior  mesenteric  veins  (fig.  82). 
In  its  passage  to  the  liver,  the  vena  portse  is  accompanied  by 
the  hepatic  artery  and  the  common  bile-duct,  lying  behind  and 
between  them.  At  the  transverse  fissure  of  the  liver  it  divides 
into  two  branches  corresponding  to  the  right  and  left  lobes. 
The  vein  ramifies  in  the  substance  of  the  liver  like  an  artery, 
and  is  surrounded,  with  the  branches  of  the  hepatic  artery  and 
duct,  in  a  sheath  of  areolar  or  fibrous  tissue  called  Glisson^s  capsule. 
The  vena  portse  may,  then,  be  compared  to  the  stem  of  a  tree,  of 
which  the  roots  arise  in  the  digestive  organs,  and  the  branches 
spread  out  in  the  liver.  After  receiving  the  veins  corresponding  to 
the  branches  of  the  hepatic  artery,  the  vena  portse  returns  its  blood 
into  the  inferior  vena  cava  through  the  venae  cavse  hepaticse. 

The  veins  which  empty  themselves  inta  the  vena  portse  have 
no  valves.  Therefore,  if  any  obstruction  arise  in  the  venous 
circulation  through  the  liver,  the  roots  of  the  portal  vein  are  apt 
to  become  congested:  this  is  a  common  cause  of  hsemorrhoids, 
diarrhoea,  hsemorrhage  from  the  bowels,  and  ascites.  Leeches 
applied  to  the  anus  have  been  long  recogiiised  as  beneficial  in 
congestion  of  the  liver. 

^  The  hepatic  duct  is  composed  of  two  trunks,  one 

from  the  right  lobe  and  the  other  from  the  left : 
it  is  soon  joined  by  the  cystic  duct  from  the  gall-bladder.  The 
common  duct,  ductus  communis  choledochus,  thus  formed,  passes 
between  the  two  layers  of  the  lesser  omentum  close  to  its  right 
border,  then  behind  the  first  portion  of  the  duodenum,  and  opens 
obliquely  into  the  back  part  of  the  second  portion,  near  the  junc- 
tion with  the  third.  The  duct  runs  through  the  coats  of  the 
bowel  for  nearly  three-quarters  of  an  inch  (p.  387).  As  the  common 
bile-duct  descends  between  the  layers  of  the  lesser  omentum,  it 
lies  in  front  of  the  vena  portse,  having  the  hepatic  artery  on  its 
left.  The  duct  is  about  three  inches  long,  and  if  distended  would 
be  about  the  size  of  a  crow-quill. 
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^  The  great  omentum,  with  the  arch  of  the  colon. 

Dissection.  ,  •, 

must  now  be  turned  up  over  the  chest,  and  the 

small  intestines  pushed  towards  the  left  side.  Then,  by  removing 
the  anterior  layer  of  the  peritoneum  from  the  mesentery,  we  expose 
the  mode  in  which  the  superior  mesenteric  artery  ramifies  so  as  to 
supply  the  small  intestine.  In  making  this  dissection,  the  mesen- 
teric glands  immediately  attract  notice.  They  lie  in  great 
numbers  between  the  layers  of  the  mesentery,  and  vary  consider- 
ably in  size.    The  fine  tubes,  called  lacteal  vessels,  which  traverse 


Fig.  83. 


1.  Superior  mesenteric  a. 

2.  Colica  media. 

3.  Colica  dextra. 

4.  Ileo-colica. 


PLAN  OF  THE  MESENTEEIC  ARTERIES,  AND  THEIR  COMMUNICATIONS. 

the  glands,  are  too  thin  and  transparent  to  be  seen  under  ordinary 
circumstances.  But  in  cases  where  sudden  death  has  taken  place 
during  digestion,  they  are  found  distended  with  chyle,  and  can  be 
traced  into  the  glands  from  all  parts  of  the  small  intestine.*  After 
traversing  the  glands,  they  all  eventually  empty  their  contents  into 
the  receptaculum  chyli  (p.  142). 

*  The  arrangement  of  the  chyliferous  vessels  is  well  displayed  iu  the  plates  of 
Mascagui. 
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Superior  "^^^^^  l&vge  artery  arises  from  the  front  of  the 

Mesenteric  aorta,  descends  beneath  the  pancreas,  in  front  of 

Artery  and  ^he  transverse  part  of  the  duodenum  (p.  387),  and 
Branches.  ^-^^^  between  the  layers  of  the  mesentery 

towards  the  right  iliac  fossa,  where  it  terminates  in  branches  for 
the  supply  of  the  caecum.  Thus  it  describes  a  gentle  cui've  from 
left  to  right.    It  gives  off  the  following  branches  : — 

1.  The  inferior  pancreatico-duodenal  hva,nch,  which  runs  up,  within 
the  concavity  of  the  duodenum,  to  inosculate  with  the  superior  pancre- 
atico-duodenal  branch  of  the  hepatic.  2.  Vasa  intestini  tenuis  of  the 
small  intestine,  from  ten  to  sixteen  in  number,  are  given  off  from  the 
left  or  convex  side  of  the  curve  ;  while  from  the  concave  side  come,  3. 
the  ileo-colic  ;  4.  the  right  colic ;  and  5.  the  middle  colic  for  the  supply 
of  the  ileum,  caecum,  ascending,  and  transverse  colon,  respectively. 


The  student  should  now  trace  the  branches  to  the  small  intes- 
tine, in  order  to  see  the  series  of  arches  which  they  form  by  their 
mutual  inosculations.  There  are  three  or  four  tiers  of  them, 
each  tier  composed  of  smaller  and  more  numerous  branches  than 
the  preceding.  The  ultimate  branches  ramify  in  circles  round 
the  intestine.  This  circular  arrangement  of  the  vessels  in  the 
coats  of  the  bowel  is  practically  interesting,  because  it  enables 
one  in  almost  all  cases  to  distinguish  the  intestine  from  the 
hernial  sac. 

The  colic  branches  of  the  superior  mesenteric  are  the  ileo-colic,  which 
is  the  continuation  of  the  main  trunk,  and  divides  into  two  branches  ; 
one  supplies  the  lower  part  of  the  ileum,  and  the  other  the  caecum  : — 
the  right  colic,  which  proceeds  towards  the  ascending  colon,  and  the 
middle  colic,  which  ascends  between  the  layers  of  the  meso-colon  to  the 
arch.  They  are  ai-ranged  after  the  same  plan  as  those  of  the  small  in- 
testine :  that  is,  they  inosculate  and  form  a  series  of  arches  which  suc- 
cessively decrease  in  size  and  finally  terminate  in  circles  round  the 
bowel. 


The  superior  mesenteric  vein  joins  the  splenic  behind  the  pan- 
creas, and  forms  the  vena  portse  (p.  388). 
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Dissection  of  '^^  ^^^^  artery,  the  small  intestine  must  be 
THE  Infkriok  drawn  over  towards  the  right  side,  and  the  peri- 
Mesentkric  toneum  covering  the  artery  removed.    It  is  given 

mT^^  ^^^^^  aorta,  about  two  inches 

above  its  bifurcation.  Descending  towards  the 
left  iliac  fossa,  it  crosses  obliquely  over  the  left  common  iliac 
artery,  passes  between  the  layers  of  the  meso-rectum,  and,  taking 
the  name  of  superior  hcemorrhoidal,  is  finally  distributed  to  the 
upper  part  of  the  rectum.    Its  branches  are : — 

1.  The  colica  sinistra,  which  crosses  behind  the  peritoneum,  over  the 
left  kidney,  and  supplies  the  descending  colon. 

2.  The  sigmoid ea,  which  is  distributed  to  the  sigmoid  flexure. 

3.  The  superior  hcemorrhoidal,  which  supplies  the  upper  part  of  the 
rectum,  and  will  be  dissected  with  the  side  view  of  the  pelvis. 

These  branches  of  the  inferior  mesenteric  inosculate  in  the  form 
of  arches,  like  the  colic  branches  of  the  superior  mesenteric.  The 
colica  sinistra,  too,  forms  a  large  arterial  arch  with  the  colica 
media,  so  that  there  is  a  chain  of  arterial  communications  from 
one  end  to  the  other  of  the  intestinal  canal  (fig.  83). 

The  inferior  mesenteric  vein  ascends  nearly  vertically  in  front 
of  the  left  psoas,  and  joins  the  splenic  behind  the  pancreas. 

To  see  the  relations  of  the  duodenum  and  the 

Dissection 

pancreas,  two  ligatures  about  an  inch  apart  should 
be  placed  on  the  upper  end  of  the  jejunum,  and  two  others  at  a 
similar  distance  apart  on  the  lower  end  of  the  sigmoid  flexure  of 
the  colon.  After  the  jejunum  and  the  sigmoid  flexure  have  been 
divided  between  the  ligatures  respectively,  the  small  and  large 
intestines  can  be  removed.  By  turning  up  the  stomach,  we  expose 
the  duodenum  curving  round  the  great  end  of  the  pancreas. 

Duodenum,  The   duodenum   (p.  387)   commences  at  the 

Eelations  of.  pyloric  end  of  the  stomach,  and  terminates  on 
the  left  side  of  the  second  lumbar  vertebra,  where  the  intestinum 
jejunum  begins.  It  is  divided  into  three  parts,  an  ascending, 
descending,  and  transverse. 

The  first  portion  ascends  obliquely  as  high  as  the  neck  of  the 
gall-bladder;  then  making  a  sudden  bend,  it  descends  in  front 
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of  the  right  kidney  as  low  as  the  third  lumbar  vertebra.  Lastly, 
making  another  bend,  it  ascends  obliquely  across  the  spine  to  the 
left  side  of  the  second  lumbar  vertebra :  here  the  intestine  takes 
the  name  of  jejunum.  Thus  the  duodenum  describes  a  horse- 
shoe curve,  the  concavity  of  which  is  directed  towards  the  left 
side,  and  embraces  the  head  of  the  pancreas. 

The  first  or  ascending  portion  is  about  two  inches'  long,  and 
is  completely  invested  by  peritoneum.  It  is  comparatively  free, 
so  that  the  movements  of  the  stomach  may  not  be  restricted. 
In  front  of  it  are  the  liver  and  gall-bladder.  Behind  it  are  the 
bile-duct  and  the  hepatic  vessels.  The  second  or  descending  por- 
tion lies  behind  the  transverse  colon.  Behind  it  are  the  common 
bile-duct  and  the  pancreatic  duct,  which  empty  themselves  into 
it  either  separately,  or  by  a  common  opening.  The  descending 
portion  is  covered  with  peritoneum  only  on  its  anterior  surface. 
The  third  or  transverse  portion  is  about  four  inches  long,  i^ 
situated  behind  the  transverse  meso-colon,  just  above  the  mesen- 
tery, and  below  the  superior  mesenteric  artery  and  the  pancreas. 
It  lies  upon  the  aorta  and  inferior  vena  cava.  This  portion,  like 
the  second,  is  only  covered  in  front  by  peritoneum.  Notice  how 
firmly  the  duodenum  is  braced  up  on  the  left  side  of  the  second 
lumbar  vertebra ;  and  how  the  jejunum  begins  here  by  an  abrupt 
downward  bend. 

Pancreas,  This  large  gland  is  situated  immediately  be- 

Eelations  of.  the  stomach  (p.  378.)    It  is  of  an  elongated 

form,  and  of  pinkish-white  colour.  It  is  placed  transversely  across 
the  spine ;  its  larger  end,  or  ?tead,  is  embraced  by  the  duodenum ; 
its  lesser  end,  or  tail,  is  in  contact  with  the  spleen.  The  splenic 
artery  and  vein  run  along  the  upper  border  of  the  gland,  and 
above  it  is  the  coeliac  axis ;  the  lower  border  is  in  relation  with 
the  transverse  portion  of  the  duodenum,  from  which  it  is  sepa- 
rated by  the  superior  mesenteric  vessels.  Posteriorly,  the  pan- 
creas rests  upon  the  inferior  vena  cava,  the  left  kidney,  the  left 
supra-renal  capsule,  the  commencement  of  the  vena  portse,  the 
aorta,  the  crura  of  the  diaphragm,  the  superior  mesenteric 
vessels  and  the  inferior  mesenteric  vein.    Its  duct  runs  from  left 
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to  right,  near  the  lower  border  and  anterior  surface  of  the  gland, 
and  empties  itself  into  the  back  part  of  the  descending  portion 
of  the  duodenum,  conjointly  with,  or  close  to,  the  opening  of  the 
common  bile-duct.  It  receives  numerous  branches  from  the 
splenic  artery,  which  runs  along  its  upper  border ;  some  from  the 
superior  mesenteric,  which  lies  immediately  beneath  it,  and  others 
from  the  gastro-duodenalis. 

Dissection  "^^^  liver,  stomach,  duodenum,  pancreas,  and 

spleen  should  now  be  collectively  removed.  For 
this  purpose  it  is  necessary  to  cut  through  the  ligaments  of  the 
liver,  the  venae  cavae  hepaticge,  and  the  branches  of  the  coeliac 
axis.  These  viscera,  with  the  remainder  of  the  intestinal  canal, 
should  be  macerated  in  water,  while  you  examine  all  that  is  to 
be  seen  at  the  back  of  the  abdomen :  namely,  the  deep-seated 
muscles,  the  aorta,  the  inferior  vena  cava,  the  kidneys,  the  lumbar 
plexus  of  nerves,  and  the  sympathetic  nerve. 

KiDNETs  AND  Tho  klducys  are  situated  in  the  lumbar  region, 

Ubeter,  Kela-  behind  the  peritoneum,  one  on  each  side  of  the 
TioNs  OF.  spine.    They  lie  embedded  in  more  or  less  fat,  on 

the  quadratus  lumborum,  the  psoas,  and  the  crura  of  the  diaphragm. 
The  right  is  somewhat  the  lower  of  the  two.  Surmounting  each 
is  a  small  body,  called  the  supra-renal  capsule.  The  excretory 
duct  of  the  kidney,  the  ureter,  descends  almost  vertically  on  the 
psoas  muscle,  enters  the  pelvis  over  the  division  of  the  common 
iliac  artery,  and  empties  itself  into  the  lower  part  of  the  bladder 
after  running  obliquely  through  its  coats.  The  right  kidney  is  in 
contact,  above,  with  the  under  surface  of  the  liver,  and  its  upper 
end  reaches  as  high  as  the  lower  border  of  the  eleventh  rib ;  the 
left  is  in  contact  above  with  the  spleen,  and  reaches  to  the  level  of 
the  upper  border  of  the  eleventh  rib. 

In  front  of  the  right  kidney  are  the  liver,  the  ascending  colon, 
the  descending  portion  of  the  duodenum,  and  the  colica  dextra 
artery ;  in  front  of  the  left,  the  descending  colon,  part  of  the 
spleen,  the  pancreas,  and  the  colica  sinistra  artery.  This  explains 
how  it  is  that  a  renal  abscess  or  calculus  is  sometimes  evacuated  by 
the  rectum. 
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The  outer  border  of  the  kidney  is  convex,  the  inner  concave, 
and  presents  a  notch,  the  hilus,  for  the  entrance  of  the  vessels 
and  duct,  which  have  the  following  relations :— anteriorly  is  the 
renal  vein,  posteriorly  is  the  ureter,  the  renal  artery  being  between 
them. 

The  kidneys  and  supra-renal  capsules  naust  be 
removed  and  reserved  for  further  examination. 

The  semilunar  ganglia,  two  in  number,  are 
situated  one  on  each  side  of  the  coeliac  axis,  in  the 
neighbourhood  of  the  supra-renal  bodies ;  that  on  the  right  side 
will  be  found  lying  under  the  vena  cava  inferior.    Their  filaments 

Fio.  84. 


Dissection. 

Semilunar 
Ganglia. 


1.  Aorta  passing  be- 

tween the  crura. 

2.  Opening  for  oeso- 

pli.'igrus. 

3.  Opening  for  vena 

cava. 


4.  Quadratus  lum- 

borum. 

5.  Psoas  magnua. 

The  dark  arches 
above  the  quad- 
ratus and  psoas 
are  the  '  arcu- 
ate ligaments.' 


DiAPHEAGM. 


DIAGRAM  OF  THE  DIAPHRAGM,  THE  OPENINGS  IN  IT,  AND  THE  PHRENIC  ARTERIES. 

are  distributed  to  the  supra-renal  and  renal  plexuses,  and  to  the 
plexuses  which  surround  the  branches  of  the  abdominal  aorta. 
Above,  each  ganglion  receives  the  great  splanchnic  nerve  (p.  147). 

This  is  a  partly  muscular  and  partly  tendinous 
arch,  so  constructed  as  to  form  a  complete  movable 
partition  between  the  chest  and  the  abdomen  ;  a  floor  for  the  one, 
and  a  roof  for  the  other.  Its  upper  or  thoracic  surface  is  convex  ; 
its  lower  or  abdominal,  concave.  On  removing  its  peritoneal 
covering,  we  observe  a  broad  tendon  in  the  centre,  and  that 
muscular  fibres  converge  to  it  from  all  sides  (fig.  84).  The  dia- 
phragm arises,  1.  From  the  ensiform  cartilage ;  2.  From  the  inner 
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surfaces  of  the  cartilages  of  the  six  lower  ribs  by  as  many 
digitations,  which  correspond  with  those  of  the  transversalis ; 
3.  From  two  thin  tendinous  arches,  called,  respectively,  the  liga- 
menta  arcuata,  externum  and  internum  (the  external  arch 
extends  from  the  last  rib  to  the  transverse  process  of  the  first 
lumbar  vertebra,  and  arches  over  the  quadratus  lumborum ;  the 
internal  passes  from  the  transverse  process  of  the  first  lumbar 
vertebra  to  the  body  of  the  same,  vertebra,  and  arches  over  the 
psoas)  ;  and  4.  From  the  front  of  the  bodies  of  the  lumbar  vertebrae 
by  two  elongated  bundles,  called  the  crura  of  the  diaphragm. 
Both  crura  have  tendinous  origins ;  the  right  cms  is,  however,  a 
little  longer  than  the  left ;  the  former  arises  from  first,  second, 
and  third  lunibar  vertebrae  and  their  intervening  cartilages,  the 
left  does  not  descend  so  low  by  one  vertebra.  The  inner  fibres 
of  each  crus  decussate  ;  those  of  the  right  being  the  more  anterior. 
In  their  decussation  the  fibres  separate  the  aortic  from  the  oeso- 
phageal openings.  Between  the  two  crura  the  aorta  enters  the 
abdomen. 

From  these  various  origins  the  fibres  ascend,  at  first  nearly 
vertically,-  and  then  all  arch  inwards,  and  converge  to  be  inserted 
into  the  central  tendon. 

The  central  tendon  is  nearly  the  highest  part  of  the  diaphragm. 
It  presents  a  white  glistening  surface,  owing  to  the  crossing  of  its 
tendinous  fibres;  and  its  shape  may  be  compared  to  that  of  a 
trefoil  leaf.  The  chief  point  of  interest  about  the  tendon  is  that, 
in  consequence  of  its  connections  with  the  pericardium,  below 
which  it  lies  (p.  134),  it  is  always  maintained  nearly  on  the  same 
level ;  so  that  it  helps  to  support  the  heart,  and  serves  as  a  fixed 
point  for  the  insertion  of  the  muscular  fibres  of  the  diaphragm. 

Openings  in  There  are  three  large  openings  in  the  diaphragm 

THE  Diaphragm.  foj.  ^-^q  transmission  of  the  aorta,  the  oesophagus, 
and  the  inferior  vena  cava,  respectively.  The  aortic  opening  lies 
between  the  crura  in  front  of  the  spine ;  it  transmits,  also,  the 
vena  azygos  and  the  thoracic  duct,  both  of  which  lie  rather  to  the 
right  side  of  the  aorta.  Trace  the  crm-a  upwards,  and  observe 
that  the  inner  fibres  of  each  cross  each  other  in  front  of  the  aorta, 
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somewhat  like  the  letter  X,*  Above  the  decussation,  and  a  little 
to  the  left  of  it,  is  the  oesophageal  opening ;  this  is  oval  and 
entirely  muscular,  and  transmits  the  oesophagus  and  the  pneumo- 
gastric  nerves.  The  opening  for  the  vena  cava  {foramen 
quadratum)  is  situated  in 
the  highest  part  of  the  cen- 
tral tendon,  rather  to  the 
rie-ht  of  the  middle  line. 
Observe  that  the  vein  is 
intimately  connected  to  its 
margin,  and  kept  perma- 
nently open.  Lastly,  there 
pass  through  the  crus,  on 
each  side,  the  sympathetic 
and  the  greater  and  lesser 
splanchnic  nerves.  The 
arch  of  the  diaphragm,  in 
expiration,  extends  about 
as  high  as  the  fifth  rib  on 
the  right  side,  and  the  sixth 
rib  on  the  left. 

The  nerves  of  the  dia- 
phragm are  the  phrenic  (p.  132),  and  the  five  or  six  lower  inter- 
costal nerves.  The  diaphragm  also  receives  minute  filaments 
from  the  diaphragmatic  plexus,  which  comes  from  the  semilunar 
ganglia.  On  its  under  surface  on  the  right  side,  close  to  the 
supra-renal  capsule,  the  plexus  joins  some  branches  of  the  right 
phrenic  nerve,  at  which  spot  there  is  a  small  ganglion  {ganglion 
diaphragmaticum),  from  which  filaments  are  given  off  to  the 
liver,  vena  cava  and  supra-renal  capsule.  It  is  absent  on  the  left 
side.  Its  blood-vessels  are  the  two  phrenic,  derived  from  the 
aorta,  the  internal  mammary  (p.  121),  and  the  lower  intercostal. 

Function  of  The  diaphragm  is  the  great  muscle  concerned 

THE  Diaphragm.     in  inspiration.    It  may  be  said  with  Haller,  that  it 

*  This  dect:s-ation  ia  not  always  complete.  But  the  right  cms  always  crosses 
more  or  less  over  the  left,  so  that  the  crura  are  never  strictly  parallel. 


Fia.  85. 


DIAPHRAGM  FROM  ITS  UPPER  SURFACE. 

(The  dotted  lines  show  the  amount  of  descent 
on  contraction.) 
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is  '  musculiis  post  cor  nobilissimus.'  During  inspiration  the  mus- 
cular sides  of  the  diaphragm  contract,  and  become  less  arched 
(as  shown  by  the  dotted  line  in  fig.  85) ;  the  floor  of  the  chest  sinks 
in  consequence,  and  more  room  is  made  for  the  expansion  of  the 
lungs.  During  expiration  the  diaphragm  relaxes,  and  the  air  is 
expelled,  partly  by  the  elasticity  of  the  lungs  and  the  thoracic 
walls,  partly  by  muscular  action.  This  alternate  sinking  and 
rising  of  the  diaphragm  constitutes  a  chief  part  of  the  mechanism 
of  breathing.  But  the  diaphragm  conduces  to  the  performance  of 
many  other  functions.  Acting  in  concert  with  the  abdominal 
muscles,  it  assists  in  the  expulsion  of  the  faeces  and  the  urine,  also 
in  parturition  and  in  vomiting  :  for  in  all  these  operations  we  first 
take  in  a  deep  breath,  that  the  diaphragm  may  be  in  a  state  of 
contraction,  and  so  form  a  resisting  surface,  against  which  the 
viscera  may  be  compressed  by  the  abdominal  muscles.  Moreover, 
by  its  rapid  or  spasmodic  contractions  it  is  one  of  the  chief  agents 
concerned  in  laughing,  sneezing,  coughing,  hiccough. 

The  muscles  and  nerves  at  the  back  of  the 

T)lS  SECTION 

abdomen  must  be  carefully  cleaned ;  also,  the 
abdominal  aorta,  and  vena  cava  inferior  in  front  of  the  spine,  with- 
out injuring  the  sympathetic  nerves,  situated  on  each  side  of  the 
bodies  of  the  vertebrae.  The  sheath  which  invests  the  psoas  should 
be  examined,  and  the  branches  of  the  lumbar  plexus  preserved  as 
they  emerge  from  the  outer  part  of  the  muscle. 

The  sheath  of  the  psoas  is  attached  to  the  sides  of  the  vertebrae, 
the  brim  of  the  pelvis,  and  above  to  the  ligamentum  arcuatum 
internum.  It  is  this  sheath  which  determines  the  ordinary  course 
of  psoas  abscess  :  namely,  beneath  the  crural  arch  into  the  upper 
part  of  the  thigh ;  for  it  is  a  rare  exception  when  the  matter  travels 
into  the  pelvis. 

This  long  muscle  arises  by  five  muscular  fasciculi 
Psoas  Magnus.  T  r    n  i  -u 

from  the  transverse  processes  ot  all  the  lumbar 

vertebrae,  also  from  the  bodies  of  the  last  dorsal,  and  all  the 
lumbar  vertebras  and  their  intervening  fibro-cartilages ;  but  only 
from  the  projecting  borders  of  the  bodies,  not  from  the  cen- 
tral grooved  part :  here  the  fibres  arise  from  tendinous  arches 
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thrown  over  the  lumbar  vessels.  The  muscle  descends  vertically 
along  the  brim  of  the  pelvis,  beneath  the  crural  arch  into  the 
thigh,  and  is  inserted  by  a  strong  tendon  into  the  back  part  of  the 
lesser  trochanter  of  the  femur.  In  front,  the  psoas  has  in  relation 
with  it  the  ligamentum  arcuatum  internum,  the  external  iliac 
artery,  the  kidney  and  the  ureter,  the  spermatic  vessels,  the  genito- 
crural  nerve  and  the  vas  deferens ;  behind  it,  are  the  ilium,  the 
quadratus  lumborum,  the  lumbar  plexus  of  nerves,  and  the  obturator 
nerve  which,  lower  down,  rims  along  the  inner  border  of  the  muscle. 
Towards  its  insertion,  the  tendon  of  the  psoas  lies  between  the 
iliacus  and  the  pectineus. 

As  it  passes  under  the  crural  arch,  the  tendon  of  the  psoas  lies 
immediately  over  the  capsule  of  the  hip-joint,  and  there  is  a  large 
bm-sa  between  them  to  facilitate  the  play  of  the  tendon.  It  should 
be  borne  in  mind  that  occasionally,  even  in  young  subjects,  but 
more  frequently  in  old  ones,  in  consequence  of  wear  and  tear, 
this  bursa  communicates  with  the  hip-joint.  The  fact  is  im- 
portant ;  for  it  explains  how  a  psoas  abscess  sometimes  makes  its 
way  into  the  hip-joint :  a  result  frequently  fatal. 

Psoas  Paetus  Once  in  about  eight  or  ten  subjects  there  is  a 
small  muscle  called  the  psoas  parvus.  It  arises 
from  the  bodies  of  the  last  dorsal  and  the  first  lumbar  vertebrae,  and 
the  intervening  fibro-cartilage  ;  thence  descending  in  front  and  to 
the  inner  side  of  the  psoas  magnus,  it  ends  in  a  long  flat  tendon, 
which  spreads  out,  and  is  inserted  into  the  linea  ilio-pectinea. 

Iliacus  Inteknus  This  muscle  occupies  the  iliac  fossa,  and  is 
AND  Iliac  Pascia.  covered  by  the  iliac  fascia.  This  iliac  fascia  is 
attached  to  the  crest  of  the  ilium,  and  indirectly  to  the  brim  of  the 
pelvis  through  its  connection  with  the  sheath  of  the  psoas.  Its 
most  important  attachment  is  to  the  outer  half  of  the  crural  arch  ; 
here  it  is  directly  continuous  with  the  fascia  transversalis  (p.  365), 
so  that,  together,  they  present  an  effectual  barrier  to  the  escape  of 
intestine  beneath  this  part  of  the  arch.*   The  external  iliac  artery 

*  The  iliac  fossae  are  liable  to  be  the  seat  of  suppuration,  and  the  course  ■which 
the  pus  takes  depends  upon  its  position  with  regard  to  the  iliac  fascia.  If  the 
pus  bo  seated  in  the  loose  cellular  tissue  between  the  peritoneum  and  the  fascia,  it 
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and  vein  lie  in  front  of  the  fascia,  while  the  anterior  crural  nerve 
is  behind  it. 

The  iliacus  internus  arises  from  the  iliac  fossa,  from  the  ilio- 
lumbar ligament,*  and  from  the  capsule  of  the  hip-joint.  The 
fibres  converge  beneath  the  crural  arch,  and  are  inserted  mainly 
into  the  outer  side  of  the  tendon  of  the  psoas,  and  partly  into  the 
triangular  surface  of  the  femur,  below  and  anterior  to  the  lesser 
trochanter.  Thus  the  two  muscles,  so  far  as  their  action  goes, 
may  be  considered  as  one,  and  are  sometimes  called  the  ilio- 
psoas. 

The  combined  action  of  the  psoas  and  iliacus  is  to  assist  in 
raising  the  body  from  the  recumbent  position,  and  to  fix  the  pelvis 
steadily  on  the  thigh  :  this  supposes  the  fixed  point  to  be  at  the 
trochanter  minor.  If  the  fixed  point  be  at  the  spine,  then  the 
muscle  flexes  and  rotates  the  femur  outwards.  It  is  this  action 
which  often  occasions  so  much  displacement  in  fractures  of  the 
upper  third  of  the  femur. 

QuADRATus  "^^^^^  muscle  extends  from  the  crest  of  the  ilium 

LuMBOEUM  AND  to  the  last  rib,  and  is  contained  in  a  sheath  formed 
ITS  Sheath.  for  it  by  the  aponeurotic  origin  of  the  transver- 

salis  (p.  361).  The  anterior  layer  of  its  sheath  is  attached  to  the 
roots  of' the  transverse  processes  of  the  lumbar  vertebrae,  and  the 
posterior  layer  to  their  summits.  The  muscle,  broader  below  than 
above,  arises  from  the  ilio-lumbar  ligament  and  from  the  crest  of 
the  ilium  for  two  inches  external  to  it.  It  is  inserted  into  the 
last  rib,  and  by  tendinous  slips  into  the  transverse  processes  of 
the  upper  four  lumbar  vertebrae.  Besides  the  preceding,  a  few 
fibres  of  the  muscle  arise  from  the  transverse  processes  of  the 
third,  fourth  and  fifth  lumbar  vertebrae,  and,  running  up  in  front 
of  the  others,  are  inserted  in  common  with  them.  The  principal 
use  of  the  muscle  is  to  steady  the  spine ;  it  also  steadies  the  last 

usually  adA'ances  just  above  the  crest  of  the  ilium,  or  towards  the  groin  through 
the  inguinal  canal ;  but,  if  seated  beneath  the  fascia,  the  matter  usually  makes  its 
■way  under  the  crural  arch  towards  the  upper  and  outer  piirt  of  the  thigh. 

*  This  ligament  extends  from  the  transyerse  process  of  the  last  lumbar  vertebra 
to  the  ilium. 
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rib,  and  enables  it  to  serve  as  a  fixed  point  for  the  action  of  the 
intercostal  muscles  and  the  diaphragm.* 

By  raising  the  quadratus,  we  observe  the  aponeurotic  origin 
of  the  transversalis  from  the  summits  of  the  transverse  pro- 
cesses: this  constitutes  the  posterior  part  of  its  sheath,  and 
separates  the  muscle  from  the  erector  spinse. 

Before  examiniDg  the  course  of  the  aorta  and  its  great- primary 
divisions,  notice  that  a  chain  of  lymphatic  glands  extends  along 
the  brim  of  the  pelvis  and  the  bodies  of  the  lumbar  vertebrae, 
following  the  coarse  of  the  great  blood-vessels.  Grenerally 
speaking  they  are  small ;  only  one  here  and  there  attracts  obser- 
vation. They  transmit  the  lymphatics  from  the  lower  limbs,  the 
abdominal  wall,  and  the  testicle ;  and  all  eventually  lead  to  the 
receptaculum  chyli,  or  beginning  of  the  thoracic  duct  (p.  142). 
This  is  usually  found  on  the  right  of  the  aorta,  close  to  the  second 
lumbar  vertebra. 

Kelations  of  The  aorta  enters  the  abdomen  between  the 
THE  Abdominal  crura  of  the  diaphragm  in  front  of  the  last  dorsal 
AoHTA.  vertebra,  and  descends  a  little  to  the  left  side  of 

the  front  of  the  spine,  as  low  as  the  middle  of  the  fourth  lumbar 
vertebra,  where  it  divides  into  the  two  common  iliac  arteries.  The 
division  is  about  the  level  of  the  highest  point  of  the  crest  of 
the  ilium,  and  just  below  the  left  side  of  the  umbilicus.  The 
aorta  is  crossed  in  front  by  the  splenic  vein,  the  pancreas,  the  trans- 
verse portion  of  the  duodenum,  the  left  renal  vein,  the  mesentery  ; 
and  it  has  also  in  front  of  it  a  chain  of  lymphatic  glands.  To  the 
right  side  of  it  lie  the  vena  cava  inferior,  the  thoracic  duct,  the 
vena  azygos,  and  the  right  crus  of  the  diaphragm.  To  the  left 
side  of  it  is  the  left  crus,  and  on  each  side  are  the  sympathetic 
nerves. 

*  The  respective  attachments  of  the  quadratus  himborum,  the  crossing  of  its 
fibres,  and  its  mode  of  action,  lead  to  the  inference  that  it  is  a  large  intercostal 
muscle.  It  is  worth  remembering  that  the  outer  edge  of  the  quadratus  liimborum,  in 
a  well-grown  adult,  is  about  throe  inches  from  the  spines  of  the  lumbar  vertebrae, 
and  midway  between  the  last  rib  and  the  crest  of  the  ilium.  It  is  just  outside  the 
edge  of  thi.s  muscle  that  we  can  cut  down  to  open  the  large  bowel  without  woundin<> 
the  peritoneum. 
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The  branches  of  the  aorta  still  to  be  examined  arise  from  it 
in  pairs — namely,  the  phrenic,  capsular,  renal,  spermatic,  and 
lumbar.    (See  diagram  p.  384.  j 

Phrenic  These  arteries  supply  the  under  surface  of  the 

Aktekies.  -'diaphragm,  and  arise  separately,  or  by  a  common 

trunk,  from  the  aorta  after  its  passage  under  the  pillars 
(p.  396).  The  mg?tt  johrenic  passes  outwards,  behind  the  vena 
cava,  the  left  behirid  the  oesophagus ;  each  ascends,  lying  on  its 
corresponding  crus,  as  far  as  the  central  tendon,  where  each  divides 
into  two  branches  :  one-  which  passes  transversely  across  the  tendon 
to  the  side  of-  the  ditiphrag>m ;  the  other,  which  seems  to  be  the 
continuation  ©f  the  artery,  runs  forwards'  to  the  anterior  part  of 
the  muscle.  Their  first  branches  are  to  the  supra-renal  capsules  ; 
then  the  right  gives  off  a  small  branch  to  the  vena  cava,  the  left, 
one  to  the  oesophagus.  Tbey  inosculate  -with  each  other,  with  the 
internal  mammary,  and  the  intercostal  arteries.  The  right  phrenic 
vein  terminates  in  the  inferior  -vena  cava ;  the  left,  in  the  renal 
vein,  if  not  in  the  vena  cava. 

Supra-renal  The  supra-venal  OT  capsular  arteries  are  two 

Arteries.  very  small  branches,  given  off  from  the  aorta 

opposite  to  the  superior  mesenteric  artery ;  each  runs  upon  the 
crus  of  the  diaphragm,  the  right  ■  behind  the  inferior  cava,  and  is 
distributed  to  the  supra-renal  body,  inosculating  with  branches 
from  the  phrenic  and  renal  arteries.  The  right  capsular  vein  ter- 
minates in  the  inferior  vena  cava,  the  left  in  the  left  renal. 

Eenal  Arte-  'iThe  renal  arteries  arise  from  the  aorta  at  right 
RiEs  AND  Veins.  angles,,  and  run  transversely  to  the  kidneys.  Both 
are  covered  by  their  corresponding  veins.  The  right  is  longer  and 
rather  lower  than  the  left,  and  passes  beneath  the  vena  cava. 
Each,  after  sending  a  small  branch  to  the  supra-renal  body,  enters 
its  kidney,  not  as  a  single  trunk,  but  by  several  branches,  corre- 
sponding to  the  original  lobes  of  the  organ.  The  renal  veins  lie 
in  front  of  the  arteries,  and  join  the  vena  cava  at  right  angles. 
The  left  is  longer  than  the  right,  and  crosses  over  the  aorta ;  it 
also  receives  the  spermatic,  capsular,  and  sometimes  the  phrenic 
veins  of  its  own  side. 
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Spermatic  The  spermatic  arteries,  two  in  number,  arise 

Arteries  and  from  the  front  of  the  aorta,  a  little  below  the 
Veins.  renal.    Each  runs  down  upon  the  psoas,  crossing 

over  the  ureter  and  over  the  front  of  the  external  iliac  artery  im- 
mediately above  the  crural  arch.  Each  then  passes  through  the 
internal  abdominal  ring  and  inguinal  canal,  with  the  other  con- 
stituents of  the  spermatic  cord  to  the  testicle.  Each  artery  is 
accompanied  by  two  very  tortuous  veins,  which  unite  before  they 
empty  themselves,  on  the  right  side  into  the  vena  cava,  on  the 
left,  into  the  renal  vein.  In  the  female,  the  ovarian  arteries  do 
not  leave  the  abdomen,  but  pass,  between  the  layers  of  the  broad 
ligaments,  to  the  ovaries. 

Lumbar  There  are  five  of  these  arteries  on  either  side : 

Arteries  and  four  arise  from  the  aorta,  the  fifth  comes  from  the 
Branches.  arteria  sacra  media.    They  are  analogous  to  the 

intercostal  arteries  on  a  small  scale.  They  proceed  outwards  over 
the  bodies  of  the  vertebrae,  beneath  the  arch  formed  by  the  psoas 
muscle,  towards  the  intervertebral  foramina,  and  then,  like  the 
intercostals,  divide  into  dorsal  and  abdominal  branches.  The  two 
upper  lumbar  arteries  pass  beneath  the  crura  of  the  diaphragm, 
those  on  the  right  side  being  also  behind  the  vena  cava. 

The  dorsal  branches  pass  between  the  transverse  processes 
of  the  vertebra?,  accompanied  by  the  posterior  branches  of  the  cor- 
responding nerves,  and  are  of  a  size  proportionate  to  the  large 
development  of  the  muscles  of  the  back  which  they  supply.  They 
also  send  spinal  branches,  which  enter  the  spinal  canal  through 
the  intervertebral  foramina;  some  of  these  are  distributed  to  the 
anterior  part  of  the  cauda  equina,  and  others  to  the  bodies  of  the 
lumbar  vertebrae,  forming  a  series  of  arches  behind  them. 

The  abdominal  branches  all  run  outwards  behind  the  quadra- 
tus  lumborum,  except  the  last,  which  usually  runs  in  front.  After 
supplying  the  quadratus  and  psoas,  they  pass  forwards  between  the 
abdominal  muscles  and  supply  the  walls  of  the  abdomen.*  They 

•  *  Just  as  the  thoracic  intorcostals,  by  communicating  with  the  internal  mammar}', 
form  an  arterial  ring  round  the  chest,  so  do  the  lumbar,  by  communicating  with 
the  epigastric,  form  a  similar,  though  less  perfect,  ring  round  the  walls  of  the 
abdomen. 
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anastomose,  laterally,  with  the  ilio-lumbar  and  circumflex  iliac 
arteries,  and,  in  front,  with  the  internal  mammary  and  epigastric 
arteries. 

The  lumbar  veins  empty  themselves  into  the  vena  cava  in- 
ferior. 

The  arteria  sacra  media,  a  diminutive  continuation  of  the 
aorta,  proceeds  from  its  bifurcation,  and  runs  down  in  front  of  the 
sacrum  to  the  coccyx.  It  sends  off  the  fifth  lumbar  artery,  and 
lateral  branches,  which  anastomose  with  the  lateral  sacral  arteries ; 
it  also  supplies  small  vessels  to  the  posterior  part  of  the  rectum. 
Its  vein  empties  itself  either  into  the  left  common  iliac  vein,  or 
into  the  inferior  vena  cava.  In  animals  it  is  the  artery  of  the 
tail. 

Vena  Cava  The  vena  cava  inferior  is  formed  by  the  junction 

Infeeiob.  of  the  two  common  iliac  veins,  a  little  to  the  right 

side  of  the  fifth  lumbar  vertebra.  It  ascends  on  the  right  of  the 
aorta,  close  to  the  spine  in  the  greater  part  of  its  course.  As  it 
approaches  the  diajDhragm,  the  vena  cava  inclines  a  little  to  the 
right,  separated  from  the  aorta  by  the  right  crus,  to  go  through 
its  tendinous  opening  in  the  diaphragm,  and  reach  the  right  side 
of  the  heart.  Its  relations,  beginning  from  below,  are — in  front, 
the  mesentery,  the  third  part  of  the  duodenum,  the  pancreas,  the 
liver,  and  the  right  spermatic  artery  ;  behind  it  are  the  right 
renal  artery,  the  right  lumbar  arteries,  and  the  sympathetic  of 
the  right  side.  It  receives  the  lumbar  veins,  the  right  spermatic 
(the  left  joins  the  renal),  the  renal,  the  capsular,  the  right  phrenic, 
and  the  hepatic  veins. 

Common  Iliac  The  aorta  divides,  in  front  of  the  fourth  lumbar 
Aetekies  and  vertebra,  into  two  great  branches,  termed  the  com- 
Veins.  mon  iliac  arteries.  They  diverge  at  an  acute  angle, 

and,  after  a  course  of  about  two  inches,  each  divides  over  the  sacro- 
iliac symphysis,  into  the  external  and  internal  iliac.  They  lie 
upon  the  bodies  of  the  fourth  and  fifth  lumbar  vertebrse.  They 
are  covered  by  peritoneum,  and  crossed,  at  or  near  their  division,  by 
the  ureters.  They  are  also  crossed  by  branches  of  the  sympathetic 
on  their  way  to  the  hypogastric  plexus.   So  far,  then,  the  relations 
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of  both  common  iliac  arteries  are  similar.  But  each  has  its  special 
relations  as  follows : — 

The  special  relations  of  the  right  common  iliac  are,  that  it  lies, 
at  its  commencement,  close  to  the  left  of  the  inferior  vena  cava  ; 
and  that  it  subsequently  crosses  over  both  the  common  iliac  veins. 

The  special  relations  of  the  left  common  iliac  are,  that  it  has, 
in  front  of  it,  the  end  of  the  sigmoid  flexure  of  the  colon  and  the 
inferior  mesenteric  vessels ;  and,  to  its  right  side,  the  common  iliac 
vein,  which  gradually  gets  more  behind  it  towards  the  sacro-iliac 
symphysis. 

The  relations  of  these  arteries  with  regard  to  their  corre- 
sponding veins  are,  practically,  important  in  reference  to  the  ope- 
ration of  tying  them.  This  operation  is,  obviously,  easier  on  the 
left  side  than  the  right.* 

If  the  common  iliac  artery  were  ligatured,  the  collateral  cir- 
culation would  be  maintained  through  the  following  vessels :  by 
the  internal  mammary  anastomosing  with  the  deep  epigastric  a. ; 
by  the  lumbar  arteries  with  the  circumflex  iliac  and  the  ilio- 
lumbar a. ;  by  the  lumbar  with  the  gluteal ;  by  the  middle  sacral 
with  the  lateral  sacral  a. ;  by  the  spermatic  with  the  deferential, 
cremasteric,  external  pudic  and  superficial  perineal  arteries ;  by 
the  superior  hsemorrhoidal  with  the  middle  and  inferior  hasmor- 
rhoidal  a. ;  by  the  lower  intercostals  with  the  epigastric  a.  (super- 
ficial and  deep)  ;  and  by  the  middle  and  the  inferior  hsemorrhoidal, 
the  pudic  and  its  branches,  and  the  vesical  arteries  communica- 
ting in  the  middle  line  with  the  corresponding  branches  of  the 
opposite  side. 

External  The  external  iliac  artery  passes  along  the  brim 

Iliac  Artery.       of  the  pelvis,  first  on  the  inner  side,  .and  then  in 

t 

*  The  length  of  the  common  iliac  artery  is  apt  to  vary  in  diflferent  persons.  We 
have  seen  it  from  three-fourths  of  an  inch  to  three  and  a  half  inches  long.  These 
varieties  may  arise  either  from  a  high  division  of  the  aorta,  or  a  low  division  of  the 
common  iliac,  or  both.  It  is  impossible  to  ascertain,  beforehand,  its  length  in  any 
given  instance,  as  there  is  no  necessary  relation  between  its  length  and  the  height  of 
the  adult  individual.  It  is  often  very  short  in  men  of  tall  stature,  and  vice  versa. 
The  left  is  usually  described  as  rather  longer  than  the  right ;  but,  from  the  examina- 
tion of  100  bodies,  our  conclusion  is  that  their  average  length  is  the  same. 
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front  of  the  psoas.  Lower  down  it  passes  under  the  crural  arch, 
midway  between  the  anterior  superior  spine  of  the  ilium  and  the 
symphysis  pubis,  and  takes  the  name  of  femwal.  The  artery  has 
in  front  of  it  the  peritoneum,  and  intestine ;  and,  just  above 
Poupart's  ligament,  the  deep  circumflexa  ilii  vein,  the  spermatic 
vessels,  and  the  vas  deferens.  On  its  inner  side,  and  on  a  plane 
somewhat  posterior,  is  the  corresponding  vein.  The  iliac  fascia 
lies  behind  the  vessels,  but  a  thin  layer  of  fascia  derived  from  it 
is  continued  over  them.  In  front  of  the  artery  are  a  chain  of 
lymphatic  glands. 

The  branches  given  off  by  this  artery  ai'e  : — 
The  deep  epigastric,  already  described  (p.  366). 
The  deep  circumfiexa  ilii,  which  arises  from  the  outer  side  of 
the  artery,  just  above  the  crural  arch,  and  running  towards  the 
anterior  superior  spkie  of  the  ilium  in  a  sheath  formed  by  the 
fascia  iliaca,  subsequently  perforates  the  transversalis  muscle.*  In 
the  dissection  of  the  abdominal  muscles  (p.  367),  the  continuation 
of  it  was  seen  skirting  the  crest  of  the  ilium  between  the  internal 
oblique  and  the  transversalis,  and  sending  a  branch  upwards  be- 
tween these  muscles  for  their  supply.  The  main  trunk,  much 
reduced  in  size,  inosculates  with  the  ilio-lumbar  derived  from  the 
internal  iliac. 

LiGATTJBB  OF  The  best  way  of  tying  the  external  iliac  is  to 

THE  External  make  a  cmwed  incision  at  the  lower  part  of  the 
Iliac.  abdomen,,  beginning  a  little  above  the  middle  of 

the  crural  arch,  and  ending  about  an  inch  to  the  inner  side  of  the 
spine  of  the  ilium.  The  strata  of  the  abdominal  muscles,  with 
the  fascia  transversalis,  should  then  be  divided  to  the  same  extent; 
after  which,  the  peritoneum  with  the  spermatic  vessels  must  be 
separated  by  the  fingers  from  the  iliac  fossa.  It  is  necessary  to 
make  a  small  incision  thi'ough  the  sheath  of  the  vessel,  to  facilitate 
the  passage  of  the  needle.  Eemember  that  the  vein  is  closely 
connected  to^  its  inner  side,t  that  the  genito-crural  nerve  is  not 

*  The  course  of  this  artery  should  be  borne  in  mind  in  opening  iliac  abscesses, 
t  Tliis  relative  position  of  the  vessels  does  not  always  exist.    In  old  subjects, 
lean  frequently  in  adults,  it  is  sometimes  found  that  the  external  iliac  artery  runs  very 
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far  off,  and  that  the  circuinfl€X  dliac  vein  crosses-  the  artery  just 
above  Poupart's  ligament. 

After  ligature  of  the  artery  the  collateral  circulation  would  be 
maintained  by  anastomoses  between  the  internal  ma-mmary  and  the 
deep  epigastric;  between  the  lumbar  arteries  and  the  circumflex 
iliac;  between  the  pubic  branch  of  the  obturator  and  the  branch 
of  the  epigastric;  between  the  gluteal  and  the  internal,  and 
externa]  circumflex;  between  the  sciatic  and  the. first  perforating 
and  the  internal  circumflex;  between  the  obturator  and  the  in- 
ternal circumflex;  between  the  spermatic,  the  deferential,  and  the 
cremasteric  and  the  external  pudic;  between  the  lower  intercostals 
and  the  lumbar  arteries  and  the  epigastric  artery. 

Sympathetic  The  general  plan  upon,  which  the  sympathetic 

Nebtb.  nerve  is*  arranged  has  been  noticed  in  the  dis- 

section of  the  neck  (p.  114).  The  lumbar  portion  of  it  must  now 
be  examined. 

The  abdominal  part  of  the  sympathetic  descends  on  either  side 
in  front  of  the  bodies  of  the  lumbar  vertebrae,  along  the  inner 
border  of  the  psoas.  The  nerve  has  an  oval  ganglion  opposite  each 
lumbar  vertebra,  so  that  there  are  five  on  each  side.  These  ganglia 
are  connected  by  small  filaments,  and  each  ganglion  receives  two 
branches  from  the  corresponding  spinal  nerve,  as  in  the  chest. 

Solar  Plexus  The  solar  plexus  is  situated  in  front  of  the 
AND  THE  Semi-  aorta  and  surrounds  the  coeliac  axis  in  a  dense 
LUNAR  Ganglia.      network  of  nerve-filaments,  on  which  are  several 

tortuously,  instead  of  nearly  straight,  along  the  brim  of  the  pelvis.  But  the  vein  dt  e;; 
not  follow  the  artery  in  its  windings,  and.  may  possibly  lie  outside  the  artery  just 
where  we  propose  to  place  the  ligature. 

The  mode  of  performing  the  operation  described  in  the  text  is  recommended  by 
Sir  A.  Cooper.  Mr.  Abernethy,  however,  who  first  set  the  example  of  tying  this 
artery,  in  1796,  adopted  a  somewhat  different  proceeding.  He  says:  'I  first  made 
an  incision  about  three  inches  in  length  through  the  integuments  of  the  abdomen,  in 
tlie  direction  of  the  artery,  and  thus  laid  bare  the  aponeurosis  of  the  external  oblique 
muscle,  which  I  next  divided  from  its  connection  with  Poupart's  ligament,  in  tha 
direction  of  the  external  wound,  for  the  extent  of  about  two  inches.  The  margins  of 
the  internal  oblique  and  transversalis  muscles  being  thus  exposed,  I  introduced  my 
finger  beneath  them  for  the  protection  of  the  peritoneum,  and  then  divided  them. 
Next,  with  my  hand,  I  piislied  the  peritoneum  and  its  contents  upwards  and  inwards, 
nnd  took  hold  of  the  artery.' 
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ganglia.  It  receives  the  splanchnic  nerves,  and  some  branches 
from  the  pneumogastric  nerves ;  and  it  gives  off  filaments  which 
surround  the  various  branches  of  the  abdominal  aorta,  the  plexuses 
tlms  formed  taking  the  name  of  the  arteries  they  accompany. 

The  semilunar  ganglia  are  situated,  one  on  each  side  of  the 
coeliac  axis,  and  internal  to  the  supra-renal  capsules.  These  ganglia 
have  been  described  (p.  395). 

The  plexuses  connected  with  these  nervous  centres  are, — the  dia- 
phragmatic, the  superior  mesenteric,  the  supra-renal,  the  renal,  the 
spermatic,  the  coronary  hepatic  and  splenic,  the  aortic,  and  the  inferior 
mesenteric. 

Hypogastric  '  The  hypogastric  plexus  is  situated  between  the 
Plexus.  common  iliac  arteries,  on  the  last  lumbar  vertebrae 

and  the  sacrum.  It  consists  of  an  intricate  interlacement  of 
sympathetic  filaments,  which  pass  down  into  the  pelvis,  for  the 
supply  of  the  pelvic  viscera.  Although  this  plexus  is  so  in- 
tricate, it  presents  no  distinct  ganglia.  As  it  passes  down  it 
receives  branches  from  some  of  the  spinal  nerves,  but  mainly 
from  the  third  and  fourth  sacral  nerves.  P^rom  this  large  plexus 
are  derived  secondary  plexuses,  which  ramify  around  branches  of 
the  internal  iliac  artery:  thus  there  are,  the  inferior  haemorrhoidal 
plexus,  the  vesical,  the  uterine,  the  ovarian,  the  prostatic,  and 
the  vaginal ;  all  of  which  send  filaments  which  accompany  the 
smallest  branches  of  the  arteries. 

LinnBAB  The  lumbar  plexus  is  formed  by  the  union 

PiExus  OF  of  the  anterior  branches  of  the  four  upper  lum- 

Neeyes.  -j^^.  j^erves.     The  fifth  does  not  enter  into  the 

formation  of  this  plexus,  but  joins  the  sacral  plexus  under  the 
narne  of  the  lumbo-sacral  cord.  The  plexus  lies  over  the  transverse 
processes  of  the  corresponding  vertebrae,  embedded  in  the  substance 
of  the  psoas,  so  that  this  muscle  must  be  dissected  away  before  the 
plexus  can  be  seen.  lake  the  brachial  plexus,  the  nerves  com- 
posing it  successively  increase  in  size  from  above.  Its  branches 
are  five  in  number,  and  arise  in  the  following  order  (fig.  86). 

a.  The  first  lumbar  nerve  generally  divides  into  two  branches  ; 
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the  upper  being  the  ilio-hypogastric,  the  lower  the  ilio  inguinal. 
They  cross  obliquely  over  the  quadratus  lumborum  to  the  crest  ot 
the  ilium,  and  then  separate.  The  ilio-hypogastric  passes  forwards 
.  to  the  crest  of  the  ilium,  where  it  pierces  the  transversalis,  and 
divides  into  its  two  terminal  branches— the  iliac  branch,  which 
supplies  the  skin  over  the  giutseal  region,  behind  the  last  dorsal 
nerve,  and  the  hypogastric  branch,  which  runs  forward  between  the 
transversalis  and  internal  oblique,  and  then  perforates  the  aponeu- 

]?iG.  86. 


a.  nio -hypogastric  n. 

b.  Ilio-inguinal  n. 

c.  External  ci.taneouan. 
rf.  Anterior  crural  n. 

e.  Crural  branch  of  genito- 

crural  n. 
/.  Obturatorn. 

g.  Genital  branch  of  genito- 

cnu-al  n. 

h.  Lumbo-sacral  n. 


1 .  First  lumbar  n. 

2.  Second   „  „ 

3.  Third     „  „ 

4.  Fourth  „ 

5.  Fifth  „ 


PLAN  OF  THE  LUMBAR  PLEXUS  AND  BRANCHES. 

rosis  of  the  external  oblique  to  supply  the  skin.  The  ilio-inguinal, 
the  smaller,  perforates  the  transversalis  and  internal  oblique,  comes 
out  through  the  external  abdominal  ring  in  front  of  the  spermatic 
cord,  and  supplies  the  skin  of  the  penis  and  scrotum  in  the  male, 
and  the  labium  in  the  female. 

b.  The  genito-crural  nerve,  is  small,  and  comes  from  the 
second  lumbar.  After  perforating  the  psoas,  it  runs  down  along 
the  outer  side  of  the  external  iliac  artery,  and  near  the  crural 
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arch  divides  into  the  genital  branch  ((/),  which  runs  along  the 
inguinal  canal,  on  the  under  aspect  of  the  spermatic  cord,  and 
supplies  the  cremaster  ;  and  the  crural  (e),  which  proceeds  under 
the  crural  arch,  and  is  lost  in  the  skin  of  the  upper  part  of  the 
thigh,  where  it  communicates  with  the  middle  cutaneous  nerve. 

c.  The  external  cutaneous  nerve  of  the  thigh  is  generally 
derived  from  the  second  lumbar.  It  runs  through  the  psoas, 
then,  crossing  obliquely  over  the  iliacus  towards  the  spine  of  the 
ilium,  passes  beneath  the  criural  arch,  and  is  finally  distributed  to 
the  skin  on  the  outside  of  the  thigh.  If  the  external  cutaneous  be 
not  found  in  its  usual  situation,  look  for  it  as  a  distinct  branch  of 
th  e  anterior  crural,  nearer  the  psoas  muscle. 

d.  The  anterior  crural  {d\  the  largest  and  most  important 
branch,  is  formed  by  the  union  of  the  third  and  fourth  lumbar 
nerves,  sometimes  receiving  a  small  branch  from  the  second.  It 
descends  in  a  groove  between  the  psoas  and  the  iliacus  behind  the 
fascia  iliaca,  supplies  both  these  muscles,  and  then,  passing  under 
the  crural  arch  to  the  outer  side  of  the  femoral  artery,  is  finally 
distributed  to  the  extensor  muscles  of  the  knee,  to  the  sartorius 
and  pectineus,  and  the  skin  of  the  thigh  and  leg. 

6.  The  obturator  nerve  (/)  is  next  in  size  to  the  anterior  crural. 
It  proceeds  from  the  third  and  fourth  lumbar  nerves,  descends 
behind  the  psoas  muscle,  and  then,  getting  to  its  inner  border  it 
runs  along  the  brim  of  the  pelvis  to  the  obturator  foramen,  through 
the  upper  part  of  which  it  passes  to  the  adductor  muscles  of  the 
thigh. 

/.  The  accessory  obturator  nerve,  by  no  means  a  constant 
branch,  is  derived  from  the  third  and  fourth  lumbar  nerves.  It 
descends  over  the  horizontal  ramus  of  the  pubes,  supplies  the  pec- 
tineus and  gives  off  a  small  branch  to  the  hip  joint. 

Postponing  the  minute  anatomy  of  the  abdominal  viscera, 
begin  the  examination  of  the  contents  of  the  pelvis. 
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DISSECTION  OF  THE  PELVIC  VISCERA. 

The  functions  of  the  pelvis  are  to  protect  its  own  viscera ;  to 
support  those  of  the  abdomen  ;  to  give  attachment  to  the  muscles 
which  steady  the  trunk  ;  to  transmit  the  weight  of  the  trunk  to 
the  lower  limbs,  and  to  give  origin,  to  the  muscles  which  move 
them.  In  adaptation  to  these  functions,  the  form  of  the  pelvis 
is  that  of  an  arch,  with  broadly  expanded  wings  at  the  sides, 
and  projections  in  appropriate  situations  to  increase  the  leverage 
of  the  muscles.  The  sacrum,  impacted  between  the  ilia,  repre- 
sents the  key-stone  of  the  areh,  and  is  capable  of  supporting  not 
only  the  trunk,  but  great  burdens  besides.  The  sides  or  pillars 
are  represented  by  the  ilia  ;  these  transmit  the  weight  to  the 
heads  of  the  thigh'-boneSj  and  are  thickest  and  strongest  just  in 
that  line,  i.e.  the  brim  of  the  pelvis,  along  which  the  weight  is 
transmitted.  Moreover!,-  to  effect  the  direct^  transmission  of  the 
weight,  the  plane  of  the  arch  is  oblique.  This  obliquity  of  the 
pelvis,  its  hollow  expanded  sides,  its  great  width,  the  position  and 
strength  of  the  tuberosities  of  the  ischia,  are  so  many  proofs  that 
man  is  adapted  to  the  ereefc  posture. - 

The  general  conformation  of  the  pelvis--  in  the  female  is 
modified,  so  as  to  be  adapted  to  utero-gestation  and  parturition. 
Its  breadth  and  capacity  are  greater  tban  in  the  malfe.  Its  depth 
is  less.  The  alse  of  the  iliac  bones  are  more  expanded.  The 
projection  of  the  sacrum  is  less  perceptible,  and  consequently 
the  brim  is  more  circular.  The  span  of  the  pubic  arch  is  wider. 
The  bones,  too,,  are  tliinner,  and  the  muscular  impressions  less 
strongly  marked. 

The  cavity  of  the  pelvis  being  curved,  the  axis,  or  a  central 
line  drawn  through  it,  must  be  curved  in  proportion.  For  all 
practical  purposes,  it  is  sufficient  to  remember  that  the  axis  of 
the  pelvis  corresponds  with  a  line  drawn  from  the  anus  to  the 
umbilicus.* 

*  In  a  well-formed  female  tlie  base  of  the  sacnim  is  about  four  inches  higher  tlian 
the  upper  part  of  the  symphysis  pubis,  and  the  point  of  the  coccyx  is  rather  more 
than  half  an  inch  higher  than  the  lower  part  of  the  symphysi«. 

The  obliquity  of  the  pelvis  is  greatest  in  early  life.    In  the  fcetus,  and  in  young 
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CoNTEirrs  OP  The  male  pelvis  contains  the  last  part  of  the 

THE  Male  Pelvis,  intestinal  canal,  named  the  rectum,  the  bladder 
with  the  prostate  gland  at  the  neck,  and  the  vesiculse  seminales. 
If  tlie  bladder  be  empty,  some  of  the  small  intestine  will  be  in 
the  pelvis  ;  not  so  if  the  bladder  be  distended. 

Course  of  The  rectum  enters  the  pelvis  on  the  left  side 

THE  Rectum.  of  the  sacrum,  and,  after  describing  a  curve  cor- 
responding with  the  concavity  of  the  sacrum,  terminates  at  the 
anus.  In  the  first  part  of  its  course,  it  is  loosely  connected  to 
the  back  of  the  pelvis  by  a  peritoneal  fold,  called  the  meso- 
rectum:  between  the  layers  of  this  fold,  the  superior  hsemor- 
rhoidal  vessels,  the  continuation  of  the  inferior  mesenteric,  with 
nerves  and  lymphatics,  runs  to  the  bowel. 

The  rectum  does  not  take  this  course  in  all  cases ;  sometimes 
it  makes  one,  or  even  two  lateral  curves.  In  some  rare  cases  it 
enters  the  pelvis  on  the  right  side  instead  of  the  left.  Since 
these  variations  from  the  usual  arrangement  cannot  be  ascertained 
during  life,  they  should  make  us  -cautious  in  the  introduction  of 
bougies.* 

Eecto-vesical  Whilst  the  parts  are  still  undisturbed,  intro- 
PoucH.  duce    the   finger  into   the  recto-vesical  peri- 

toneal pouch  (fig.  87).  This  is  a  cul-de-sac  formed  by  the 
peritoneum  in  passing  from  the  front  of  the  rectum  to  the 
lower  and  back  part  of  the  bladder,  Tn  the  adult  male, 
the  bottom  of  this  pou-ch  is;^bout  one  inch  distant  from  the  base 
of  the  prostate  gland  :-f-  therefore  part  of  the  under  surface 
of  the  bladder  is  not  covered  by  peritoneum;  and  since  this 
part  is  in  immediate  contact  with  the  rectum,  it  is  practicable 
to  tap  the  distended  bladder  through  the  front  of  the  bowel 
without  injuring  the  peritoneum.    "The  operation  has,  of  late 

children,  its  capacity  is  small ;  and  the  viscera,  which  subsequently  belong  to  it,  are 
situated  in  the  abdomen. 

*  In  old  age  the  rectum  has  sometimes  a  zigzag  appearance  immediately  above 
the  anus.  These  lateral  inclinations  are  probably  produced  by  the  enormous  disten- 
sions to  which  the  bowel  has  been  occasionally  subjected. 

f  The  bottom  of  the  pouch  is  from  three  to  four  inches  distant  from  the  anus. 
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years,  been  revived,  and  with  gi-eat  success.*  It  is  easily  done, 
and  not  attended  with  risk,  provided  all  the  parts  be  in  their 
regular  position.  But  this  is  not  always  the  case.  It  sometimes 
happens  that  the  peritoneal  pouch  comes  down  nearer  to  the 
prostate  than  usual — we  have  seen  it  in  actual  contact  with  the 
gland ;  so  that,  in  such  a  case,  it  would  be  impossible  to  tap 
the  bladder  from  the  rectum  without  going  through  -the  peri- 
toneum. In  children  the  peritoneum  comes  down  lower  than  it 
does  in  the  adult,  because  the  bladder  in  the  child  is  not  a  pelvic 
viscus. 

Fig.  87. 


Symphysis  pubis 


Corpus  cavernosum 
penis  


Glans  penis    .    .  . 

Corpus  spongiosum 
urethrse  .    .    .  . 


Bulb  of  corp.  spon- 
giosum   .    .    .  . 

Co^Tjer's  gland  with 
duct  .... 

Membranous  part 
of  urethra  sur- 
rounded by  com- 
pressor muscle. 

Prostate  gland 


Peritoneum  in  dot- 
ted outline. 


Ureter. 

Vas  deferens. 
Vesicula  seminalis. 


DIAGRAM  OF  THE  EELATIVE  POSITION  OF  THE  PELVIC  "VISCERA. 

The  recto-vesical  pouch  is  permanent.  But  there  is  another 
peritoneal  pouch  on  the  front  part  of  the  bladder,  which  is  only 
produced  when  the  bladder  is  distended.  To  produce  it,  the 
bladder  should  be  blown  up  through  one  of  the  ureters.  The 
bladder  soon  fills  the  pelvis,  and  then,  rising  into  the  abdomen, 
occasions  the  pouch  between  it  and  the  abdominal  wall.  At 
first,  the  pouch  is  shallow,  but  it  gradually  deepens  as  the  bladder 


*  See  a  paper  in  the  '  Med.  Chir.  Trans.'  vol.  xxxv-  by  Mr.  Cuck. 
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rises.  If  the  bladder  be  distended  half-way  up  to  tke  iimbMicu«, 
which  is  commonly  the  case  when  dt  has  to  be  tapped,  we  find 
that  the  bottom  of  the  pouch  would  be  about  two  inches  frora 
the  symphysis  pubis  (fig.  87).  Within  this  dist-ance  from  the 
symphysis,  the  bladder  may  be  tapped  in  the  linea  alba,  with- 
out risk  of  woundmg  the  peritoneum.  Thus,  tlie  sui-geon  has 
the  choice  of  two  situations  in  which  he  may  tap  the  bladder 
— above  the  pubes,  or  from  the  rectum.  Which  of  the  two  be 
the  more  appropriate,  must  be  decid-ed  by  the  eircamstances  of 
the  case. 


DISSECTION        THE  MALE  PERINEUM. 
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Before  dissecting  the  perineum,  it  is  etxpedient  first  to  ex- 
amine the  osseous  and  ligamentous  boundaries  of  the  lower  aper- 
ture of  the  pelvis.  Looking  at  the  male 
pelvis  (with  the  ligaments  ^preserved), 
we  observe  tliat  this  aperture  is  of  a 
lozenge  slaape ;  that  it  is  bounded  in 
front  by  the  symphysis  of  the  pubes, 
laterally  by  the  rami  of  the  pubes  and 
ischium  ;  behind,  by  the  coccyx  and  the 
•great  saero-ischiatic  ligaments. 

This  space,  for  convenience  of  de- 
scription, is  divided  into  two  by  a  line 
drawn  from  one  tuber  ischii  to  the  other. 
The  anterior  forms  a  nearly  equilateral 
triangle,  of  which  the  sides  are  from  three  to  three  and  a-half 
inches  long  ;  and  since  it  transmits  the  urethra,  it  is  called  the 
urethral  division  of  the  perineum.  The  posterior,  containing  the 
anus,  is  called  the. anal  division  (fig.  88,  2).* 

The  subject  should  be  placed  in  the  usual  position  for  lithotomy, 
with  a  full-sized  staff  in  the  bladder,  the  rectum  moderately  dis- 
tended with  tow,  and  the  scrotum  raised  by  means  of  hooks.  A 

*  The  dimensions  of  the  lower  outlet  of  the  pelvis  are  apt  to  vary  in  different 
subjects,  and  the  lithotomist  must  modify  his  incisions  accordingly. 
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central  vidge,  named  the  ra'phe^  extends  from  the  anus,  along  tlie 
perineum,  scrotum,  and  under  surface  of  the  penis.  Between  the 
tuberosities  of  the  ischia  and  the  anus  are  two  depressions,  one  on 
each  side,  marking  the  iscJiio-rectal  fosam,  which  are  found  imme- 
diately beneath  the  skin,  filled  mth  more  or  less  fat.  In  the  lateral 
operation  of  lithotomy,  the  incision  should  commence  at  a  point 
midway  between  the  anus  and  the  posterior  fold  of  the  scrotum, 
close  to  the  left  side  of  the  raphe ;  it  should  be  carried  downwards 
and  outwards  to  a  point  midway  between  the  tuber  ischii  and  the 
anus.  In  the  bilateral  operation,  the  incision  is  semi-lunar,  the 
horns  being  made  on  either  side  between  the  tuber  ischii  and  the 
anus,  equidistant  from  these  points  respectively ;  while  the  centre  of 
the  incision  runs  about  three-quarters  of  an  inch  above  the  anus. 

At  the  anus  the  skin  becomes  finer  and  more 
Anal  Glands.  . 

delicate,  formmg  a  gradual  transition  towards 

mucous  membrane :  during  life  it  is  drawn  into  wrinkles  by  the 

permanent  contraction  of  the  cutaneous  sphincter.    Moreover,  the 

skin  at  the  margin  of  the  anus  is  provided  with  numerous  minute 

glands,*  which  secrete  an  unctuous  substance  to  facilitate  the 

passage  of  the  fjBces.    When  this  secretion  becomes  defective  or 

vitiated,  the  anal  cutaneous  folds  are  apt  to  become  excoriated, 

chapped,  or  fissured  ;  and  then  defaecation  becomes  very  painful. 

_  The  skin  should  be  reflected,  by  making  an 

Dissection.  ...        ,  .    ,  ^ 

incision  along  the  raphe,  round  the  margin  of  the 

anus  to  the  coccyx.    Two  others  must  be  made  on  each  side  at 

right  angles  to  the  first,  the  one  at  the  upper,  and  the  other  at  the 

lower  end  of  it.    The  skin  of  the  perineum  must  then  be  reflected 

Subcutaneous      outwards.  In  reflecting  the  skin,  notice  the  charac- 

ters  of  the  subcutaneous  structure.f    Its  characters 

*  These  glands  are  the  analogues  of  the  anal  glands  in  some  animals,  e.g.  the  dog 
and  the  beaver.  They  are  found  not  only  about  the  anus,  but  also  in  the  subcutaneous 
tissue  of  the  perineum,  a  fact  for  the  demonstration  of  which  -we  are  indebted  to 
the  late  Professor  Q.uekott.    They  are  large  enough  to  be  seen  with  the  naked  eye. 

t  The  probable  thickness  of  this  subcutaneous  tissue  is  a  point  which  ought  to  be 
determined  by  the  lithotomist  in  making  his  first  incision.  Its  great  thickness  in  some 
cases  explains  the  depth  to  which  the  surgeon  has  to  cut  in  letting  out  pus  from  the 
ischio-rectal  fossa. 
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alter  in  adaptation  to  the  exigencies  of  each  part.  On  the  scro- 
tum the  fat  constituent  of  the  tissue  is  entirely  absent ;  while 
the  connective  tissue  element  is  most  abundant,  and  during  life 
elastic  and  contractile.  But,  towards  the  deeper  part  of  the  anus, 
Fat  IK  IscHio-  the  fat  accumulates  more  and  more,  and  on  either 
KEOTAL  FossiE.  gldc  of  thc  rcctum  it  is  found  in  the  shape  of  large 
masses,  filling  up' what  would  otherwise  be  two  deep  hollows  in  this 
situation — namely,  the  ischio-redal  fossce.  These  fossas  are  tri- 
angular, with  their  bases  towards  the  skin,  and  their  apices  at  the 
divergence  of  the  obturator  internus  and  levator  ani.  They  are 
about  two  inches  in  depth,  and  much  deeper  posteriorly  than 
in  front.  This  accumulation  of  fat  on  each  side  of  the  anus, 
permits  the  easy  distension  and  contraction  of  the  lower  end  of 
the  bowel  during  and  after  the  passage  of  the  faeces.  Over  the 
tuberosities  of  the  ischia  are  large  masses  of  fat,  separated  by 
tough,  fibrous  septa,  passing  from  the  skin  to  the  bone,  so  as  to 
make  an  elastic  padding  to  sit  upon.  Occasionally,  too,  there  are 
one  or  more  large  bursce,  interposed  between  this  padding  and  the 
bone. 

So  much  respecting  the  general  characters  of  the  subcutaneous 
tissue  of  the  perineum.  Some  anatomists  describe  it  as  consisting 
of  three,  four,  or  even  more  layers,  but  in  nature  we  do  not  find  it 
so.  It  may,  indeed,  be  divided  into  as  many  layers  as  we  please, 
according  to  our  skill  in  dissection  ;  but  this  only  complicates 
what  is,  in  itself,  simple. 

The  external  sphincter  ani  must  now  be  cleaned ; 
care  being  taken  not  to  remove  any  of  its  fibres  ; 
which  are  intimately  connected  with  the  skin.  Posteriorly,  the 
lower  border  of  the  gluteus  maximus  must  be  displayed,  and  the 
vessels  and  nerves  crossing  the  perineum,  towards  the  anus,  care- 
fully dissected. 

External  The  external  sphincter  of  the  anus  is  elliptical, 

Sfhincteb  Ani.  and  arises  from  the  point  of  the  coccyx,  and 
the  ano-coccygeal  ligament.  The  muscular  fibres  surround  the 
anus,  and  are  inserted  in  a  pointed  manner  in  the  tendinous  centre 
of  the  perineum  (p.  419).    It  is  called  the  external  sphincter,  to 
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distinguish  it  from  a  deeper  and  more  powerful  band  of  muscular 
fibres  which  surrounds  the  last  inch  or  more  of  the  rectum,  and  is 
situated  next  to  the  mucous  membrane. 

Cutaneous  "^^^  cutaneous  vessels  and  nerves  of  the  peri- 

Vessels  and  neum  come  from  the  internal  pudic  artery  and 
Nebves.  nerve,  and  chiefly  from  that  branch  of  it  called  the 

superficialis  perinei.    This  will  be  traced  presently. 

The  external  or  inferior  hcemorrhoidal  arteries,  cross  trans- 
versely through  the  ischio- rectal  fossa,  from  the  ramus  of  the 
ischium  towards  the  anus.  They  come  from  the  pudic  (which  may 
be  felt  on  the  inner  side  of  the  ischium),  and  running  inwards, 
divide  into  numerous  branches,  which  supply  the  rectum,  levator 
ani,  and  sphincter  ani.  The  nerve  which  accompanies  the  artery 
comes  from  the  pudic,  and  supplies  the  sphincter  ani  and  the  skin 
of  the  perineum. 

The  fourth  sacral  nerve  emerges  through  the  coccygeus  close 
to  the  tip  of  the  coccyx,  and  supplies  the  skin  of  the  perineum 
between  this  bone  and  the  anus. 

The  inferior  pudendal  nerve  comes  through  the  muscular 
fascia  of  the  thigh,  a  little  above  the  tuber  ischii,  and  ascends, 
dividing  into  filaments,  which  supply  the  front  and  outer  part  of 
the  scrotum  and  perineum.  It  is  a  branch  of  the  lesser  ischiatic 
nerve,  and  communicates  in  front  with  the  posterior  branch  of  the 
superficial  perineal  nerve. 

Superficial  "^^^  subcutaneous   fascia  of  the  perineum  is 

Fascia  of  the  composed  of  a  superficial  and  a  deep  layer.  The 
Perineum.  superficial  layer  contains  more  or  less  fat,  and  is 

continuous  with  that  of  the  scrotum,  the  thighs,  and  the  posterior 
part  of  the  perineum.  The  deeper  layer  is  best  demonstrated  by 
blowing  air  beneath  it  with  a  blow-pipe;  its  connections  are  as 
follows : — It  is  attached  on  each  side  to  the  anterior  lip  of  the 
ramus  of  the  pubes  and  ischium ;  traced  forwards,  it  is  directly 
continuous  with  the  tunica  dartos  of  the  scrotum  ;  traced  back- 
wards, at  the  base  of  the  urethral  triangle,  it  is  reflected  beneath 
the  transversus  perinei  muscle,  and  joins  the  deep  perineal  fascia 
or  triangular  ligament.    These  connections  explain  why  urine, 

E  E 
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effused  into  the  perineum,  does  not  make  its  way  into  the  ischio- 
rectal fossae,  or  down  the  thighs,  but  passes  readily  into  the  scrotum 
and  penis. 

Eemove  the  fascia  to  see  the  muscles  which 

Dissection* 

cover  the  bulb  of  the  urethra  and  the  crura  of  the 
penis.  The  bulb  of  the  urethra  lies  in  the  middle  of  the  peri- 
neum, and  is  covered  by  a  strong  muscle,  called  accelerator  urinas. 
The  crura  penis  are  attached,  one  to  each  side  of  the  pubic  arch, 
and  are  covered  each  by  a  muscle,  called  erector  penis.  A  narrow 
slip  of  muscle,  called  transversus  perinei,  extends  on  either  side 
from  the  tuber  ischii  to  the  central  tendinous  point  of  the  peri- 
neum. This  point  is  about  one  inch  and  a  quarter  in  front  of  the 
anus,  and  serves  for  the  attachment  of  muscular  fibres  from  all 
quarters  of  the  perineum. 

Thus  the  muscles  of  the  perineum  describe  on  each  side  a 
triangle,  of  which  the  sides  are  formed  by  the  accelerator  uringe 
and  the  crus  penis  respectively,  and  the  base  by  the  transversus 
perinei.  Across  this  triangle  run  up  from  base  to  apex  the  super- 
ficial perineal  vessels  and  nerves.  External  to  the  ramus  of  the 
ischium  is  seen  the  inferior  pudendal  nerve,  a  branch  of  the 
lesser  ischiatic. 

Superficial  The  superficial  perineal  artery  comes  from 

Peeineal  Vessels  the  internal  pudic  as  it  runs  up  the  inner  side  of 
AND  Neeves.  ^]^g  tuber  ischii.  Though  the  main  trunk  cannot 
be  seen,  it  can  be  easily  felt  by  pressing  the  finger  against  the 
bone.  The  artery  comes  into  view  a  little  above  the  level  of  the 
anus,  passes  up  the  perineal  triangle,  distributing  branches  to  all 
the  muscles,  and  is  finally  lost  on  the  scrotum.  The  only 
named  branch  is  called  transversalis  perinei  (fig.  89).  This 
is  given  off  near  the  base  of  the  triangle,  and  runs  with  the 
transversus  perinei  muscle  towards  the  central  point  of  the 
perineum,  where  it  anastomoses  with  its  fellow.  It  is  necessarily 
divided  in  the  first  incision  in  lithotomy,  and  deserves  attention, 
because  it  is  sometimes  of  considerable  size. 

The  artery  is  accompanied  by  two  vein^,  which  are  frequently 
dilated  and  tortuous,  especially  in  diseased  conditions  of  the  scrotum. 
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The  nerves,  two  in  number,  are  derived  from  the  internal  pudic, 
follow  the  course  of  their  corresponding  arteries,  and  give  off 
similar  branches.  They  not  only  supply  the  skin  of  the  perineum 
and  scrotum,  but  each  of  the  perineal  muscles. 


Fig.  89. 


MUSCLES,  "WITH  SUPEEFICIAL  VESSELS  AND  NERVES,  OF  THE  PERINEUM, 


The  inferior  'pudendal  nerve,  a  branch  of  the  lesser  ischiatic, 
makes  its  exit  through  the  muscular  fascia  of  the  thigh,  a  little 
above  the  tuber  ischii.  It  ascends  nearly  parallel  to  the  ramus  of 
the  ischium  and  pubes,  and  dividing  into  filaments,  supplies  the 
skin  of  the  front  of  the  perineum  and  scrotum. 

E  E  2 
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AccELERATOK  Tliis  inuscle  embraces  the  bulb  of  the  urethra. 

UaiNJi.  It  arises  from  a  fibrous  median  raphe  beneath  the 

bulb,  and  from  the  tendinous  centre  of  the  perineum.  Starting 
from  this  origin,  the  fibres  diverge,  and  are  inserted  as  follows : — 
The  upper  ones  proceed  on  either  side  round  the  corpus  caver- 
nosum  penis,  like  the  branches  of  the  letter  V,  and  are  fixed  on  its 
dorsal  sm-face  ;  the  middle  completely  embrace  the  bulb,  like  a 
ring,  and  meet  in  an  aponeurosis  on  the  upper  surface  of  the 
urethra  ;  the  lower  are  fixed  to  the  anterior  surface  of  the  deep 
perineal  fascia,  often  called  the  triangular  ligament  (fig.  90).* 

Fig.  90. 

Corpus  cavernosum  .  .  . 
Corpus  spongiosum  .   .  . 


Upper  fibres  .  .  . 
Middle  fibres   .   .  . 

Lower  fibres    .    .  . 
Tendinous  centre  of 
neum  

DIAGHAM  TO  SHOW  THE  ACCELBEATOE  UEIN.E  IN  PROFILE. 

Thus,  the  entire  muscle  acts  as  a  powerful  compressor  of  the 
bulb,  and  expels  the  last  drops  of  urine  from  this  part  of  the 
urethra.  By  dividing  the  muscle  along  the  middle  line  and 
turning  back  each  half,  its  insertion,  as  above  described,  can  be 
clearly  made  out.f 

EuECTOE  This  muscle  is  moulded  upon  the  crus  of  the 

'Penis.  penis.    It  arises  from  the  inner  surface  of  the 

tuber  ischii ;  the  fibres  ascend,  completely  covering  the  crus,  and 

*  This  muscle  is  called  also  the  ejaculator  urims  or  the  bulbo-cavrenosus. 
f  According  to  Hobelt,  the  dorsal  insertion  of  the  upper  fibres  throws  a  prolonga- 
tion over  the  dorsal  vessels  of  the  penis. 


DISSECTION  OF  THE  MALE  PERINEUM. 


421 


terminate  on  a  strong  aponeurosis,  which  is  inserted  into  the  ex- 
ternal and  inferior  aspect  of  the  crus.  The  action  of  this  nauscle 
is  to  compress  the  root  of  the  penis,  and  so  to  contribute  to  the 
erection  of  the  organ.* 

Fig.  91. 


Crus  penis 


Cms  penis  with  its  ar- 
tery cut  through  .  . 


Efwnus  of  the  pubes 

Artery  of  the  bulb  . 
Gowper's  gland  .  . 
Pudic  artery  .   .  . 

Tuber  iscWl    .   .  . 


DIAGRAM  TO  SHOW  THE  TRIANGULAR  LIGAMENT  OF  THE  ITRBTHBA 
OE  DEEP  PERINEAL  FASCIA, 

Tbansterscs  This  muscle  is  of  insignificant  size,  and  some- 
Perinbi.  times  absent.    It  arises  from  the  inner  aspect  of 

the  tuber  ischii,  and  proceeds  forwards  and  inwards  towards  the 
*  This  muscle  is  sometimes  called  the  ischio-cavernosvs. 
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centra-l  point  of  the  perineum,  where  it  is  blended  with  the  fibres 
of  the  accelerator  urinse.  This  muscle  with  its  artery,  is  divided 
in  lithotomy. 

The  deep  transversus  perinei  is  a  small  muscle  occasionally 
present ;  it  arises  more  deeply  from  the  pubic  arch  than  the  super- 
ficial muscle,  and  passes  inwards  behind  the  bulb,  to  the  central 
tendon. 

The  next  stage  of  the  dissection  consists  in  reflecting  and  re- 
moving the  accelerator  urinse  from  the  bulb  of  the  m-ethra,  the 
erectores  penis  with  the  crura  penis  from  the  rami  of  the  pubes 
and  ischium,  and  the  transversi  perinei  muscles.  This  done,  the 
triangular  ligament  or  deep  perineal  fascia  is  fairly  exposed. 

Triangular  Understand  that  the  triangular  ligament  of  the 

Ligament  of  the  urethra  and  the  deep  perineal  fascia  are  synony- 
Ubethha.  mous  terms. 

The  triangular  ligament,  shown  in  fig.  91,  is  a  strong  fibrous 
membrane  stretched  across  the  pubic  arch.  It  is  about  an  inch 
and  a  half  long,  with  the  base  directed  backwards.  It  consists 
of  two  layers,  an  anterior  and  a  posterior.  The  anterior 
layer  is  firmly  attached  on  each  side  to  the  posterior  lip  of 
the  rami  of  the  pubes  and  ischium;  superiorly — i.e.  towards 
the  symphysis  of  the  pubes — it  is  connected  with  the  sub-pubic 
ligament ;  inferiorly,  it  does  not  present  a  free  border,  but  is 
connected  to  the  tendinous  centre  of  the  perineum,  and  is  con- 
tinuous with  the  deep  layer  of  the  superficial  perineal  fascia  which 
curves  backwards  under  the  transversus  perinei  muscle  (p. '417). 

The  anterior  layer  of  the  triangular  ligament  is  perforated 
about  one  inch  below  the  symphysis  pubis,  for  the  membranous 
part  of  the  urethra.  The  aperture  through  which  the  urethra 
passes  does  not  present  a  distinct  edge,  because  the  ligament  is 
prolonged  forwards  over  the  bulb,  and  serves  to  keep  it  in 
position. 

The  posterior  layer  cannot  at  present  be  seen.  It  belongs, 
strictly  speaking,  to  the  pelvic  fascia,  and  slopes  somewhat  back- 
wards from  the  anterior  layer  so  as  to  leave  an  interval  between 
them  in  which  are  found  structures  which  will  be  presently  described. 
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Points  OF  SuR-  The  triangular  ligament  is  very  important 
GicAL  Interest.      surgically  for  these  reasons  : — 

1.  Here  we  meet  with  difficulty  in  introducing  a  catheter, 
unless  we  can  hit  off  the  right  track  through  the  ligament.  The 


Fig.  92. 


Compressor  nrethrse  .  . 

Membranous  part  of  the 
urethra  surrounded  by 
its  compressor  muscle. 

Prostate  gland  .... 

Anterior  fibres  of  the  le- 
vator ani  ..... 


DIAGRAM  OF  THE  PARTS  BEmND  THE  ANTERIOR  LATER  OF  THE  TRIANGtrLAR 
LIGAMENT  OF  THE  URETHRA. 

(The  anterior  fibres  of  the  levator  ani  are  hooked  down  to  show  part  of  the  prostate  ; 

the  rest  is  tracked  by  a  dotted  line.) 

soft  and  spongy  tissue  of  the  bulbous  part  of  the  urethra  in  front 
of  the  ligament  readily  gives  way,  if  force  be  used,  and  a  false 
passage  results. 
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2.  By  elongating  the  penis,  we  are  much  more  likely  to  hit  off 
the  proper  opening  through  the  ligament. 

3.  When,  in  retention  of  urine,  the  urethra  gives  way  antenor 
to  this  ligament,  it  is  this  which  prevents  the  urine  from  travel- 
ling into  the  pelvis.  Its  connection  with  the  superficial  perineal 
fascia  prevents  the  urine  from  getting  into  the  ischio-rectal  fossae : 
nor  can  the  urine  make  its  way  into  the  thighs.  The  only  outlet 
for  it  is  into  the  connective  tissue  of  the  scrotum  and  penis. 

4.  When  suppuration  or  extravasation  of  urine  takes  place 
behind  the  ligament,  the  pus  is  pent  up  and  should  be  speedily 
let  out ;  if  not,  it  may  find  its  way  into  the  connective  tissue  of 
the  pelvis,  and  may  burst  into  the  urethra  or  the  rectum. 

5.  The  ligament  is  partially  cut  through  in  lithotomy. 

Parts  ditided  parts  divided  in  the  lateral  operation  of 

IN  Lateeax  lithotomy  are  :  the  skin,  the  superficial  fascia,  the 

Lithotomy.  transverse  perineal  muscle  vessels  and  nerve,  the 

inferior  hsemorrhoidal  vessels  and  nerves,  the  inferior  fibres  of  the 
accelerator  urinse,  the  anterior  fibres  of  the  levator  ani,  the  com- 
pressor urethrse,  the  triangular  ligament  (anterior  layer),  the 
membranous  and  prostatic  parts  of  the  urethra,  and  a  small  portion 
of  the  prostate. 

Paets  to  be  The  incision  in  lateral  lithotomy  should  not  be 

AVOIDED.  made  too  far  forwards,  for  fear  of  wounding  the 

artery  of  the  bulb ;  nor  too  far  inwards,  for  fear  of  injm-ing  the 
rectum ;  nor  too  far  outwards,  for  fear  of  cutting  the  pudic 
artery. 

The  anterior  layer  of  the  triangular  ligament 

St  rtictdres  »j  ^ 

BETWEEN  THE  ^ust  uow  be  cut  away  to  see  what  lies  between  its 
Layers  of  the  two  layers.  These  parts  are  shown  in  fig.  92  ; 
Triangular  namely  :  1,  the  membranous  part  of  the  urethra, 

iGAMBNT.  surrounded  by,  2,  the  compressor  m-ethrae  muscle  ; 

3,  Cowper's  glands  ;  4,  the  pudic  artery  and  its  three  terminal 
branches,  i.e.  the  artery  of  the  bulb,  the  artery  of  the  crus,  and  the 
dorsal  artery  of  the  penis  ;  5,  the  pudic  nerve  and  its  branches. 

To  obtain  the  best  perineal  view  of  the  com- 
DissKCTioN.        pressor  urethrse  muscle,  cut  through  the  spongy 
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part  of  the  urethra  about  three  inches  above  the  end  of  the  bulb, 
and  dissect  it  from  the  corpus  cavernosum.  Thus,  the  upper 
fibres  of  the  constrictor  will  be  exposed  ;  to  see  the  lower,  it  is 
only  necessary  to  raise  the  bulb.  The  most  perfect  view,  however, 
of  the  muscle  is  obtained  by  making  a  transverse  section  through 
the  rami  of  the  pubes,  so  as  to  get  at  the  muscle  from  ,above,  as 
shown  in  fig.  93. 

Compressor  ob  This  muscle  consists  of  transverse  fibres  which 
Constrictor  surround  and  support  the  urethra  in  its  passage 
Urethra.  beneath  the  pubic  arch.    It  arises  from  the  ramus 

of  the  pubes  on  either  side ;  from  thence  its  fibres  pass,  some 
above,  some  below  the  urethra,  along  the  whole  length  of  its 
membranous  part.  It  forms  a  complete  muscular  covering  for  the 
urethra  between  the  prostate  and  the  bulb.  It  is  chiefly  through 
its  agency  that  we  retain  the  urine.  This  muscle  is  the  chief 
cause  of  spasmodic  stricture  of  the  urethra.* 

Gowper's  These  small  glands  are  situated,  one-  on  either 

Glands.  side,  immediately  behind  the  bulb  between  the 

two  layers  of  the  triangular  ligament,  in  the  substance  of  the 
compressor  urethrse.  Their  size  is  about  that  of  a  pea,  but  it 
varies  in  different  individuals.  They  are  compound  racemose 
glands,  consisting  of  several  lobules  firmly  connected  together 
by  cellular  and  some  muscular  tissue.  From  each  a  slender 
duct  runs  forwards,  and,  after  a  course  of  about  one  inch, 
opens  obliquely  into  the  floor  of  the  bulbous  part  of  the  urethra 
(fig.  90).    They  furnish  a  secretion  accessory  to  generation. 

PuDic  Artery  The  pudic  artery  is  a  branch  of  the  anterior 
AND  its  division  of  the  internal  iliac.    It  leaves  the  pelvis 

T?  -1 

ranches.  through  the  great  ischiatic  notch,  above  the  ischiatic 

artery,  winds  round  the  spine  of  the  ischium,  re-enters  the  pelvis 
through  the  lesser  ischiatic  notch,  and  then  runs  along  the  inner 
side  of  the  tuber  ischii,  between  the  layers  of  the  obturator  fascia, 
up  towards  the  pubic  arch.    About  an  inch  and  a  half  above  the 

*  The  compressor  urethrse  was  first  accurately  described  and  delineated  by  Santo- 
rini  (septemdec.  tabulae),  and  afterwards  by  Miiller  in  his  monograph  (Ueber  die  organ, 
Nerv.  der  manulich,  Geschlechtsorgane). 
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tuber  ischii,  the  trunk  of  the  pudic  artery  can  be  felt ;  but  we  can- 
not see  it,  nor  draw  it  out,  for  it  is  securely  lodged  in  a  fibrous 
canal  formed  by  the  obturator  fascia.    In  the  present  dissection 


Catheter 


Dorsal  nerve  of  the  penis 
Dorsal  artery  of  the  penis . 
Dorsal  vein  of  the  penis  . 


Anterior  layer  of  trian- 
gular ligament .    .    .    .  _ 

Bamus  of  pnbes  cut  through_ 
Posterior  layer  of  trian- 
gular ligament :  part  of 
the  pelvic  fascia   .   .    .  _ 


Fig.  93. 


DIAGRAM  OF  THE  RELATIONS  OF  THE  COMPRESSOR  'URETHRJE  SEEN  FROM  ABOTE. 


Ave  find  the  artery  between  the  two  layers  of  the  triangular  liga- 
ment, where  it  gives  off  its  three  chief  branches,  namely,  the 
artery  of  the  bulb  of  the  urethra,  the  artery  of  the  crus  penis,  and 
the  dorsal  artery  of  the  penis  (fig.  91). 
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Taken  in  order,  the  branches  of  the  pudic  artery  are  as 
follows : — 

a.  The  external  hcemorrhoidcd,  the  superficial  perineal,  and  the  trans- 
verse perineal  branches  have  ah-eady  been  described  (pp.  417,  418). 

h.  The  artery  of  the  bulb  is  of  considerable  size,  and  passes  trans- 
versely inwards;  it  runs  through  the  substance  of  the  compressor 
urethrse,  and  before  it  enters  the  bulb  divides  into  two  or  three  branches. 
It  also  sends  a  small  branch  to  Cowper's  gland,  Fi'om  the  direction  of 
this  artery  it  will  at  once  strike  the' attention  that  there  is  great  risk  of 
dividing  it  in  lithotomy.  If  the  artery  run  along  its  usual  level,  and 
the  incision  be  not  made  too  high  in  the  perineum,  then  indeed  it  is  out 
of  the  way  of  harm.  But,  supposing  the  reverse,  the  vessel  must  be 
divided.  This  deviation  from  the  noimal  distribution  is  met  with  about 
once  in  twenty  subjects,  and  there  is  no  possibility  of  ascertaining  this 
anomaly  beforehand. 

c.  The  artery  of  the  crus  penis,  one  of  the  terminal  branches, 
ascends  for  a  short  distance  near  the  pubic  arch  and  soon  enters  the 
crus. 

d.  To  see  the  dorsal  artery  of  the  penis,  the  penis  should  be  dissected 
from  its  attachment  to  the  symphysis  pubis.  The  artery  can  be  traced 
upon  the  dorsum  of  the  penis  down  to  the  glans.  It  forms  a  complete 
arterial  circle  with  its  fellow  round  the  corona  glandis,  and  givee 
numerous  ramifications  to  the  papilla?  on  the  surface. 

The  veins  corresponding  to  the  branches  of  the  pudic  artery- 
terminate  in  the  pudic  vein,  with  the  exception  of  the  dorsal  vein 
of  the  penis.  This  runs  along  the  middle  of  the  dorsum  of  the 
penis,  and  passing  under  the  symphysis  pubis  opens  into  the 
prostatic  plexus. 

„      „  The  pudic  nerve  comes  from  the  sacral  plexus, 

Pudic  Nerve.  .      .  ^  ' 

and  corresponds  both  m  its  course  and  branches 

with  the  artery.   It  gives  off  its  external  or  inferior  hsemorrhoidal, 

and  its  superficial  perineal  branches — a  small  one  to  the  bulb,  and 

another  to  the  crus  penis ;  but  the  main  trunk  of  the  nerve  runs 

with  the  artery  along  the  dorsum  of  the  penis  to  the  glans  (fig.  93). 

In  its  passage  it  supplies  the  integuments  of  the  penis,  and  sends 

one  or  two  branches  into  the  corpus  cavernosum.    This  part  of  the 

penis  also  receives  nerves  from  the  sympathetic  system. 
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IscHio-RECTAL  This  is  tliG  deep  hollow,  on  each  side,  between 

^ossA.  the  anus  and  the  tuber  ischii.    When  all  the  fat 

is  removed  from  it,  observe  that  it  is  lined  on  all  sides  by  fascia. 
Introduce  the  finger  into  it  to  form  a  correct  idea  of  its  extent  and 
boundaries.  Externally  it  is  bounded  by  the  tuber  ischii  and  the 
fascia  covering  the  obturator  internus  muscle  ;  internally^  by  the 
rectum,  levator  ani  and  coccygeus  ;  "posteriorly,  by  the  gluteus 
maximus ;  anteriorly,  by  the  transversus  perinei.  The  fossa  is 
crossed  by  the  external  hsemorrhoidal  vessels  and  nerves. 

These  deep  spaces  on  each  side  of  the  rectum  explain  the  great 
size  which  abscesses  in  this  situation  may  attain.  The  matter  can 
be  felt  only  through  the  rectum.  Nothing  can  be  seen  outside. 
Perhaps  nothing  more  than  a  little  hardness  can  be  felt  by  the  side 
of  the  anus.  These  abscesses  should  be  opened  early ;  else  they 
form  a  large  cavity,  and  may  biust  into  the  rectum,  and  result  in 
a  fistula. 


ANATOMY  OF  THE  SIDE  VIEW  OF  THE  PELVIC  VISCERA. 

To  obtain  a  side  view  of  the  pelvic  viscera,  the 
left  innominate  bone  should  be  removed  thus  : — 
Detach  the  peritoneum  and  the  levator  ani  from  the  left  side  of 
the  pelvis,  cut  through  the  external  iliac  vessels,  the  obturator 
vessels  and  nerve,  and  the  nerves  of  the  lumbar  plexus  ;  then 
saw  through  the  pubes  about  two  inches  external  to  the  sym- 
physis, and  cut  through  the  sacro-iliac  symphysis;  now  draw 
the  legs  apart,  and  saw  through  the  base  of  the  spine  of  the 
ischium  ;  after  cutting  through  the  pyriformis,  the  great  sacro- 
ischiatic  ligament  and  ischiatic  nerves,  the  innominate  bone 
can  be  easily  detached.  This '  done,  the  rectum  should  be 
distended  with  tow,  and  the  bladder  blown  up  through  the  ureter. 
A  staff  should  be  passed  through  the  urethra  into  the  bladder,  and 
a  block  placed  under  the  sacrum. 

The  reflection  of  the  peritoneum  as  it  passes  from  the  front  of 
the  rectum  to  the  lower  part  of  the  bladder  (forming  the  recto- 
vesical pouch),  and  thence  over  the  back  of  the  bladder  to  the  wall 
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of  the  abdomen,  has  been  already  described.  You  see  where  the 
distended  bladder  is  bare  of  peritoneum,  and  that  it  can  be  tapped 
either  through  the  rectum  or  above  the  pubes  without  injury  to 
the  serous  membrane,  as  shown  by  the  arrows  in  fig.  94. 

False  Liga-  '^^^  peritoneal  connections  of  the  bladder  are 

MENTS  OF  THE  called  its  false  ligaments  ;  false  in  contradistinc- 
Bladdee.  tion  to  the  true,  which  are  formed  by  the  fascia  of 

Fig.  94. 


Peritoneum  in  dot- 
ted outline   .  . 


Corpus  cavemosum 
I)eni8  

Triangular  liga- 
ment   

Catheter    in  the 
urethra  .... 


Bulb  of  the  urethra 

Cowper's  gland 
with  duct  .  . 


Prostate 


vertical  section  through  the  perineum  and  pelvic  viscera. 
(The  arrows  point  out  where  the  bladder  can  he  tapped.) 

the  pelvis,  and  really  do  sustain  the  neck  of  the  bladder  in  its 
proper  position.  The  false  ligaments  are  five  in  number,  two 
posterior,  two  lateral,  and  one  superior.  The  posterior  are  produced 
by  two  peritoneal  folds,  one  on  either  side  the  recto-vesical  pouch  ; 
the  two  lateral,  by  reflections  of  the  peritoneum  from  the  sides  of 
the  pelvis  to  the  sides  of  the  bladder ;  the  superior  is  produced  by 
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the  passage  of  the  peritoneum  from  the  front  of  the  bladder  to  the 
abdominal  wall. 

Pelvic  Fascia         "^^  expose  the  pelvic  fascia,  the  peritoneum 
must  be  removed  from  that  side  of  the  pelvis 
which  has  not  been  disturbed :  in  doing  so,  notice  the  abundance 
of  loose  connective  tissue  interposed  between  the  peritoneum  and 


Fia.  95. 


niac  fascia 
covering  ilia- 
cus  internus. 


Pelvic  fascia 

dividing. 
Obturator  fascia 
covering  obtu- 
rator internus. 
Eecto- vesical 
layer  covering 
levator  ani. 


Anal  fascia 


TRANSVERSE  SECTION  OF  THE  PELVIS,  TO  SHOW  THE  REFLECTIONS  OF 

THE  PELVIC  FASCIA.    {After  Gray.) 

the  fascia,  to  allow  the  bladder  to  distend  with  facility.  When- 
ever urine  is  extravasted  into  this  loose  tissue,  it  is  sure  to  pro- 
duce the  most  serious  consequences ;  therefore  in  all  operations  on 
the  perineum,  it  is  of  the  utmost  importance  not  to  injure  this 
fascia. 


Jl 
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The  pelvic  fascia  is  a  thin  but  strong  membrane,  and  constitutes 
the  true  ligaments  of  the  bladder,  and  the  other  pelvic  viscera, 
supporting  and  maintaining  them  in  their  proper  position. 

Examine,  first,  to  what  parts  of  the  pelvis  the  fascia  is  attached; 
secondly,  the  manner  in  which  it  is  reflected  on  the  viscera. 

Beginning,  then,  in  front  (fig.  95),  the  fascia  is  attached 
superiorly  to  the  body  of  the  pubes,to  the  side  of  the  pelvis  just  above 
the  obturator  foramen,  and  to  the  greater  ischiatic  notch.  Here 
it  becomes  gi*adually  thinner,  covers  the  pyriformis  muscle  and  the 
sacral  plexus,  and  is  lost  on  the  sacrum.  From  this  attachment  the 
fascia  descends  as  far  as  a  line  drawn  from  the  spine  of  the  ischium 
to  the  symphysis  pubis.  Along  this  line,  which  corresponds  with 
the  origin  of  a  considerable  portion  of  the  levator  ani,  the  fascia 
divides  into  two  layers,  an  inner,  called  the  recto-vesical  fascia ; 
an  outer,  called  the  obturator  fascia. 

The  obturator  fascia,  the  outer  layer  of  the  pelvic  fascia, 
descends  on  the  inner  surface  of  the  obturator  internus,  forming, 
at  the  same  time,  a  sheath  for  the  pudic  vessels  and  nerve,  the 
nerve  being  the  lowest.  It  is  attached  to  the  arch  of  the  pubes, 
and  to  the  tuberosities  of  the  ischia.  From  this  fascia  is  derived 
the  anal  fascia,  which  lines  the  under  or  perineal  surface  of  the 
levator  ani,  and  is  subsequently  lost  upon  the  side  of  the  rectum. 

The  recto-vesical  fascia  is  the  continuation  of  the  pelvic  fascia, 
and  descends  on  the  upper  or  internal  surface  of  the  levator  ani  to 
the  bladder  and  prostate.  From  the  pubes  it  is  reflected  over  the 
prostate  and  the  neck  of  the  bladder,  to  form,  on  either  side  of  the 
symphysis,  two  well-marked  bands — the  anterior  true  ligaments 
of  the  bladder.  From  the  side  of  the  pelvis  it  is  reflected  on  to 
the  side  of  the  bladder,  constituting  the  lateral  true  ligaments  of 
the  bladder,  and  incloses  the  prostate  and  the  vesical  plexus  of 
veins.  A  prolongation  from  this  ligament  incloses  the  vesicula 
seminalis,  and  then  passes  between  the  bladder  and  the  rectum,  to 
join  its  fellow  from  the  opposite  side. 
General  The  pelvic  viscera  are  so  surrounded  by  veins 

i^OSITION  OF  THE  ill 

Pelvic  Viscera  ^^'^  areolar  tissue,  that  he  who  dissects  them 
m  THK  JVIale.        foi'  the  first  time  will  find  a  difficulty  in  discovering 
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their  definite  boundaries.  The  rectum  runs  at  the  back  'of  the 
pelvis,  and  follows  the  anterior  curve  of  the  sacrum  and  coccyx. 
The  bladder  lies  in  front  of  the  rectum,  immediately  behind  the 
symphysis  pubis.  At  the  neck  of  the  bladder  is  the  prostate  gland 
through  which  the  urethra  passes.  In  the  cellular  tissue,  between 
the  bladder  and  the  rectum,  there  is,  on  each  side,  a  convoluted 
tube,  called  the  vesicula  seminalis,  and  on  the  inner  side  of  each 
vesicula  is  the  seminal  duct  or  vas  deferens.  Before  describing 
these  parts  in  detail,  it  is  necessary  to  say  a  few  words  about  the 
large  tortuous  veins  which  surround  them. 
^  Beneath  the  pelvic  fascia  surrounding  the  pros- 

PlEXUS  of  '■  or 

Veins  about  neck  of  the  bladder  are  large  and 

Pbostatk  and  tortuous  veins,  which  form  the  prostatic  and  the 
Neck  op  vesical  plexuses.    They  empty  themselves  into  the 

Bladdbb.  internal  iliac.    In  early  life  they  are  not  much 

developed,  but  as  puberty  approaches  they  gradually  increase  in 
size,  and  one  not  familiar  with  the  anatomy  of  these  parts  would 
hardly  credit  the  size  which  they  sometimes  attain  in  old  persons. 
They  communicate  freely  with  the  inferior  hsemorrhoidal  plexus, 
or  veins  about  the  anus,  and  they  receive  the  blood  returning 
from  the  penis  through  the  large  veins  which  pass  under  the  pubic 
arch. 

If,  in  lithotomy,  the  incision  be  carried  beyond  the  limits  of 
the  prostate,  the  great  veins  around  it  must  necessarily  be  divided ; 
these,  independently  of  any  artery,  are  quite  sufficient  to  occasion 
serious  haemorrhage. 

Ebctum  and  The  intestinum  rectum  is  about  eight  inches 

ITS  Eelations.  long.  It  is  a  continuation  of  the  sigmoid  flexure 
of  the  colon,  enters  the  pelvis  at  the  left  sacro-iliac  articulation, 
describes  a  curve  corresponding  to  the  sacrum,  and  terminates 
at  the  anus.  Before  its  termination,  the  bowel  turns  downwards 
so  that  the  anal  aperture  is  dependent.  The  rectum  also  inclines 
from  the  left  side  to  the  middle  line,  and,  although  it  loses  the 
sacculated  appearance,  is  not  throughout  of  equal  calibre.  Its 
capacity  becomes  greater  as  it  descends  into  the  pelvis;  and, 
immediately  above  the  sphincter,  it  presents  a  considerable  dila- 
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tation  (fig.  94).  This  dilatation  is  not  material  in  early  life,  but 
it  increases  as  age  advances.  Under  sucli  circumstances  the 
rectum  loses  altogether  its  cylindrical  form,  and  bulges  up  on 
either  side  of  the  prostate  and  the  base  of  the  bladder.  For 
this  reason  the  rectum  should  always  be  emptied  before  the  opera- 
tion of  lithotomy. 

Fig.  96. 


SIDE  VIEW  OF  THE  PELVIC  VISCERA. 

(Taken  from  a  Photograph.) 

1.  External  sphincter.  7.  Vesicula  semlnalis. 

2.  Internal  sphincter.  g.  Ureter. 

3.  Levator  ani  cut  through.  9.  Vag  deferens. 

4.  Accelerator  urinas.  10.  Crus  penis  divided. 

5.  Membranous  part  of  the  urethra,  but-  11.  Triangular  ligament 

rounded  by  compressor  muscle.  12.  Superficial  perineal  fascia 

6.  Prostate  gland.  13.  Rectum. 

The  upper  part  of  the  rectum  (for  about  three  inches  and  a 
half)  is  connected  to  the  sacrum  by  a  fold  of  peritoneum  termed 
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meso-redum.  In  this  fold,  the  terminal  branch  of  the  inferior 
mesenteric  artery  with  its  vein  runs  up  to  supply  the  bowel.  Below 
the  meso-rectum,  the  intestine  is  connected  posteriorly  to  the 
sacrum  and  coccyx  by  loose  connective  tissue,  and  is  covered  by 
peritoneum  in  front,  which  forms  the  recto-vesical  pouch.  The 
lower  three  inches  and  a-half  are  entirely  destitute  of  peritoneum. 
The  rectum  is  supported  by  the  levatores  ani,  the  larger  portions 
of  which  are  inserted  into  its  side. 

Digital  The  relations  of  the  front  part  of  the  rectum — 

Examination  OF      that,  namely,  included  between  the  recto-vesical 
TUB  Rectusi,         pouch  and  the  anus — are  most  important.    If  the 
forefinger  be  introduced  into  the  anus,  and  a  catheter  into  the 
urethra,  the  first  thing  felt  through  the  front  wall  of  the  bowel  is 
the  membranous  part  of  theairethra  (fig.  94).    It  lies  just  within 
the  sphincter,  and  is  about  ten  lines  in  front  of  the  gut.  About 
one  and  a  half  or  two  inches  from  the  anus  the  finger  comes  upon 
the  prostate  gland ;  this  is  in  close  contact  with  the  gut,  and  is 
readily  felt  on  account  of  its  hardness  ;  by  moving  the  finger  from 
side  to  side  we  recognise  its  lateral  lobes.    Still  higher  up,  the 
finger  goes  beyond  the  prostate,  and  reaches  the  trigone  of  the 
bladder  :  the  facility  -with  which  this  can  be  examined  depends, 
not  only  upon  the  length  of  the  finger  and  the  amount  of  fat  in 
the  perineum,  but  upon  the  degree  of  distension  of  the  bladder  ; 
the  more  distended  the  bladder,  the  better  can  the  prostate  be 
felt.    These  several  relations  are  practically  important.  They 
explain  why,  with  the  finger  in  the  rectum,  we  can  ascertain 
whether  the  catheter  is  taking  the  right  direction — whether  the 
prostate  be  enlarged  or  not.    We  might  even  raise  a  stone  from 
the  bottom  of  the  bladder  so  as  to  bring  it  in  contact  with  the 
forceps. 

The  rectum  is  supplied  with  blood  by  the  superior,  middle, 
and  inferior  heemorrhoidal  arteries.  The  superior  comes  from 
the  inferior  mesenteric  (p.  392)  ;  the  middle  and  inferior  from 
the  pudic  artery.  The  superior  and  middle  htemorrhoidal  veins 
join  the  inferior  mesenteric,  and  consequently  the  portal  system  ; 
the  inferior  haemorrhoidal  veins  join  the  internal  pudic.    They  are 
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very  large  and  form  loop-like  plexuses  about  the  lower  part 
of  the  rectum.  Having  no  valves,  they  are  liable  to  become 
dilated  and  congested  from  various  internal  causes  ;  hence  the 
frequency  of  hjBmorrhoidal  affections. 

This  viscus,  being  a  receptacle  for  the  urine, 
Bladdeh.  ^^^^  necessarily  vary  in  size,  and  accordingly  the 

nature  of  its  connections  and  coats  are  such  as  to  permit  this 
variation.  When  contracted,  the  bladder  sinks  into  the  pelvis 
behind  the  pubic  arch,  and  is  completely  protected  from  injury. 
But,  as  it  gradually  distends,  it  rises  out  of  the  pelvis  into  the 
abdomen,  and,  in  cases  of  extreme  distension,  may  reach  nearly  up 


Fig.  97. 


1.  Ureter. 

2.  Vas  deferens. 


seniinali.s. 


POSTERIOR  TIEW  OF  THE  BLADDER. 

to  the  umbilicus."^  Its  outline  can  then  be  easily  felt  through  the 
walls  of  the  abdomen.    The  form  f  of  the  distended  bladder  is 

*  "When  the  bladder  is  completely  paralysed  it  becomes  like  an  inorganic  sac,  and 
there  seems  to  be  no  limit  to  its  distension.  Haller  found,  in  a  drunkard,  the  bladder 
SO  dilated  that  it  would  hold  twenty  pints  of  water.  ('  Elem.  Phys.  art.  Vesica.') 
Frank  saw  a  bladder  so  distended  as  to  resemble  ascites,  and  evacuated  from  it  twelve 
pounds  of  urine.    (Oratio  de  Signis  morborum,  &c.  &c.    Ticiui,  1788.) 

W.  Hunter,  in  his  '  Anatomy  of  the  Gravid  Uterus,'  has  given  the  representation 
of  a  bladder  distended  nearly  as  high  as  the  ensiforra  cartilage. 

f  In  all  animals  with  a  bladder,  the  younger  the  animal  the  more  elongated  is  the 
bladder.  This  is  indicative  of  its  original  derivation  from  a  tube,  i.e.  the  urachus. 
In  the  infant,  the  bladder  is  of  a  pyriform  shape,  as  it  is,  permanently,  in  the  quad- 
ruped ;  but  as  we  assume  more  and  more  the  perpendicular  attitude,  the  weight  of  the 
urine  gradually  makes  the  lower  part  more  capaciouF. 
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oval,  and  its  long  axis,  if  produced,  would  pass  superiorly  through 
the  umbilicus,  and  inferiorly  through  the  end  of  the  coccyx.  The 
axis  of  a  child's  bladder  is  more  vertical  than  that  of  the  adult ; 
for  in  children,  the  bladder  is  not  a  pelvic  viscus.  This  makes 
lithotomy  in  them  so  much  more  difficult. 

The  quantity  of  urine  which  the  bladder  will  hold  without 
much  inconvenience  varies.  As  a  general  rule,  it  may  be  stated  at 
about  a  pint.  Much  depends  upon  the  habits  of  the  individual ; 
but  some  persons  have,  naturally,  a  very  small  bladder,  and  are 
obliged  to  empty  it  more  frequently. 

In  young  persons  the  lowest  part  of  the  bladder  is  the  neck, 
or  that  part  which  joins  the  prostate.  But  as  age  advances,  the 
bottom  of  the  bladder  gradually  deepens  so  as  to  form  a  pouch 
behind  the  prostate.  In  old  subjects,  particularly  if  the  prostate 
be  enlarged,  this  pouch  becomes  deep,  micturition  becomes  tedious, 
and  the  bladder  cannot  completely  empty  its  contents.  It  some- 
times, happens  that  a  stone  in  the  bladder  is  not  felt ;  the 
reason  of  which  may  be  that  the  stone,  lodged  in  such  a  pouch 
below  the  level  of  the  neck  of  the  bladder,  escapes  the  detection  of 
the  sound.  Under  these  circumstances,  if  the  patient  be  placed 
on  an  inclined  plane  with  the  pelvis  higher  than  the  shoulders, 
the  stone  falls  out  of  the  pouch,  and  is  easily  struck. 

This  tube  is  about  seventeen  inches  long,  and 

XJeetbr 

conveys  the  urine  from  the  kidney  to  the  bladder. 
In  the  dissection  of  the  abdomen  (p.  394),  it  was  seen  descending 
along  the  psoas  muscle,  behind  the  spermatic  vessels,  and  crossing 
the  common  iliac  artery  into  the  pelvis.  Tracing  it  downwards, 
in  the  posterior  false  ligament  of  the  bladder,  we  find  that  it  runs 
along  the  side  of  the  bladder,  external  to  the  vas  deferens,  and 
enters  it  about  an  inch  and  a  half  behind  the  prostate,  and  about 
two  inches  from  its  fellow  of  the  opposite  side  (fig.  97).  It  per- 
forates the  bladder  very  obliquely,  so  that  the  aperture,  being 
valvular,  allows  the  urine  to  flow  into,  but  not  out  of  it.  The 
narrowest  part  of  the  ureter  is  at  the  vesical  orifice ;  here,  there- 
fore, a  calculus  is  more  likely  to  be  arrested  in  its  progress  than 
at  any  other  part  of  the  canal. 
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This  tube,  about  twenty-four  inches  in  length, 
^  AS  DEFERENS.  ^Qj^ygyg  ti^e  seminal  fluid  from  the  testicle  into 
the  prostatic  part  of  the  urethra.  It  ascends  at  the  back  part 
of  the  spermatic  cord  through  the  inguinal  canal  into  the  abdo- 
men; then,  leaving  the  cord  at  the  inner  ring,  it  curves  round 
the  epigastric  artery,  then  crosses  over  the  external  iliac  vessels, 
and  descends  into  the  pelvis  on  the  side  of  the  bladder,  gradually 
approaching  nearer  the  middle  line.  Before  it  reaches  the  prostate 
it  passes  between  the  bladder  and  the  ureter  ;  then,  becoming  very 
tortuous,  it  runs  internal  to  the  vesicula  seminalis,  and  is  joined 
by  the  duct  of  this  vesicle.  The  common  duct  thus  formed, 
ductus  communis  ejaculatorius,  terminates  in  the  lower  part  of 
the  prostatic  portion  of  the  urethra  (fig.  97,  p.  435).  In  point 
of  size  and  hardness,  the  vas  deferens  has  very  much  the  feel  of 
whipcord.* 

VEsictJLiE  These  are  situated,  one  on  either  side,  between 

Seminales.  the  bladder  and  the  rectum  (fig.  96).    Each  is 

a  tube,  but  so  convoluted  that  it  is  like  a  little  sacculated 
bladder.  When  rolled  up,  the  tube  is  about  two  and  a  half  inches 
long ;  unrolled,  it  would  be  more  than  twice  that  length,  and 
about  the  size  of  a  small  writing  quill.  Several  csecal  prolonga- 
tions proceed  from  the  main  tube,  after  the  manner  of  a  stag's 
horn.  The  vesiculse  seminales  do  not  run  parallel,  but  diverge 
from  each  other,  posteriorly,  as  far  as  the  reflection  of  the  recto- 
vesical peritoneal  pouch,  like  the  branches  of  the  letter  V  ;  and 
each  lies  immediately  on  the  outer  side  of  the  vas  deferens,  into 
which  it  opens.  The  vesiculae  seminales  probably  serve  as  reser- 
voirs for  the  semen. 

They  contain  a  brownish-coloured  fluid,  presumed  to  be  in 
some  way  accessory  to  the  function  of  generation,  f 

*  The  description  in  the  text  assumes  the  bladder  to  be  distended.  But  when 
the  bladder  is  empty  the  vas  deferens  runs  down  upon  the  side  of  the  pelvis.  In 
this  course  it  may  be  seen,  through  the  peritoneum,  crossing — 1,  the  external  iliac 
vessels  ;  2,  the  remains  of  the  umbilical  artery  ;  3,  the  obturator  artery  and  nerve  ; 
4,  the  ureter. 

t  The  vesiculse  seminales  are  imperfectly  developed  till  the  age  of  puberty.    In  a 
child  of  three  years  of  age  they  can  hardly  be  inflated  with  the  blowpipe. 
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Prostate  The  prostate  gland  is  situated  at  the  neck  of 

the  bladder,  and  surrounds  the  first  part  of  the 
urethra  (fig.  96).  In  the  healthy  adult  it  is  about  the  size  and 
shape  of  a  chestnut.  Its  apex  is  directed  forwards.  It  is  sur- 
rounded by  a  plexus  of  veins  (p.  432),  and  is  maintained  in  its 
position  by  the  pelvic  fascia  (p.  431).  Its  upper  surface  is  about 
three-quarters  of  an  inch  below  the  symphysis  pubis :  its  apex  is 
about  one  inch  and  a  half  from  the  anus;  the  base  is  about  two 
and  a  half. 

Above  the  prostate  are  the  anterior  ligaments  of  the  bladder, 
with  the  dorsal  vein  of  the  penis  between  them ;  below,  and  in 
contact  with  it,  is  the  rectum ;  on  each  side  of  it  is  the  levator 
ani  ;  in  front  of  it  are  the  membranous  part  of  the  urethra  (sur- 
rounded by  its  compressor  muscle),  and  the  triangular  ligament ; 
behind,  are  the  neck  of  the  bladder  and  the  vesiculse  seminales 
with  the  ejaculatory  ducts. 

The  transverse  diameter  is  about  one  inch  and  a  half;  the 
vertical  is  about  half  an  inch  less.  But  the  gland  varies  in  size 
at  different  periods  of  life.  In  the  child  it  is  imperfectly  de- 
veloped :  it  gradually  grows  towards  puberty,  and  generally  in- 
creases in  size  with  advancing  age. 

To  ascertain  the  size  and  condition  of  the  prostate  during  life, 
the  bladder  should  be  at  least  half  full :  the  prostate  is  then 
pressed  down  towards  the  rectum,  and  readily  within  reach  of  the 
finger. 

The  urethra  is  a  canal  about  eight  inches  in 
Anatomy  of  i  i    i  t         j  /• 

THE  Uhethea        length,  and  leads  from  the  bladder  to  the  end  of 

IN  ITS  Passage  the  penis.  It  is  divided  into  three  portions — the 
UNDER  THE  pQ^ostcUic,  thc  membrauous,  and  the  spongy.  At 

PtjbicAhch.  present  only  the  relations  of  the  membranous 

part,  which  comprises  that  part  of  the  canal  between  the 
prostate  and  the  bulb,  can  be  examined.  The  urethra  in  this 
part  is  nearly  one  inch  in  length,  but  longer  on  its  upper 
than  its  lower  surface,  in  consequence  of  the  encroachment 
of  the  bulb.-  In  its  passage  under  the  arch  of  the  pubes,  it  is 
surrounded  by  the  compressor  urethrse,  and  below  it  are  Cowper's 
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glands.  It  traverses  the  two  layers  of  the  triangular  ligament, 
and  is  about  an  inch  below  the  symphysis  pubis,  and  nearly  the 
same  distance  from  the  rectum;  it  is  not,  however,  equidistant 
from  this  portion  of  the  intestine  at  all  points,  because  of  the 
downward  bend  which  the  rectum  makes  towards  the  anus.* 

The  membranous  part  of  the  urethra  in  children  is  very  Long, 
owing  to  the  smallness  of  the  prostate  at  that  period  of  life  ;  it 
is  also  Gomposed  of  thin  and  delicate  walls,  and  lies  close  to  the 
rectum.  In  sounding  a  child,  therefore,  it  is  very  necessaiy  not 
to  use  violence,  else  the  instrument  is  likely  to  pass  through  the 
coats  of  the  urethra  and  make  a  false  passage. 

This  muscle  supports  the  anus  and  lower  part 
of  the  rectum  like  a  sling ;  and,  with  the  coccy- 
geus  and  compressor  urethrse,  forms  a  muscular  floor  for  the 
cavity  of  the  pelvis.    To  see  the  muscle,  the  pelvic  fascia  must  be 
reflected  from  its  upper  surface.    It  arises  from  the  posterior 
aspect  of  the  pubes  near  the  symphysis,  from  the  spine  of  the 
ischium,  and,  between  these  bones,  from  the^  tendinous  line  which 
marks  the  division  of  the  pelvic  fascia  into  the  obturator  and 
recto-vesical  layers  (p.  430).     From  this  long  origin  the  fibres 
descend  inwards,  and  are  inserted  thus — the  anterior,  passing 
under  the  prostate,  meet  their  fellow  in  the  middle  line  of  the 
perineum  in  front  of  the  anus  (forming  the  '  so-called '  levator 
prostatge) ;  the  middle  are  inserted  into  the  side  of  the  rectum, 
while  the  posterior  meet  their  fellow  beneath  the  rectum. 

The  levator  ani  is  supplied  by  the  inferior  haemorrhoidal,  the 
two  lower  sacral,  and  the  coccygeal  nerves. 

The  action  of  the  levatores  ani  is  to  retract  the  anus  and  the 
rectum  after  it  has  been  protruded  in  defsecation  by  the  combined 
action  of  the  abdominal  muscles  and  the  diaphragm. 

This  muscle  should  be  regarded  as  a  continu- 
ation  of  the  levator  ani.    It  arises  by  its  apex 
from  the  spine  of  the  ischium,  gradually  spreads  out,  and  is  in- 

*  If  a  clean  vertical  section  were  made,  we  should  see  that  the  two  canals  form 
the  sides  of  a  triangular  space,  of  which  the  apex  is  towards  the  prostate.  This  is 
Bometimes  called  the  recto-\irethral  triangle. 
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serted  into  the  side  of  the  sacrum  and  the  coccyx.  This  muscle 
is  supplied  by  the  two  lower  sacral  and  the  coccygeal  nerves. 

At  this  stage  of  the  dissection,  the  bladder 
should  be  drawn  downwards,  and  the  branches  of 
the  internal  iliac  artery  and  the  sacral  plexus  clearly  displayed. 

Intekkal  From  the  division  of  the  common  iliac  artery, 

Iliac  Aktert  the  internal  iliac  descends  into  the  pelvis,  and, 
AND  Branches.  ^fter  a  course  of  about  an  inch  and  a  half,  divides, 
opposite  the  great  sacro-ischiatic  notch,  into  two  large  branches, 
an  anterior  and  a  posterior  (fig.  98).    The  artery  lies  upon  the 


Fig.  98. 


SAC  LATT 

PLAN  OF  THE  BBANCHES  OF  THE  INTERNAL  ILIAC. 


lumbo-sacral  cord,  the  pyriformis  muscle,  the  external  and 
internal  iliac  veins;  the  ureter,  enclosed  in  the  posterior  false 
ligament  of  the  bladder,  passing  in  front. 

The  posterior  division  gives  off  the  ilio-lumbar,  lateral  sacral, 
and  gluteal  arteries;  the  anterior  gives  off  the  superior  vesical, 
obturator,  inferior  vesical,  middle  hsemorrhoidal,  ischiatic  and 
pudic ;  also  the  uterine  and  vaginal  in  the  female.  Such  is  their 
usual  order;  but  these  branches,  though  constant  as  to  their 
general  distribution j  vary  as  to  their  origin. 

The  branches  of  the  posterior  division  are  — 

a.  The  ilio-lumbar  is  analogous  to  the  lumbar  branches  of  the 
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aorta.  It  ascends  beneath  the  psoas,  sends  branches  to  this 
muscle  and  the  quadratus  luraborum ;  then  running  near  the  crest 
of  the  ilium,  it  supplies  the  iliacns  internus,  and  finally  inoscu- 
lates with  the  deep  circumflexa  ilii  (fig.  98). 

b.  The  lateral  sacral,  usually  two  in  number,  descend  in  front 
of  the  sacral  foramina,  and  inosculate  on  the  coccyx  with  the 
middle  sacral  artery.  They  give  branches  to  the  pyriformis,  the 
bladder,  and  rectum,  and  others  which  enter  the  anterior  sacral 
foramina  for  the  supply  of  the  cauda  equina. 

c.  The  gluteal  is  the  largest  branch.  It  passes  immediately 
out  of  the  pelvis  through  the  great  ischiatic  notch,  above  the  pyri- 

FiG.  99. 


B 

TIETV  OF  THE  DIFFERENT  DIRECTrONS  WHICH  AN  ABNORMAL  OBDURATOR  ARTERY 

MAY  TAKE.    {Seen  from  above.) 


A.  1.  Gitnbernat's  ligament. 

2.  Femoral  ring. 

3.  Abnormal  obturator  artery. 

4.  External  iUac  vein. 
6.  External  iliac  artery. 

6.  Diminutive  obturator  artery  arising 
from  its  normal  source. 


B.  1.  Gimbernftt's  ligament. 

2.  Abnormal  obturator  artery. 

3.  Femoral  ring. 

-  4.  External  iliac  vein. 

5.  External  iliac  artery. 

6.  Diminutive  obturator  artery. 


formis  muscle,  and  then  divides  into  branches  for  the  supply  of 
the  great  muscles  of  the  buttock.  These  will  be  dissected  with 
the  thigh. 

The  anterior  division  gives  off  — 

a.  The  su'perior  vesical  artery  comes  off  from  the  unobliterated 
portion  of  the  hypogastric,  and  supplies  the  upper  part  of  the 
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bladder.  It  gives  off  the  middle  vesical  artery  ;  and  a  still  smaller 
one,  the  deferential,  which  accompanies  the  vas  deferens. 

b.  The  inferior  vesical  artery  ramifies  on  the  under  surface  of 
the  bladder,  the  vesiculge  seminales  and  the  prostate,  and  gives  off' 
the  middle  hcemorrhoidal  which  supplies  the  rectum. 

c.  The  obturator  artery  runs  along  the  side  of  the  pelvis,  below 
the  corresponding  nerve,  to  the  upper  part  of  the  obturator  fora- 
men, through  which  it  passes  to  be  distributed  to.  the  muscles  of 
the  thigh.  In  the  pelvis  it  lies  between  the  peritoneum  and  the 
pelvic  fascia,  and  gives  off  a- small  branch  to  the  iliacus  internus, 
and  another,  the  jsufticj  which  ramifies  on  the  back  of  the  pubes. 

The  obturator  artery  does  not,  in  all  subjects,  take  the  course 
above  stated.  It  may  arise  from  the  external  iliac  near  the  crural 
arch,  or  by  a  short  trunk  in  common  with  the  epigastric*  Under 
these  circumstances,  in  order  to  reach  the  obturator  foramen,  it 
generally  descends  on  the  outer  side  of  the  femoral  ring.  Instances 
however,  occasionally  occur,  where  it  makes  a  sweep  round  the 
inner  side  of  the  ring;  so  that  three-fourths  of  the  ring,  or,  what 
comes  to  the  same  thing,  of  the  neck  of  a  femoral  hernia,  would 
in  such  a  case  be  surrounded  by  a  large  artery. -|- 

d.  The  ischiatic  artery  is  smaller  than  the  gluteal.  It  proceeds 
over  the  pyriformis  and  the  sacral  plexus,  to  the  lower  border  of 
the  great  ischiatic  notch,  through  which  it  passes  out  of  the  pelvis 
to  the  buttock,  where  it  runs  with  the  great  ischiatic  nerve.  It 
gives  off  small  muscular  branches  in  the  pelvis  to  the  pyriformis 
and  coccygeus. 

e.  The  pudic  artery  supplies  the  perineum,  scrotum  and  penis. 
In  the  pelvis  it  usually  lies  abbve  the  ischiatic,  and  rests  upon  the 

*  In  most  subjects  a  small  branch  of  the  obturator  ascends  behind  the  ramus  of 
the  pubes  to  inosculate  with  the  epigastric.  The  A'ariety  in  which  the  obturator  arises 
in  common  with  the  epigastric  is  but  an  unusual  development  of  this  branch.  The 
branch  derives  additional  interest  from  the  fact,  that  after  ligature  of  the  external 
iliac  it  becomes  greatly  enlarged,  and  carries  blood  directly  into  the  epigastric.  See  a 
case  in  'Med.  Chir.  Trans.'  vol.  xx.  1836. 

f  The  Museum  of  St.  Bartholomew's  Hospital  contains  two  examples  of  double 
femoral  hernise  in  the  male,  with  the  obturator  arising  on  each  side  from  the  epigastric. 
In  three  out  of  the  four  ruptures  the  obturator  runs  on  the  inner  side  of  the  mouth  of 
the  sac.    (See  Preparations  55,  69,  Series  ]  7.) 
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pyriformis  and  sacral  plexus,  having  the  rectum  to  its  inner  side. 
It  passes  out  of  the  pelvis  through  the  great  ischiatic  notch,  below 
the  pyriformis,  crosses  the  spine  of  the  ischium,  and  re-enters  the 
pelvis  through  the  lesser  notch.  It  then  ascends  on  the  inner  side 
of  the  obturator  internus  towards  the  pubic  arch,  where  it  gives 
branches  to  the  several  parts  of  the  penis.  In  its  passage  on  the 
inner  side  of  the  obturator  muscle  it  is  enclosed  in  a  strong  tube  of 
fascia  (formed  by  the  obturator  fascia),  and  is  situated  about  one 
inch  and  a  quarter  above  the  tuberosity  of  the  ischium.  The 
branches  of  the  pudic  artery  were  described  in  the  dissection  of  the 
perineum  (p.  425). 

The  pudic  artery,  however,  sometimes  takes  a  very  different 
course.  Instead  of  passing  out  of  the  pelvis,  it  may  run  by  the 
side  of  the  prostate  gland  to  its  destination;  or,  one  of  the  large 
branches  of  the  pudic  may  take  this  unusual  course,  while  the 
pudic  itself  is  regular,  but  proportionably  small.  Anatomists  are 
familiar  with  these  varieties,  and  a  winter  session  rarely  passes 
without  meeting  with  one  or  two  examples  of  them.  It  need 
hardly  be  said  that  lithotomy,  under  such  conditions,  might  be 
followed  by  a  large  haemorrhage. 

/.  The  middle  sacral  artery  is  a  very  diminutive  prolongation 
of  the  aorta  down  to  the  coccyx.  It  becomes  gradually  smaller, 
and  finally  inosculates  with  the  lateral  sacral  arteries.  In 
animals  this  is  the  artery  of  the  tail. 

Respecting  the  veins  in  the  pelvis,  they  correspond  with  the 
arteries,  and  empty  themselves  into ^  the  internal  iliac  vein.  The 
remarkable  plexus  of  veins  about  the  prostate,  neck  of  the  bladder, 
and  rectum,  has  been  described  (p.  432). 

Nerves  of  the        Those   which   proceed  from  the    spinal  cord 
should  be  examined  first,  afterwards  those  de- 
rived from  the  sympathetic  system. 

Saceal  Five  sacral  nerves  proceed  from  the  spinal  cord 

Nerves.  through  the  anterior  sacral  foramina.    The  upper 

four,  from  their  large  size,  at  once  attract  observation ;  but  the 
fifth  is  small :  it  perforates  the  coccygeus  muscle,  supplying  it  and 
the  skin  over  the  coccyx. 
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The  lower  part  of  the  fourth  sacral  nerve  does  not  form  part 
of  the  plexus ;  it  givea  off  branches  to  the  pelvic  organs,  and 
muscular  twigs  to  the  levator  ani,  coccygeus,  and  the  external 
sphincter. 

The  coccygeal  nerve,  not  easily  found,  pierces  the  great  sacro- 
ischiatic  ligament  and  coccygeus;  it  communicates  with  the  fifth 

Fig.  100. 


12.  N.  of  pyrifonnis. 

13.  N.  of  gemellus  superior. 

14.  N.  of  gemellus  inferior. 

15.  N.  of  quadratns  femoris. 

16.  N.  of  gluteus  maximus. 

17.  Long  pudendal  n. 

18.  Cutaneous  n.  of  the  but- 

tock. 

19.  N.  of  the  long  head  of 

the  biceps. 

20.  N.  of  semi-tendinosus. 

21.  N.  of  semi-membrano- 

sus. 

22.  N.  of  short  head  of  the 

biceps. 


1,  2,  3,  4,  5.  Sacral  nn. 

6.  Superior  gluteal  n. 

7.  Great  ischiatic  n. 

8.  Lesser  ischiatic  n. 

9.  Pudic  n. 

10.  N.  of  obturator  internus. 

11,  N.  of  levator  ani. 
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sacral  nerve,  and  supplies  the'  same  parts  ;  namely,  the  coccygeus 
and  the  skin  over  the  coccyx. 

Sacral  The  three  upper  sacral  nerves,  and  part  of  the 

Plexus.  fourth,  with  the   lumbo-sacral   cord,  form  the 

sacral  plexus.  The  great  nerves  of  the  plexus  lie  on  the  pyri- 
formis  muscle,  beneath  the  branches  of  the  internal  iliac  artery, 
and  coalesce  to  form  the  great  ischiatic  nerve,  which  passes  out  at 
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the  back  of  the  pelvis,  for  the  supply  of  the  flexor  muscles  of  the 
inferior  extremity.  The  other  branches  of  the  plexus  are  as 
follows : — 

a.  Muscular  branches  distributed  to  the  levator  ani,  the  coccy- 
geus,  the  external  sphincter  of  the  anus,  the  pyriformis,  gemelli, 
quadratus  femoris,  and  obturator  internus.  The  nerve  to  the  last- 
named  muscle  (sometimes  derived  from  the  pudic)  leaves  the 
pelvis  with  the  pudic  artery,  and  re-enters  with  it  to  reach  the 
muscle.  The  branch  to  the  inferior  gemellus  and  quadratus  fe- 
moris passes  beneath  those  muscles  and  enters  their  anterior 
aspect.    It  also  sends  a  filament  to  the  hip-joint. 

6.  The  superior  gluteal  nerve  proceeds  from  the  lumbo-sacral, 
leaves  the  pelvis  above  the  pyriformis  with  the  gluteal  artery,  and 
supplies  the  gluteus  medius  and  minimus,  and  the  tensor  fasciae 
femoris. 

c.  The  lesser  ischiatic  supplies  the  gluteus  maximus,  the  skin 
of  the  buttock,  the  perineum,  and  the  back  of  the  thigh. 

d.  The  pudic  nerve  runs  with  the  pudic  artery,  and  like  it, 
supplies  the  rectum,  the  muscles  of  the  perineum,  and  the  penis. 

e.  The  branches  for  the  pelvic  viscera  are  very  small.  They 
proceed  chiefly  from  the  third  and  fourth  sacral  nerves,  and  form 
an  intricate  plexus  about  the  bladder,  prostate,  and  rectum. 

Sympathetic  From  the  lumbar  region  the  sympathetic  nerve 
Neeve.  descends  into  the  pelvis,  along  the  inner  side  of 

the  sacral  foramina.  In  this  part  of  its  course  its  ganglia  vary  in 
nvuuber  from  three  to  five.  The  nerves  of  opposite  sides  unite 
in  front  of  the  coccyx,  where  they  form  the  ganglion  impar. 

The  arrangement  of  the  sympathetic  nerves  in  the  pelvis  is 
similar  to  that  in  the  abdomen.  Each  ganglion  receives  one  or 
two  filaments  from  a  spinal  nerve,  and  then  gives  off  its  branches 
to  the  viscera.  The  visceral  branches  are  exceedingly  delicate, 
and  cannot  be  traced  unless  the  parts  have  been  previously 
hardened  in  spirit.  They  accompany  the  arteries  supplying  the 
respective  organs,  and  are  called  the  vesical,  prostatic,  and 
inferior  hoimorrhoidal  plexuses ;  and  in  the  female  the  uterine 
and  vaginal. 
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The  vesical  filaments  of  the  sympathetic  do  not  stop  at  the 
prostate,  but  pass  on  beneath  the  pubic  arch  into  the  corpus  caver- 
nosum  penis.  Thus  the  erectile  tissue  of  the  intromittent  organ  is 
brought  directly  within  the  influence  of  the  sympathetic  system.* 


STEUCTUEE  OF  THE  BLADDEE,  PEOSTATE,  -UEETHEA,  ANL'  PENIS. 

It  is  assumed  that  the  parts  have  been  collectively  taken  out 
of  the  pelvis,  and  that  the  partial  peritoneal  covering  of  the 
bladder  has  been  i-emoved. 

The  bladder,  in  a  fairly  dilated  condition,  measures  about  five 
inches  in  length  and  three  in  breadth. 

Structure  of  The  bladder  is  composed  of  a  partial  peri- 
THE  Bladder.  toneal  coat,  a  muscular,  and  a  mucous ;  between 
the  last  two  there  is  a  layer  of  connective  tissue,  Vv^hich  the  old 
anatomists  called  the  cellular  coat. 

The  serous  or  'peritoneal  coat  invests  the  posterior,  lateral, 
and  superior  surfaces  of  the  bladder ;  it  is  absent  on  the  anterior 
and  inferior  aspect. 

The  muscular  coat  is  situated  beneath  the  serous,  and  consists 
of  unstriped  or  involuntary  muscular  fibres,  which  interlace  with 
each  other  in  all  directions.  Their  general  arrangement  is  as 
follows  : — An  outer,  or  longitudinal,  layer  arises  from  the  upper 
half  of  the  circumference  of  the  prostate  and  the  neck  of  the 
bladder,  and  thence  its  fibres  spread  out  longitudinally  over  the 
summit  of  the  bladder,  pass  round  its  posterior  aspect  and  base,  to 
be  inserted  into  the  prostate  in  the  male,  and  the  vagina  in  the 
female.  This  layer  is  especially  marked  on  the  anterior  and 
posterior  surfaces  of  the  bladder.  Under  this  is  a  thin  layer  of 
circular  fibres,  especially  developed  near  the  neck,  where  they 
form  a  sphincter — sphincter  vesicce.  Towards  the  sides  of  the 
bladder  the  two  sets  of  fibres  have  a  less  definite  arrangement, 
and  form  a  kind  of  network :  these,  therefore,  are  the  weakest 

*  Miiller. 
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Prostate  gland 


Membranous  part  of 
the  urethra  .   .  . 


Ureter. 


Orifice  of  ureter. 


TTrula. 

Caput  gallinaginis. 
Ortfice  of  seminal 
duct, 

-  Oowper's  gland. 

Bulb  of  urethra. 

Crus  penis. 

Orifice  of  the  duct  of 
Cowper's  gland. 


One  of  the  lacunEe. 

Corpus  cavernosum 
penis. 


Glans  penij, 


BLADDER  AND  URETHRA,  LAID  OPEN  BY  AN  INCISION  ALONG  THE  UPPER  SURFACE. 
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parts  of  the  bladder,  and  more  liable  to  the  formation  of  pouches.* 
The  development  and  colour  of  the  muscular  fibres  depend  upon 
how  far  the  subject  has  suffered  from  imtation  of  the  bladder, 
or  any  obstruction  to  the  expulsion  of  the  urine. 

The  mucous  coat  is  everywhere  loosely  connected  to  the 
muscular,  except  at  the  trigone  of  the  bladder,  where  they  adhere 
more  firmly. 

The  bladder  must  be  laid  open  by  an  incision  along  its  front, 
to  examine  its  interior.  In  a  recently  contracted  bladder,  the 
mucous  membrane  is  disposed  in  irregular  folds,  which  disappear 
when  the  bladder  is  distended.  In  a  healthy  state,  it  is  pale  ; 
when  inflamed,  it  becomes  of  a  bright  red.  Under  the  microscope, 
its  surface  is  seen  to  be  studded  with  mucous  follicles.  These 
follicles  secrete  the  thick  ropy  mucus  in  inflammation  of  the 
bladder. 

The  vesical  ^orifice  of  the  urethra  is  situated  at  the  lower  and 
anterior  part  of  the  bladder,  not  at  the  most  dependent  part,  which 
forms  the  pouch  behind  the  orifice,  in  which  urine  is  apt  to  accu- 
mulate in  old  persons.  It  appears  small  and  contracted  in  the  fresh 
bladder,  but  if  the  little  finger  be  introduced  into  it,  it  will  dilate 
considerably.  Immediately  behind  the  orifice  there  is,  in  some 
bladders,  a  slight  elevation,  called  the  uvula.  It  is  composed 
of  a  portion  of  the  mucous  membrane  raised  up  by  an  accumulation 
of  the  submucous  tissue,  but  is  rarely  of  sufficient  size  to  interfere 
with  the  passage  of  the  urine.  This  elevation  must  be  dis- 
tinguished from  enlargement  of  the  third  or  middle  lobe  of  the 
prostate. 

The  orifices  of  the  ureters  are  situated  about  an  inch  and  a 
half  behind  the  urethra,  and  about  two  inches  apart.    These  tubes 

*  These  pouches  arise  in  the  following  manner  :— A  portion  of  mucous  membrane 
is  protruded  through  one  of  the  muscular  interstices,  so  as  to  form  a  little  sac.  This 
is  small  at  first,  but  gradually  increases  in  size,  because,  having  no  muscubir  coat,  it 
has  no  power  of  emptying  itself ;  generally  speaking,  several  such  sacs  are  met  with 
in  the  same  bladder ;  and  they  sometimes  contain  calculi.  If  a  calculus,  originally 
loose  in  the  bladder,  happen  to  become  lodged  in  a  pouch  by  the  side  of  it,  a  sudden 
remission  of  the  symptoms  may  ensue.  This  explains  our  frequent  inability  tu  detect 
its  presence  at  each  examination  with  the  sound. 
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perforate  the  coats  of  the  bladder  obliquely,  and  slant  towards 
each  other,  standing  out  in  relief  under  the  mucous  membrane.* 
A  slight  ridge  proceeds  from  the  orifice  of  each  ureter  to  the  neck 
of  the  bladder,  looking  like  a  continuation  of  the  ureter  itself. 
If  the  mucous  membrane  be  removed  from  these  ridges,  we  find 
that  they  are  produced  by  muscular  fibres.  Sir  Charles  Belief 
who  first  drew  attention  to  them,  believed  them  to  be  of  use  in 
regulating  the  orifices  of  the  ureters,  and  named  them  the  muscles 
of  the  ureters. 

Trigone  of  the  The  ridges,  converging  from  the  ureters,  form 
Bladder.  \V\ih.  a  horizontal  line,  drawn  between  their  orifices, 

a  smooth  triangular  area,  calledj  by  a  French  anatomist,^  the  trigone 
vesicate.  The  mucous  membrane  of  this  area  is  more  firmly 
adherent  to  the  subjacent  tissue  than  in  other  parts  of  the  bladder, 
and  is  therefore  perfectly  smooth.  It  is  more  richly  provided 
with  blood-vessels  and  nerves  than  the  rest  of  the  bladder,  and  is 
endowed  with  more  acute  sensibility.  This  is  why  a  stone  is  more 
painful  when  the  bladder  is  empty ;  and  in  the  erect,  than  in  the 
recumbent  position. 

The  bladder  is  supplied  with  blood  by  the  superior,  middle, 
and  inferior  vesical  arteries.  The  superior  comes  from  the  un- 
obliterated  portion  of  the  umbilical ;  the  middle,  from  the  superior 
vesical  or  the  internal  iliac;  the  inferior, from  the  anterior  division 
of  the  internal  iliac  or  the  pudic. 

The  veins  of  the  bladder  form  large  plexuses  around  its  neck, 
sides,  and  base,  and  empty  themselves  into  the  internal  iliac  veins. 
The  lymphatics  follow  the  course  of  the  veins. 

*  This  slanting  of  the  ureters  serves  all  the  uses  of  a  valve.  The  urine  enters 
the  bladder,  drop  by  drop,  but  cannot  return,  because  the  internal  coat  is  pressed 
against  the  other  side  of  the  orifice,  so  as  to  stop  it.  "When  the  bladder  becomes 
thickened,  in  consequence  of  difficulty  in  passing  the  water,  it  sometimes  happens 
that  the  ureters  lose  their  valvular  direction,  so  that  the  urine,  when  the  bladder 
contracts,  is  partly  forced  back  up  the  ureters  ;  the  result  is,  that  they  become  di- 
lated, and  the  pelvis  of  the  kidney  also. 

t  '  Med.  Cliir.  Trans.'  vol.  iii.  He  says,  '  These  muscles  guard  the  orifices  of  the 
ureters  by  preserving  the  obliquity  of  the  passage,  and  pulling  down  the  extremities  of 
the  ureters  according  to  the  degree  of  the  contraction  of  the  bladder  generally.' 

X  Lieutaud. 
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Its  nerves  are  derived  from  the  hypogastric  and  sacral  plexuses  ; 
the  former  is  chiefly  distributed  to  the  top,  the  latter  to  the  neck 
and  the  bottom  of  the  bladder. 

^  ^  Having  already  examined  the  form,  size,  and 

relations  of  the  prostate  (p.  438),  we  have  now 
to  make  out  its  lobes.  There  are  two  lateral  lobes,  and  a  third 
or  middle  lobe.*  The  middle  one  is  pyriform  in  shape,  unites  the 
lateral  lobes,  and  is  situated  between  them  and  the  urethra.  In 
health,  it  does  not  appear  like  a  separate  lobe  ;  but  when  abnor- 
mally enlarged,  it  projects  toward  the  cavity  of  the  bladder,  and 
acts  like  a  bar  at  the  mouth  of  the  urethra. 

Make  a  longitudinal  incision  through  the  upper  surface  of  the 
prostate  to  expose  the  urethra.  This  canal  runs  rather  nearer  to 
its  upper  than  its  lower  surface,  and  is  not  of  the  same  calibre 
throughout.f  It  forms  a  sinus  in  the  interior  of  the  prostate, 
described  by  anatomists  as  the  sinus  of  the  prostate.  Along  the 
floor  of  the  sinus  is  a  longitudinal  ridge,  about  three-quarters  of 
an  inch  in  length,  broad  and  elevated  behind,  but  gradually 
fading  in  front.  This  is  called  the  crest  of  the  urethra,  and  the 
most  prominent  part  of  it  is  named  the  veru  montanum,  or  caput 
gallinaginis,  from  its  supposed  resemblance  to  the  head  of  a  wood- 
cock. On  each  side  of  this  prominence  the  seminal  ducts  open, 
(p.  447). 

Immediately  in  front  of  the  caput  gallinaginis,  in  the  middle 
line,  is  a  small  opening  which  will  admit  a  probe.  It  leads  back- 
wards into  a  little  cul-de-sac  or  pouch  in  the  substance  of  the 
prostate.  This  pouch  is  described  as  the  analogue  of  the  uterus, 
and  called  the  utriculus  or  sinus  pocularis.    It  is  of  a  pyriform 

*  Attention  -was  first  attracted  to  this  middle  lobe,  in  England,  by  Sir  Everard 
Home,  whose  account  of  it  is  published  in  the  'Philos.  Trans.'  for  1806.  The  pre- 
paration prepared  by  Sir  Everard  in  illustration  is  preserved  in  the  Museum  of  the 
Royal  College  of  Surgeons  in  London,  Physiol.  Series,  No.  2583  A.  But  the  anatomy 
and  effect  of  the  enlargement  of  this  part  of  the  prostate  gland  is  not  a  discovery  of 
modern  times.  It  was  accurately  described  by  Santorini  in  1739,  and  subsequently 
by  Camper,  and  is  alluded  to  by  Morgagni  in  the  third  book  of  his  Epistles. 

t  This  part  of  the  xirethra  is  about  an  inch  and  a  quarter  long,  and  about  four 
lines  in  diameter. 
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shape,  nmning  backwards  and  upwards,  with  the  narrowest  part  at 
the  orifice,  and  its  length  is  about  five  or  six  lines.  It  ascends 
between  the  lateral  lobes  of  the  prostate,  and  beneath  the  middle  ; 
its  coats  are  comparatively  thick  with  some  muscular  tissue 
enclosed  in  them,  and  it  is  lined  with  squamous  epithelium. 
Practically  it  deserves  attention,  because  in  some  persons  it  is 
large  enough  to  catch  the  end  of  a  small  catheter.  The  minute 
orifices  of  the  proper  ducts  of  the  prostate,  from  fifteen  to  twenty 
in  number,  are  seen  opening  into  the  floor  of  the  prostatic  sinus.* 
The  substance  of  the  gland  is  permeated  by  the  divisions  and  sub- 
divisions of  the  ducts.  They  are  not  visible  to  the  naked  eye,  but 
if  traced  out  with  the  microscope,  they  are  seen  to  terminate  in 
blind  sacculated  extremities,  upon  which  the  capillaries  ramify  in 
rich  profusion.! 

The  prostate  is  composed  of  muscular  as  well  as  glandular 
tissue.  Nearly  two-thirds  of  it  is  made  up  of  plain  muscular 
fibres,  arranged  in  a  circular  manner  round  the  urethra,  at  its 
vesical  orifice,  so  as  to  form  in  conjunction  with  the  vesical 
muscular  tissue,  a  sphincter.  The  anterior  part  of  the  prostate 
is  chiefly  muscular,  its  fibres  being  continuous  with  those  of  the 
membranous  part  of  the  urethra.  The  prostate  is  remarkable  for 
its  dilatability.  If  a  small  incision  be  made  through  the  anterior 
part  of  the  gland,  the  base  being  left  entire,  the  gland  may  be 
dilated  by  the  finger  sufficiently  to  allow  the  extraction  of  even 
large  calculi. 

Any  change  in  the  dimensions  of  the  prostate  affects  the  canal 
which  runs  through  it,  and  more  or  less  obstructs  the  flow  of  urine. 
If  the  entire  gland  be  uniformly  enlarged,  the  length  of  the  pro- 

*  In  the  ducts  of  the  prostate  we  often  find  small  calculi,  of  a  hrown  colour,  con- 
sisting of  phosphate  of  lime.  Cases  are  sometimes  met  with  in  which  these  calculi 
by  degrees  attain  a  considerable  size,  and  distend  the  prostate  into  a  sac,  which 
when  examined  by  the  rectum  feels  not  unlike  a  bag  of  marbles. 

t  This  was  fi.rst  demonstrated  by  the  late  Mr.  Quekett.  The  same  anatomist 
has  also  discovered  that  the  secreting  cells  of  the  gland  contain  calculi  of  microscopic 
minuteness.  He  finds  them,  almost  without  exception,  in  the  prostate  at  every  period 
of  life.  For  further  detail  concerning  them  consult  the  article  '  Prostate  '  in  Todd's 
'  Cyclopsedia.' 
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static  urethra  is  increased ;  if  the  enlargement  preponderate  at 
one  part  more  than  another,  then  the  canal  will  deviate  more  or 
less  from  its  natural  track  and  assume  a  more  angular  or  a  lateral 
curve  according  to  the  part  enlarged.  When  the  middle  lobe 
becomes  enlarged,  there  arises,  at  the  neck  of  the  bladder,  a 
growth  which  will,  in  proportion  to  its  size,  more  or  less  obstruct 
the  passage  of  the  urine.  In  the  efforts  made  to  introduce  a 
catheter  into  the  bladder,  it  sometimes  happens  that  the  end  of 
the  instrument  is  pushed  through  this  hypertrophied  lobe.* 
-VBsicrx^  The  external  appearance  of  these  bodies  has 

Seminaxes.  been  already  described  (p.  437).   Eespecting  their 

structure,  we  find  that  they  have  an  external  coat  derived  from 
the  recto-vesical  fascia ;  a  middle  or  fibrous,  strong  and  somewhat 
elastic,  and  an  internal  or  mucous.  The  mucous  membrane  is 
lined  by  a  scaly  epithelium,  and  presents  a  honey-combed  structure, 
not  unlike  that  of  the  gall-bladder.  Unstriped  muscular  fibres 
exist  in  the  fibrous  investment  of  the  vesiculse  seminales,  for 
the  purpose  of  expelling  their  contents,  and  are  arranged  partly 
transversely,  on  their  posterior  part,  and  partly  longitudinally,  in 
connection  with  the  vesical  muscular  fibres.  The  duct  emerges 
from  the  anterior  part  of  the  vesicula,  and  joins  at  an  acute. angle 
the  vas  deferens  behind  the  prostate,  to  form  the  common  ejacula- 
tory  duct  (p.  435).  The  function  of  these  bodies  is  twofold:  they 
act  as  reservoirs  for  .the  semen,  and  secrete  a  fluid  accessory  to 
generation. 

Cowper's  The  glands  of  Cowper  have  been  examined  in 

Glands.  giffi^  in  the  dissection  of  the  perineum  (p.  425). 

They  are  placed  close  to  the  urethra,  one  on  either  side,  imme- 
diately behind  the  bulb  and  between  the  two  layers  of  the  trian- 
gular ligament.  They  consist  of  a  number  of  lobules  united 
by  firm  connective  tissue,  and  their  collective  size  is  somewhat 
larger  than  a  pea.  Each  pours  its  secretion  by  a  minute  duct 
about  an  inch  long  into  the  bulbous  part  of  the  urethra.  The 
use  of  these  glands  is  analogous  to  that  of  the  vesiculae  seminales 
and  the  prostate :  namely,  to  pour  into  the  urethra  a  fluid  acces- 
*  See  the  Museum  of  St.  Bartholomew's  Hospital,  Prep.  8  and  21,  Series  xxix. 
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sory  in  some  way  to  generation.  They  are  found  in  all  mam- 
malia, and  in  some — e.g.  the  mole — they  in<}rease  in  size 
periodically  with  the  testicle. 

The  urethra  is  the  canal  which  extends  from 
Urethra.  ^^^^  bladder  to  the  end  of  the  penis,  and  serves 

not  only  as  the  outlet  for  the  urine,  but  to  transmit  the  secretion 
of  the  testicles  and  the  several  glands  accessory  to  generation. 
It  is  surroimded  by  diiferent  structures  in  different  parts  of  its 
course.  The  first  inch,  or  thereabouts,  is  surrounded  by  the 
prostate  glaad  (p.  433) ;  the  second  inch,  which  passes  under  the 
pubic  arch,  is  sm-rounded  by  the  compressor  urethrse  (p.  433) ; 
the  remainder  of  its  course  along  the  penis  is  surrounded  by 
erectile  tissue,  termed  corpus  spongiosum.  Hence  it  is  divided 
into  the  jprostaticy  the  membranous,  and  the  spongy  parts.  The 
length  of  the  whole  is  about  seven  or  eight  inches,  but  this  varies 
according  to  the  condition  of  the  penis. 

The  direction  of  the  urethra,  when  the  penis  hangs  flaccid,  is 
like  the  letter  S  reversed ;  but  if  the  penis  be  held  straight,  the 
canal  forms  only  one  curve  through  the  pubic  arch,  with  the  con- 
cavity upwards.  The  degree  of  this  curvature  varies  at  different 
periods  of  life.  In  the  child,  the  bladder  being  more  an  abdominal 
than  a  pelvic  viscus,  the  curve  forms  part  of  a  much  smaller 
circle  than  in  the  adult ;  but  it  gradually  widens  as  age  increases, 
and  catheters  are  shaped  accordingly.*  However,  the  parts,  when 
in  a  sound  state,  will  yield  sufficiently  to  admit  the  introduction 
of  a  straight  instrument  into  the  bladder.  A  straight  staff  is 
sometimes  used  in  lithotomy. 

In  its  contracted  state,  the  sides  of  the  urethra  are  in  close 
apposition;  the  appearance  it  presents  on  a  transverse  section 
differs  in  the  different  parts  of  its  course.  Through  the  glans  it 
is  flattened  vertically;  through  the  prostate  it  is  crescentic,  with 
the  convexity  upwards,  owing  to  the  veru  montanum.  But 

*  The  sharper  curve  of  the  urethra  in  the  child  was  -well  Icno-wn  to  Camper.  '  In 
recenter  natis,  vesica  basi  sua  elatius  sita,  pedetentim  descendit,  unde  necessario  se- 

quitur  curvaturam  urethrse  majorem  esse  in  junioribus  quam  in  adultis.'  '  Demon. 

Anat.  Pathol.'  lib.  ii.  p.  13. 
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throughout  the  rest  of  its  course  the  canal  exhibits  on  section  the 
appearance  of  a  transverse  slit  (fig.  102). 

The  urethra  must  be  laid  open  from  end  to  end,  to  see  that  the 
canal  is  not  of  uniform  calibre  throughout.  The  external  orifice 
is  the  narrowest,  and  the  least  dilatable  part ;  so  that  the  urine 
may  be  expelled  in  a  jet.  Therefore,  any  instrument  which  will 
enter  the  meatus  ought  to  pass  into  the  bladder,  if  there  be  no 
stricture.  The  junction  of  the  membranous  with  the  bulbous  part 
is  almost  as  narrow. 

The  prostatic  and  the  membranous  parts  have  been  de-  * 
scribed  (p.  438). 

The  spongy  part  of  the  m-ethra,  so  termed  because  it  is  sur- 
rounded by  the  erectile  tissue  of  the  corpus  spongiosum,  is  about 
six  inches  long.    That  part  of  it  running  through  the  bulb  is 


Fig.  102. 


A  B  C 

TEANSTEBSB  SECTIONS  OF  THE  TJEETHEA. 

A.  Through  the  prostate.  b.  Through  the  corpus  spougiosum. 

C.  Through  the  glans  penis. 

called  the  bulbous  portion,  and  is  the  most  dilatable  part  of  the 
canal  except  the  prostatic.  In  the  centre  of  the  glans  penis  the 
canal  widens  into  a  sinus,  termed  fossa  navicularis. 

The  most  dilatable  part  of  the  urethra  is  the  prostatic.  Even 
the  narrowest  parts  of  the  canal  must  admit  of  considerable  dila- 
tation, since  calculi  of  from  three  to  four  lines  in  diameter  can 
pass  through  it. 

The  common  ejaculatory  ducts  open  into  the  prostatic  part  of 
the  urethra,  by  the  side  of  the  veru  montanum.  The  ducts  of 
Cowper's  glands  open  into  the  bulbous  part.  Besides  these  glands, 
a  number  of  ducts  open  into  the  urethra,  proceeding  from  small 
glands  situated  in  the  submucous  tissue.  These  ducts,  called 
lacunce,  are  large  enough  to  admit  a  bristle,  and  run  in  the  same 
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direction  as  the  stream  of  the  urine.  Most  of  them  are  on  the 
lower  surface  of  the  urethra  ;  but  one,  called  lacuna  magna,  is  on 
the  upper  surface,  about  one  inch  and  a  half  down  the  canal. 

Beneath  the  mucous  membrane  of  the  urethra  is  a  layer  of 
areolar  tissue,  the  submucous  tissue,  external  to  which  is  a  layer 
of  vascular  tissue  of  variable  thickness ;  outside  this  is  a  layer  of 
unstriped  muscular  fibres.  It  has  been  demonstrated  that  the 
m-ethra  is  surrounded  throughout  its  whole  course  by  muscular 
fibres  of  the  involuntary  kind.  Therefore,  the  whole  of  the  canal 
having  a  muscular  coat  similar  to  an  intestine,  any  part  of  it  is 
liable  to  spasmodic  contraction. 

The  urethra  is  lined  by  columnar  stratified  epithelium,  except 
near  the  glans,  where  there  are  papillae,  covered  with  squamous 
epithelium  ;  this,  therefore,  is  the  most  sensitive  part. 

Lastly,  the  urethra  is  provided  with  a  closely-set  network  of 
lymphatic  vessels,  which  has  been  demonstrated  by  quicksilver 
injections,*  TJiey  run  from  behind,  forwards,  and  join  the  lym- 
phatics of  the  glans  penis.  Eventually,  their  contents  are  trans- 
mitted down  the  great  trunks  on  the  dorsum  penis  to  the  inguinal 
glands.    This  explains  the  pathology  of  a  bubo. 

The  skin  of  the  penis  is  remarkably  thin  and 

The  Penis. 

extensible,  and  connected  to  the  body  of  the  organ 
by  loose  areolar  tissue,  destitute  of  fat.  At  the  extremity  the 
skin  forms  the  prepuce,  or  foreskin,  for  the  protection  of  the 
glans ;  f  and  the  thin  fold  which  passes  from  the  under  surface  of 
the  glans  to  the  prepuce  is  called  frcenum  preputii.    The  skin, 

*  Panizza,  '  Osservazioni  antropo-zootom.'  &c ,  Pavia,  1830.  This  anatomist  has 
also  displaj'ed  by  injections  an  extremely  fine  network  of  lymphatics  which  cover 
the  glans  penis.  The  interstices  of  this  network  are  smaller  than  the  diameter  of  the 
tubes. 

f  When  the  foreskin  is,  from  birth,  so  tight  that  the  glans  cannot  be  uncovered, 
such  a  state  is  called  a  congenital  phimosis.  This  condition  occasions  no  inconveni- 
ence in  childhood,  but  is  apt,  after  puberty,  to  become  troublesome  and  painful,  so 
that  it  may  become  necessary  to  slit  up  the  prepuce  and  set  the  glans  at  liberty.  In 
persons  who  have  a  tight  foreskin,  it  sometimes  happens  that,  when  the  glans  has 
been  uncovered,  the  prepuce  cannot  be  again  drawn  over  it :  this  is  called  a  para- 
phimosis. The  neck  of  the  glans  becomes  tightly  girt ;  great  distension  and  in- 
flammation are  the  consequences  unless  the  foreskin  be  reduced. 
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altered  in  character,  is  reflected  over  the  glans,  to  which  it  is 
intimately  adherent,  and  at  the  orifice  of  the  urethra  is  continuous 
with  the  mucous  membrane. 

The  surface  of  the  gians  is  covered  with  minute  vascular 
papillae,  endowed  with  keen  sensibility  by  the  dorsal  nerves  of 
the  penis.  Eound  its  margin — termed  the  corona  glandis — are 
a  number  of  minute  sebaceous  glands,  which  secrete  a  substance 
called  smegma  preputii. 

The  bulk  of  the  penis  consists  of  two  cylindrical  bodies,  of 
erectile  structure,  named  from  the  appearance  of  their  interior 
corpora  cavernosa.  In  a  groove  along  their  under  surface  is 
lodged  a  third  cylindrical  body,  the  corpus  spongiosum,  composed 
of  vascular  spongy  tissue,  through  which  runs  the  urethra  ;  an  ex- 
pansion of  this  at  the  end  of  the  organ  forms  the  glans.  These 
structures,  then — the  corpora  cavernosa  and  the  corpus  spongiosum 
— together  form  the  penis  ;  though  the  corpus  spongiosum  appears 
closely  united  to  the  corpora  cavernosa,  yet  it  is  quite  distinct 
from  them,  as  shown  in  the  transverse  section  (fig.  lOS). 

The  upper  part  of  the  penis  is  connected  to  the  symphysis 
pubis  by  an  elastic  triangular  ligament,  called  Ugamentum  sus- 
pensorium  penis. 

Corpora  The  corpora  cavernosa  constitute  more  than 

Catebnosa.  two-thirds  of  the  bulk  of  the  penis.    Each  com- 

mences posteriorly  by  a  gradually  tapering  portion,  called  the  cms 
penis,  which  is  attached  along  a  groove  in  the  rami  of  the  ischium 
and  pubes,  where  it  is  embraced  by  the  erector  penis  (p.  420). 
The  two  crura  converge,  come  into  apposition  at  the  root  of  the 
penis,  and  then  run  together  side  by  side  to  form  the  body  of  the 
organ.  Anteriorly,  each  terminates  in  a  rounded  extremity,  received 
into  a  corresponding  depression  in  the  glans,  to  which  it  is  con- 
nected by  fibrous  tissue. 

A  section  through  the  corpus  cavernosum  shows  that  its  inte- 
rior is  composed  of  a  delicate  reticulai*  structm-e,  surrounded  by 
a  white  fibrous  and  elastic  coat,  from  half  a  line  to  a  line  in 
thickness. 

The  septum  pectiniforme  is  a  median  vertical  partition 
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between  the  two  corpora  cavernosa ;  it  is  only  complete  near  the 
root  of  the  penis  ;  along  the  rest  of  the  organ  there  are  vertical  slits 
in  it,  giving  it  the  appearance  of  a  comb :  hence  its  name.  Through 
the  intervals  in  this  partition  the  blood-vessels  of  the  two  corpora 
cavernosa  communicate  freely  with  each  other. 

From  the  interior  of  the  fibrous  coat  a  number  of  delicate 
septa,  trabeculce,  pass  inwards  into  the  corpus  cavernosum,  inter- 
secting each  other  in  all  directions,  and  forming  a  multitude  of 
small  spaces.  The  trabeculse  consist  of  fibrous  lamellae,  with 
elastic  and  some  non-striated  muscular  tissue.  The  spaces  com- 
municate freely  with  each  other,  as  may  be  readily  ascertained  by 
blowing  air  into  the  penis  ;  they  are  smaller  and  their  component 
septa  thicker  at  the  circumference  than  in  the  centre  of  the  corpora 


Fig.  103. 
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1.  Corpus  cavemosum. 

2.  Corpus  spongiosum  uretbrse. 

3.  Vena  dorsalis. 


4, 4.  Dorsal  arteries. 
5,  5.  Dorsal  nerves. 
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cavernosa,  at  the  root  than  towards  the  glans.  Each  corpus 
cavernosum  thus  consists  of  innumerable  spaces  mainly  occupied 
by  dilated  venous  sinuses,  from  which  the  blood  is  conveyed  by 
the  dorsal  vein,  the  prostatic  plexus,  and  the  pudendal  veins. 
When  the  penis  is  flaccid,  these  spaces  are  empty  ;  when  it  is 
erect,  they  are  distended  with  blood. 

The  arteries  of  the  corpora  cavernosa  come  from  the  branches 
of  the  pudic  (p.  427),  which  enter  the  inner  side  of  each  crus, 
and  proceed  forwards  near  the  septum,  distributing  numerous 
ramifications.  These  are  supported  in  the  middle  of  the  fibrous 
septa,  and  end,  some  in  capillaries  which  convey  their  blood 
at  once  into  the  inter-trabecular  spaces,  others  in  tendril-like 
prolongations  with  dilated  extremities  which  project  into  the 
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cavities  of  the  veins.  These  arteries,  called  helicine,  are  ab- 
sent near  the  glans,  and  are  best  marked  at  the  root  of  the 
penis. 

The  blood  fi-om  the  inter-trabecular  spaces  of  the  penis  returns 
partly  through  veins  which  pass  out  on  the  upper  surface  of  the 
penis  into  the  dorsal  vein  (which  joins  the  prostatic  plexus), 
partly  through  the  deep  veins  which  leave  the  inner  side  of  each 
crus,  and  the  bulb,  to  join  the  internal  iliac. 

Corpus  The  corpus  spongiosum  is  the  erectile  tissue 

Spongiosum.  which  surrounds  the  urethra  as  it  runs  along  the 

penis.  It  commences  in  the  middle  of  the  perineum,  anterior  to 
the  triangular  ligament,  in  a  bulb-like  form — the  bulb — and  at 
the  end  of  the  penis  it  expands  to  form  the  glans.  It  receives 
posteriorly  an  expansion  from  the  triangular  ligament,  and  pre- 
sents a  median  groove,  marking  its  development  from  two  lateral 
halves.  The  urethra  does  not  pass  through  the  middle  of  the 
spongy  body,  but  runs  nearer  to  its  upper  surface.  The  bulb 
hangs  more  or  less  pendulous  from  the  urethra,  and  is  surrounded 
by  the  accelerator  urinse  muscle  (p.  420).  In  old  persons  it  ex- 
tends lower  down  than  in  children,  and  is,  consequently,  more 
exposed  to  injury  in  lithotomy. 

The  corpus  spongiosum  has  a  much  thinner  external  coat  than 
the  corpus  cavernosum,  but  resembles  it  very  much  in  its  internal 
appearance.  The  reticular  structure,  however,  is  somewhat  finer. 
Its  interior  is  composed  of  a  plexus  of  minute  tortuous  veins. 
This  is  easily  demonstrated  by  injecting  the  dorsal  vein  of  the 
penis  with  wax.  In  this  way  we  not  only  fill  the  spongy  body, 
but  also  the  glans  and  the  large  veins  which  form  the  plexus 
round  the  corona  glandis.* 

The  chief  nerves  of  the  penis  are  the  pudic,  and  its  superficial 
perineal  branch.  The  largest  branches  run  along  the  dorsum  to 
the  surface  of  the  glans :  a  few  only  enter  the  erectile  tissue  of  the 
organ.    This,  it  has  already  been  mentioned  (p.  446),  is  supplied 

*  In  the  Museum  of  the  Royal  College  of  Surgeons  there  is  a  preparation  in  which 
the  glans  penis  is  injected  with  quicksilver,  clearly  showing  it  to  consist  of  a  plexus 
of  veins.— Physiol.  Series,  No.  2588  A. 
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by  filaments  of  the  sympathetic  nerve  proceeding  from  the  hypo- 
gastric plexus.* 

The  lymphatics  proceeding  from  the  glans  and  the  integument 
of  the  penis  join  the  inguinal  glands.  The  lymphatics  of  the 
gians  communicate  freely  all  round  it :  this  explains  why  a 
venereal  sore  on  one  side  sometimes  affects  the  inguinal  glands 
on  the  other.  The  deep  lymphatics  from  the  corpora  cavernosa 
and  the  corpus  spongiosum  join  the  lymphatics  of  the  pelvis. 
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The  pudenda  in  the  female  consist  of  folds  of  the  integument, 
called  the  labia.    Between  these  is  a  longitudinal  fissure  which 
leads  to  the  orifices  of  the  urinary  and  genital  canals. 
Lab  a  Ma  o  a        "^^^  pubic  region  is  generally  surmounted  by  an 

accumulation  of  fat,  called  mons  Veneris,  which 
is  covered  with  hair.  From  this,  two  thick  folds  of  skin  descend, 
one  on  either  side,  constituting  the  labia  majora,  and  gradually 
diminish  in  thickness  towards  the  perineum.  Their  junction, 
about  one  inch  above  the  anus,  is  called  the  posterior  commissure, 
or  frcenulum  lab  iorum  :  it  is  generally  torn  in  the  first  labour. 
The  inner  layer  of  the  skin  of  the  labium  is  thinner,  softer,  and 
more  like  mucous  membrane  than  the  outer :  for  this  reason, 
whenever  pus  forms  in  the  labium,  the  abscess  bursts  on  the 
inner  side.  Where  the  labia  are  in  contact,  they  are  provided 
with  small  sebaceous  glands,  of  which  the  minute  ducts  are  observ- 
able on  the  surface. 
^  In  form  and  structure  the  clitoris  resembles  the 

penis  on  a  diminutive  scale,  being  about  an  inch 
and  a  half  long.  It  has,  however,  no  corpus  spongiosum,  or 
urethra.  Like  the  penis,  it  is  attached  to  the  sides  of  the  pubic 
arch  by  two  crura  (fig.  104,  p.  461),  each  of  which  is  grasped  by 
its  special  erector  clitoridis.    The  crura  are  continued  forward 


♦  Krause  has  described  end-bulbs  on  the  nerves,  and  Pacinian  corpuscles  have 
likewise  been  discovered  on  the  nerves  of  the  glans. 
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like  the  corpora  cavernosa  of  the  male,  and  unite  to  form  the  body 
of  the  organ,  which  is  surmounted  by  a  small  glans.  The  glans  is 
provided  with  extremely  sensitive  papillae,  and  covered  by  a  little 
prepuce.  Its  dorsal  arteries  and  nerves  are  large  in  proportion  to 
its  size,  and  have  precisely  the  same  course  and  distribution  as  in 
the  penis.  Its  internal  structure  consists  of  a  plexus  of  blood- 
vessels, which  freely  communicate  with  those  of  the  labia  minora ; 
for  one  cannot  be  injected  without  the  other. 
Labia  Minora  separating  the  external  labia,  two  small  and 

thin  folds  of  integument  are  exposed,  one  on 
either  side,  termed  labia  minora.  These  folds  converge  a,n- 
teriorly,  and  form  a  covering  for  the  clitoris,  called  preputium 
clitoridis  ;  posteriorly  they  are  gradually  lost  on  the  inside  of  the 
labia  majora.  They,  unlike  the  labia  majora,  do  not  contain  fat, 
but  are  composed  of  minute  veins.  Between  the  nymphse  and 
about  the  clitoris  are  a  number  of  sebaceous  glands. 

Between  the  labia  minora,  and  below  the  clitoris,  is  an  angular 
depression  called  the  vestibule,  at  the  back  of  which  is  the  meatus 
urinarius.  Immediately  below  this  is  the  vagina,  of  which  the 
orifice  is  partially  closed  in  the  virgin  by  a  thin  fold  of  mucous 
membrane  called  the  hymen. 

A  smooth  channel  called  the  vestibule,  three- 
quarters  of  an  inch  in  length,  leads  from  the 
clitoris  down  to  the  orifice  of  the  urethra.  This  orifice,  meatus 
urinarius,  is  not  a  perpendicular  fissure  like  that  of  the  penis, 
but  rounded  and  puckered,  and  during  life  has  a  peculiar 
dimple-like  feel,  which  assists  us  in  finding  it  when  we  pass  a 
catheter.  You  should  practise  the  introduction  of  the  catheter  in 
the  dead  subject,  for  the  operation  is  not  so  easy  as  might  at  first 
be  imagined,  provided  the  parts  are  not  exposed.  The  point  of 
the  forefinger  of  the  left  hand  should  be  placed  at  the  entrance  of 
the  vagina,  and  the  meatus  felt  for ;  when  the  catheter,  guided  by 
the  finger,  slips,  after  a  little  manoeuvring,  into  the  urethra.  The 
canal  is  about  one  inch  and  a  half  in  length,  and  run?  along  the 
upper  wall  of  the  vagina  (p.  464).  The  two  canals  are  in  such 
close  apposition  that  you  can  feel  the  urethra  embedded  in  the 
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vagina  like  a  thick  cord.  The  urethra  is  slightly  curved  with  the 
concavity  upwards  ;  but  for  all  practical  purposes  it  may  be  con- 
sidered straight.  Its  direction,  however,  is  not  horizontal.  In 
the  unimpregnated  state  it  runs  nearly  in  the  direction  of  the 
axis  of  the  outlet  of  the  pelvis  ;  so  that  a  probe  pushed  on  in  the 
course  of  the  urethra  would  strike  against-the  promontory  of  the 
sacrum.  But,  after  impregnation,  when  the  uterus  begins  to  rise 
out  of  the  pelvis,  the  bladder  is  more  or  less  raised  also  in  con- 
sequence of  their  mutual  connection  ;  therefore  the  urethra,  in 
the  latter  months  of  utero-gestation,  acquires  a  much  more  per- 
pendicular course. 

The  female  urethra  is  provided  with  a  compressor  muscle, 
similar,  in  origin  and  arrangement,  to  that  which  surrounds  the 


Fig.  104. 


1.  Meatus  urinarius. 

2.  Vagina. 


3.  Bulb  of  vagina. 

4.  Clitoris  with  its  two  crura. 


BULB  OF  THE  VAGINA.* 


membranous  part  of  the  urethra  in  the  male.  It  also  passes 
through  the  triangular  ligament  (fig.  105,  p.  464).  The  prostate 
gland  is  wanting,  but  there  are  minute  glands  scattered  around 
the  neck  of  the  bladder.  In  consequence  of  the  wider  span  of  the 
pubic  arch,  and  the  more  yielding  nature  of  the  surrounding 
structures,  the  female  urethra  is  much  more  dilatable  than  the 
male.  By  means  of  a  sponge  tent,  it  may  be  safely  dilated  to 
admit  the  easy  passage  of  the  fore-finger  into  the  bladder.  Ad- 
vantage is  taken  of  this  great  dilatability  in  the  extraction  of 
calculi  from  the  bladder. 

The  mucous  coat  of  the  urethra  is  arranged  in  longitudinal 
folds,  and  is  lined  by  squamous  epithelium,  which  changes  to  the 
spheroidal  variety  near  the  bladder.    Next  to  the  mucous  coat  is 

,  *  Taken  from  an  injected  preparation  in  the  Mus6e  Orfila,  at  Paris. 
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a  layer  of  elastic  and  non  striped  muscular  fibres  intermixed. 
Externally  there  is  a  plexus  of  veins  bearing  a  strong  resemblance 
to  erectile  tissue. 
^  The  vagina  is  the  canal  which  leads  to  the 

uterus;  at  present,  only  the  orifice  of  it  can  be 
seen.  It  is  surrounded.by  a  sphincter  muscle,  easily  displayed  by 
removing  the  integument.  The  muscle  is  about  three-fourths  of 
an  inch  broad,  and  connected  with  the  cutaneous  sphincter  of  the 
anus  in  such  a  manner  that  they  together  form  something  like  the 
figure  8. 

On  each  side  of  the  orifice  of  the  vagina,  between  the  mucous 
membrane  and  the  sphincter,  is  a  plexus  of  tortuous  veins,  termed 
the  bulb  of  the  vagina,  from  its  analogy  to  the  bulb  of  the  urethra 
in  the  male.  This  vaginal  bulb  is  about  an  inch  long  and  extends 
across  the  middle  line  between  the  meatus  urinarius  and  the 
clitoris,  as  shown  in  fig.  1 04. 
^  The  hymen  is  a  thin  fold  of  mucous  membrane 

which,  in  the  virgin,  extends  across  the  lower 
part  of  the  entrance  of  the  vagina,  about  half  an  inch  behind  the 
fourchette.  In  most  instances  its  form  is  crescent-shaped,  with 
the  concavity  upwards.  There  are  several  varieties  of  hymen: 
sometimes  there  are  two  folds,  one  on  either  side,  so  as  to  make 
the  entrance  of  the  vagina  a  mere  vertical  fissure;*  or  there  may 
be  a  septum  perforated  by  several  openings,  hymen  cribriformis, 
or  by  one  only,  hymen  circularis.  Again,  there  may  be  no  open- 
ing at  all  in  it,  and  then  it  is  called  hymen  imperforatus.  Under 
this  last  condition  no  inconvenience  arises  till  puberty.  The 
menstrual  discharge  must  then  necessarily  accumulate  in  the 
vagina:  indeed,  the  uterus  itself  may  become  distended  by  it  to 
such  an  extent  as  even  to  simulate  pregnancy.f 

When  the  hymen  is  ruptured,  it  shrivels  into  a  few  irregular 
eminences,  called  carunculm  myrtiformes. 

The  presence  of  the  hymen  is  not  necessarily  a  proof  of  vir- 
ginity, nor  does  its  absence  imply  the  loss  of  it.    Cases  are  re- 

*  Such  a  one  may  be  seen  in  the  Museum  of  the  College,  Phys.  Series,  No.  2843. 
I  See  Burns'  Midwifery. 
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lated  by  writers  on  midwifery  in  which  a  division  of  the  hymen 
was  requisite  to  facilitate  parturition.  In  Meckel's  Museum,  at 
Halle,  are  preserved  the  external  organs  of  a  female  in  whom  the 
hymen  is  perfect  even  after  the  birth  of  a  seven-months'  child. 

Bartholin's  Between  the  orifice  of  the  vagina  and  the  erector 

OR  Duvernet's  clitoridis  is  embedded  in  the  loose  tissue  on  either 
Glanbs.  gi(jQ  a  small  gland,*  which  corresponds  to  Cow- 

per's  gland  in  the  male.  Each  is  about  half  an  inch  in  length. 
Its  long  slender  duct  runs  forwards  and  opens  on  the  inner  side 
of  the  nympha.  In  cases  of  virulent  gonorrhoea  these  glands 
are  apt  to  become  diseased,  and  give  rise  to  the  formation  of  an 
abscess  in  the  labium,  very  difficult  to  heal. 

The  description  of  the  perineal  branches  of  the  pudic  vessels 
and  nerves,  given  in  the  dissection  of  the  male  perineum,  applies, 
mutatis  mutandis,  to  the  female,  excepting  that  they  are  propor- 
tionably  small,  and  that  the  artery  which  supplies  the  bulb  of  the 
urethra  in  the  male  is  distributed  to  the  bulb  of  the  vagina  in  the 
female. 

DISSECTION  OF  THE  FEMALE  PELVIC  VISCERA. 

The  internal  organs  of  generation — viz.  the  vagina,  uterus,  and 
its  appendages — should  now  be  examined. 

Their  relative  position  should  first  be  noticed  ;  and  afterwards, 
their  special  anatomy. 
General  '^^^  uterus  is  interposed  between  the  bladder  in 

Position  of  the 

front,  and  the  rectum  behind.  From  each  side  of 
Uterus  and  its  it  a  broad  fold  of  peritoneum  extends  transversely 
Appendages.  sj^jg  pelvis,  dividing  that  cavity  into 

an  anterior  and  a  posterior  part.  These  folds  are  called  the  broad 
ligaments  of  the  uterus  (fig.  106,  p.  473).  On  the  posterior  sur- 
face of  the  ligament  are  the  ovaries,  one  on  each  side.  They  are 
completely  covered  by  peritoneum,  and  suspended  to  the  ligament 
by  a  small  peritoneal  fold.  Each  ovary  is  attached  to  the  uterus 
by  a  cord  termed  the  ligament  of  the  ovary.    Along  the  upper 

*  See  Tiedemann,  '  Von  den  Duverneysclien  Drusen  desWeibs.'  Heidelberg,  IS-iO. 


464 


PELVIC  VISCERA  IN  THE  FEMALE. 


part  of  the  broad  ligament  we  find  between  its  layers  a  tube  about 
four  inches  long,  called  the  Fallopian  tube,  which  conveys  the 
ovum  from  the  ovary  into  the  uterus.  For  this  pui'pose,  one  end 
of  it  terminates  in  the  uterus,  while  that  nearer  to  the  ovary 
expands  into  a  wide  mouth,  furnished  with  prehensile  fringes — 
jimbncE — which,  like  so  many  tentacles,  grasp  the  ovum  as  soon 
as  it  escapes  from  the  ovary.  One  of  these  fimbriae  is  attached  to 
the  ovary.    Lastly,  there  run  up  to  the  ovary,  between  the  layers 

Fig.  105. 


Urethra  surround- 
ed by  its  compres- 
sor muscle .    .  . 


Vagina   .   .  . 


Rectum 


Peritoneum  in 
dotted  outline. 


Uterus. 


VERTICAL  SECTION  THEOUGH  THE  FEMALE  PELVIC  VISCERA. 

of  the  broad  ligament,  the  ovarian  vessels,  which  arise  from  the 
aorta  in  the  lumbar  region,  like  the  spermatic  arteries  in  the  male, 
because  the  ovaries  are  originally  formed  in  the  loins. 

On  the  anterior  surface  of  the  broad  ligament,  on  either  side 
between  its  layers,  is  the  round  ligament  of  the  uterus.  This 
cord  proceeds  from  the  fundus  of  the  uterus,  anterior  to  tlie 
Fallopian  tube,  through  the  inguinal  canal,  like  the  spermatic 
cord  in  the  male,  and  terminates  in  the  mons  Veneris.  Besides 
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one  or  two  small  blood-vessels,  it  contains  muscular  fibres  analo- 
gous to  those  of  the  uterus :  these  increase  very  much  in  preg- 
nancy, so  that,  about  the  full  term,  the  cord  becomes  nearly  as 
thick  as  the  end  of  the  little  finger.  In  early  life,  the  round  liga- 
ment receives  a  covering  from  the  peritoneum  which  advances  in  a 
tubular  form  into  the  inguinal  canal.  It  corresponds  to  the  pro- 
cessus vaginalis  of  the  peritoneum  in  the  male.  It  is  called  the 
canal  of  Nuck,  and  is  generally  obliterated  in  the  adult.  It  may 
be  the  seat  of  a  hernia. 

Side  View  OF  After  the  removal  of  the  innominate  bone,  as 
THE  Female  described  at  p.  428,  the  vagina,  rectum,  and 
Pelvic  Ohgans.  bladder  should  be  moderately  distended,  and  a 
catheter  passed  into  the  urethra.  This  done,  the  reflections  of  the 
peritoneum  must  be  traced. 

Eeflbctions  P'rom  the  front  of  the  rectum  the  peritoneum 

OF  THE  Pebi-  is  reflected  on  to  a  small  part  of  the  posterior  wall 
TONEUM.  j^Y^Q  vagina,  thus  forming  what  is  called  the 

recto-vaginal  pouch.  From  the  vagina  the  peritoneum  is  con- 
tinued over  the  posterior  surface,  but  only  about  half-way  down 
the  front  of  the  uterus  ;  thence  it  is  reflected  over  the  posterior 
surface  of  the  bladder,  on  to  the  wall  of  the  abdomen.  Laterally 
it  is  reflected  from  the  uterus  to  the  sides  of  the  pelvis,  forming 
the  broad  ligaments  (p.  473). 

In  cases  of  ascites  the  fluid  might  distend  the  recto-vaginal 
pouch,  and  bulge  into  the  vagina,  so  that  it  would  be  practicable 
to  draw  it  off  through  this  channel. 

Pelvic  Fascia  description  of  the  fascia  already  given  in 

the  dissection  of  the  male  pelvis  (p.  430)  nothing 
need  be  added  except  that  from  the  side  of  the  pelvis  it  is  reflected 
over  the  side  of  the  vagina  and  the  uterus,  as  well  as  the  bladder. 

It  is  this  fascia  which  in  great  measure  supports  the  uterus  in 
its  proper  level  in  the  pelvis.  When,  from  any  cause,  the  fascia 
becomes  relaxed,  there  is  a  liability  to  prolapsus  uteri. 

Levator  ani.         For  the  description  of  this  muscle  see  p.  439. 

Bladdeb  '^^^  female  bladder  is  broader  transversely, 

and,  upon  the  whole,  more  capacious  than  the  male. 

H  H 
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The  vesical  plexus  of  veins  is  not  so  large,  and  there  are  no  vasa 
deferentia  or  prostate  gland.  The  short  urethra  has  a  constrictor 
muscle,  as  in  the  male,  and  is  supported  in  a  similar  manner  by 
the  pelvic  fascia. 

Venous  Though  the  veins  round  the  neck  of  the  bladder 

Plexus  ABOUT  are  comparatively  small  in  the  female,  attention 
THE  Vagina.  should  be  directed  to  the  plexus  of  large  veins 
which  surround  the  vagina.  They  communicate  freely  with  the 
veins  about  the  rectum,  and  empty  themselves  into  the  internal 
iliac.  Their  congestion  in  pregnancy  sufficiently  accounts  for  the 
dark  colour  of  the  vagina  and  the  external  organs,  and  the  frequent 
occurrence  of  haemorrhoidal  tumours.*  These  veins  must  be  re- 
moved, with  the  connective  tissue  in  which  they  are  embedded, 
before  a  clear  view  of  the  parts  can  be  obtained. 

The  urethra  has  already  been  described  (p.  460). 
But,  in  the  side  view  of  the  parts,  we  have  the 
opportunity  of  observing  how  closely  the  bladder  and  urethra  are 
connected  to  the  upper  wall  of  the  vagina ;  and  we  can  understand 
how,  in  cases  of  protracted  delivery,  it  sometimes  happens  that  the 
contiguous  coats  of  the  bladder  and  the  vagina  give  way,  and  that 
a  fistulous  communication  remains  between  them,  through  which 
urine  constantly  dribbles. 

It  is  necessary  to  slit  open  the  whole  of  the 
vagina  along  the  side,  to  obtain  a  clear  idea  of  the 
manner  in  which  it  embraces  the  lower  end  of  the  uterus,  and  of 
the  extent  to  which  the  neck  of  the  uterus  projects  into  it. 

The  length  of  the  vagina,  in  the  unimpregnated  adult,  is,  on 
an  average,  about  4^  inches.  It  may  be  more,  or  less ;  the  dif- 
ference in  each  case  depending  upon  the  depth  of  the  pelvis,  the 
stature  and  age  of  the  individual.  Owing  to  the  curved  direction 
of  the  vagina,  the  anterior  wall  is  about  an  inch  shorter  than  the 
posterior.    The  vagina,  however,  is  never  so  long  that  we  cannot, 

*  During  pregnancy,  varicose  tumours  may  form  even  in  the  vagina.  In  the 
Berlin  '  Med.  Zeitung,'  1840,  No.  11,  a  case  is  related  of  a  woman  who,  at  the  sixth 
month,  bled  to  death  from  the  bursting  of  a  large  vein  in  the  vagina.  Other  cases  of 
the  kind  are  related  by  Siebold. 
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during  life,  feel  the  neck  of  the  uterus  projecting  at  the  top  of  it ; 
higher  up,  or  lower  down,  according  to  circumstances.  For  in- 
stance, it  is  a  little  lower  down  in  the  erect  than  in  the  recumbent 
position  ;  again,  in  the  early  months  of  utero-gestation,  the  uterus 
descends  a  little  into  the  vagina,  so  that  this  canal  becomes 
shorter :  the  reverse  holds  good  when  the  uterus  begins  to  rise  out 
of  the  pelvis. 

The  axis  of  the  vagina  is  slightly  curved  with  the  concavity 

upwards  ;  it  corresponds  with  the  axis  of  the  outlet  of  the  pelvis. 

The  width  of  the  vagina  is  not  uniform  throughout.  The 

narrowest  part  is  at  the  orifice  ;  it  is  also  a  little  constricted  round 

the  neck  of  the  uterus.    The  widest  part  is  about  the  middle  : 

here  a  transverse  section  through  it  presents  the  appearance  of  a 

'broad  horizontal  fissure.   If,  therefore,  you  would  insert  the  bivalve 

speculum  with  the  least  amount  of  pain,  the  blades  of  the  speculum 

should  be  vertical  when  introduced  into  the  orifice,  and  afterwards 

turned  horizontally. 

The  uterus  is  the  hollow  muscular  organ  which 
Uteeus.  .  .       .     „        .  , 

receives  the  ovum,  retains  it  for  nme  months  to 

bring  it  to  maturity,  and  then  expels  it  by  virtue  of  its  muscular 
walls.  Its  situation  and  peritoneal  connections  have  been  de- 
scribed (p.  463).  Its  axis  slants  forwards,  so  that,  upon  the  whole, 
the  axis  of  the  vagina  and  uterus  describes  a  curve  nearly  parallel 
to  the  axis  of  the  pelvis.  The  uterus,  then,  is  so  placed  that  it  is 
ready  to  rise  out  of  the  pelvis  into  the  abdomen  after  the  embryo 
has  attained  a  certain  size. 

The  uterus  in  the  unimpregnated  state  is  pyriform,  or  rather 
triangular  with  the  angles  rounded,  and  is  somewhat  flattened 
antero-posterioiiy.  Its  average  size  is  about  three  inches  long, 
two  inches  broad,  and  one  inch  thick,  at  the  upper  part ;  but  there 
is  variety  in  this  respect,  arising  from  age,  the  eifect  of  preg- 
nancies, and  other  causes. 

For  convenience  of  description,  the  uterus  is  divided  into  the 
fundus,  the  body,  and  the  cervix.  The  term,  fundus  is  applied  to 
the  broadest  part,  which  lies  above  the  level  of  the  Fallopian 
tubes  (p.  464).    The  body  is  the  central  part,  while  the  cervix  is 
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the  narrow  part  which  projects  into  the  vagina.  The  vagina  is 
very  closely  attached  round  the  neck  of  the  uterus :  observe  that 
it  is  attached  higher  up  behind  than  in  front.  The  mouth  of  the 
uterus,  OS  uteri,  is  at  the  apex  of  the  neck. 

Postponing  for  the  present  the  examination  of  the  interior 
of  the  vagina  and  uterus,'  let  us  pass  on  to  the  vessels  and  nerves 
of  these  organs. 

Uterine  and  '  -"-^  addition  to  the  ovarian  arteries  (which  corre- 
Vaginai,  spend  to  the  spermatic  arteries  in  the  male)  given 

Aeteries.  off  from  the  abdominal  aorta  (p.  385),  each  inter- 

nal iliac  artery  furnishes  a  branch  to  the  uterus  and  another  to  the 
vagina. 

The  uteHne  artery  proceeds  from  the  anterior  division  of  the 
internal  iliac,  towards  the  neck  of' the  uterus,  between  the  layers 
of  the  broad  ligament,  and  then  ascends  tortuously  by  the  side  of 
the  uterus,  giving  off  numerous  branches  to  it,  which  anastomose 
freely  with  each  other,  and  with  a  small  branch  from  the  ovarian 
artery.  The  fundus  of  the  uterus  is  mainly  supplied  with 
branches  from  the:  ovarian  arteries. 

The  vaginal  artery  ramifies  along  the  side  of  the  vagina,  and 
distributes  branches  to^  the  lower  part  of  the  bladder  and  the 
rectum. 

The  veins,  corresponding^with  the  arteries,  form  the  uterine  and 
vaginal  plexuses,  which  empty  themselves  into  the  internal  iliac. 

Neeyes  of  the  The  nerves  of  the  uterus  are  derived  from  the 
Uterus.  third  and  fourth  sacral  nerves,  from  the  hypo- 

gastric and  ovarian  plexuses  (p.  408).  They  accompany  the  blood- 
vessels in  the  broad  ligament  to  the  neck  of  the  uterus,  and  ascend 
with  them  along  its  sides. 

Some  small  filaments  continue  with  the  vessels,  and  form 
around  them  plexuses,  upon  which  minute  ganglia  are  found.* 
But  most  of  the  nerves  soon  leave  the  vessels,  and,  subdividing, 
sink  into  the  substance  of  the  uterus,  chiefly  about  its  neck  and 
the  lower  part  of  its  body.  A  branch  may  be  traced  passing  up 
to  the  fundus  of  the  uterus,  and  another  to  the  Fallopian  tube. 

*  Beck,  'Philosophical  Transactions  '  for  1846. 
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.  The  nerves  of  the  uterus  enlarge  during  pregnancy  like  the 
arteries.  Surgically  speaking,.  the  os  uteri  may  be  said  to  have  no 
nerves ;  for  it  is-  insensible  to  the  cautery  and  to  the  knife. 

The  lymphatics  oi  the  uterus  are  small  in  its  unimpregpated 
state,  hut  greatly  increase  in  size  when  it  is  gravid.  Those  from 
the  fundus  and  the  ovaries  proceed  with  the  ovarian  vessels  to  the 
lumbar  glands  j  thus  explaining  the  affection  of  these  glands  in 
ovarian  disease.  Those  from,  the  body  and  the. lower  part  of  the 
uterus  accompany  the  uterine  arteries,  and  join  the  glands  in  the 
pelvis  ;  some,  however,  run  with-  the  round  ligament  to  the  groin ; 
hence,  in  certain  conditions  of  the  uterus  the  inguinal  glands  may 
be  affected.  . 

The  uterus,  vagina,  ovaries,  and  Fallopian  tubes 

SXEUCTUfiB  OF  '       O         5  7  X 

THE  Vagina,  should  now  be  collectively  removed  from  the  pelvis 

Uterus,  Otaries,  for  the  purpose  of  examining  their  internal  struc- 
AND  Fallopian  ture 

TlJ3ES 

The  vagina  having  ali'eady  been  laid  open 
(p.  466),  we  observe  that  it  is  lined  by  a  mucous  membrane  of  a 
pale  rose  colour  ;  and  that  it  is  rough  and  furrowed,  especially 
near  the  orifice.  Two  -  ridges,  columnce  rugarum,  run  one  alohg 
its  anterior,  another  along  its  posterior  wall.  From  either  side  of 
these  proceed  a  series  of  transverse  ridges — rugcB — with  rough, 
jagged  margins  directed  forwards.  .  They  are  well  marked  in 
virgins,  but  repeated  parturition  and  increasing  age  gradually 
smooth  them  down.  The  use  of  the  vaginal  rugas  is  to  excite  the 
sensibility  of  the  gians  in  coition.  They  themselves  also  possess 
keen  sensibility,  being  richly  endowed  with  papillae. 

The.  mucous  membrane  is  provided  with  numerous  papillae, 
conical  and  filiform,  and  covered  with  a  thick  lining  of  squamous 
epithelium.  In  the  submucous  tissue  is  an  abundant  supply  of 
muciparous  glands,  which  increase  in.numbei^  and  size  towards 
the  uterus. 

The  chief  strength  of  the  vagina  depends  upon  a  fibro-cellular 
coat,  about  one-twelfth  of  an  inch  in  thickness.  .  If  this  coat  be 
minutely  injected,  we  find  that  it  is  composed  mainly  of  the  inos- 
culations of  blood-vessels,  so  much  so  that  by  some  it  is.  regarded 
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as  erectile  tissue.  In  this  coat,  muscular  fibres,  longitudinal  and 
circular,  have  been  demonstrated.  The  orifice  of  the  vagina  is 
surrounded  by  a  circular  muscle,  called  sjAincter  vaginoe  (p.  462). 
Superiorly,  the  vagina  is  intimately  attached  to  the  neck  of  the 
bladder,  while  to  the  rectum  it  is  but  loosely  connected, 
^^^^^g  Before  the  uterus  is  laid  open,  examine  the 

shape  of  that  portion  of  the  neck  which  projects 
into  the  vagina.  The  back  part  of  the  cervix  appears  to  project 
into  the  vagina,  more  than  the  front ;  but  this  arises  from  the 
vagina  being  attached  higher  up  posteriorly.  If  the  vagina  were 
cut  away  from  the  cervix,  the  anterior  lip  of  the  uterus  would 
appear  to  project  a  trifle  more  than  the  posterior.  For  this 
reason,  as  well  as  on  account  of  the  natural  slope  forwards  of  the 
uterus,  the  front  lip  is  felt  first  in  an  examination  per  vaginam.* 
The  length,  however,  and  the  general  appearance  of  the  vaginal 
part  of  the  cervix  vary  according  to  the  age ;  it  is  also  consider- 
ably altered  by  parturition.  In  the  adult  virgin  it  is  smooth  and 
round,  and  projects  about  half  an  inch  :  its  mouth  is  a  small 
transverse  fissure.  But  after  parturition,  it  loses  its  plumpness, 
the  lips  become  flaccid  and  fissured,  and  the  mouth  larger  than  it 
was  before-! 

The  uterus  must  now  be  laid  open  by  a  longitudinal  incision, 
to  examine  its  interior.  In  doing  so,  observe  the  thickness  of  its 
walls,  which  is  greatest  towards  the  fundus.  Before  coming  into 
the-  proper  cavity  in  the  body  of  the  uterus,  slit  up  a  long  narrow 
canal  which  leads  up  into  it  through  the  neck.    This  canal,  which 

*  This  is  the  only  way  to  reconcile  the  discrepancies  one  meets  with  in  anatomical 
works,  respecting  the  comparative  length  of  the  lips  of  the  utM-us.  Krause,  Weber, 
Busch,  and  others,  say  the  anterior  is  the  longer  ;  Mayer,  Meckel,  Quain,  and  others, 
the  posterior. 

f  Instances-  are  recorded  in  which  the  neck  of  the  uterus  is  preternaturally  long. 
It  has  been  known  to  project  even  as  much  as  an  inch  and  a  half  into  the  vagina.  In 
such  cases  it  gradually  tapers,  and  terminates  in  a  very  narrow  mouth.  This  is  said 
to  be  one  cause  of  sterility,  and  it  is  recommended  either  to  dilate  the  mouth,  or  to 
cut  off  a  portion  of  the  neck.  In  support  of  this  opinion,  it  is  stated  that  Dupuytren 
was  once  consulted  by  a  lady  on  account  of  barrenness ;  finding  the  neck  of  the  uterus 
unusually  elongated,  ho  removed  a  portion  of  it,  and  shortly  the  lady  became  preg- 
nant,  -piyrtl,  '  Handbuch  der  top.  Anatom.') 
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is  about  an  inch  in  length,  is  not  of  the  same  dimensions  through- 
out :  it  is  dilated  in  the  middle,  and  gradually  narrows  towards 
each  end.  The  upper  end,  which  leads  into  the  body  of  the 
uterus,  is  called  os  internum;  the  lower  end,  which  leads  into  the 
vagina,  os  externum.  The  passage  is  called  the  canal  of  the  cer- 
vix. It  remains  unchanged  in  pregnancy  for  some  time  after  the 
cavity  in  the  body  has  expanded,  but  gradually  disappears  with 
the  increasing  size  of  the  embryo. 

The  shape  of  the  cavity  in  the  body  of  the  uterus  is  triangular, 
with  the  apex  towards  the  cervix.  In  a  virgin  uterus  the  cavity 
is  very  small,  and  its  sides  are  convex  ;  but  in  a  uterus  which  has 
borne  many  children,  the  cavity  has  lost  the  convexity  of  its  sides, 
and  has  increased  in  capacity.  Each  angle  at  the  base  is  some- 
what prolonged,  and  leads  to  the  minute  opening  of  the  Fallopian 
tube.  This  prolongation  of  the  angles  is  noticed  more  or  less  in 
different  females,  and  is  the  last  indication  of  the  two  horns  of  the 
uterus  in  some  orders  of  mammalia. 

The  interior  of  the  uterus  is  smooth  at  the  fundus ;  but  the 
reverse  at  the  cervix.  Here  there  is  a  central  longitudinal  ridge, 
both  in  front  and  behind  (as  in  the  vagina);  from  these,  other 
closely  set  oblique  ridges  curve  off  laterally,  like  the  branches  of  a 
palm-tree.  In  olden  time  it  was  called  '  arbor  vitce.^  The  rough- 
ness produced  by  these  ridges  occasions  an  impression  as  though  we 
were  touching  cartilage  when  a  sound  is  introduced  into  the  uterut. 

The  neck  of  the  uterus  is  provided  with  small  muciparous 
glands,  of  which  the  minute  ducts  open  in  the  furrows  between 
the  ridges  referred  to.  The  secretion  of  these  glands  is  glairy, 
albuminous,  and  slightly  alkaline.  Soon  after  impregnation,  the 
secretion  becomes  so  firm  as  to  plug  the  mouth  of  the  uterus,  but 
shortly  before  and  during  parturition  it  is  poured  out  in  great 
quantity,  to  facilitate  the  passage  of  the  child.  It  happens  oc- 
casionally that  one  or  more  of  the  ducts  of  these  glands  become 
obstructed,  and  then  dilate  into  small  transparent  vesicles,  which 
gradually  rise  to  the  surface  and  burst.* 

*  These  were  first  described  by  Naboth,  and  supposed  to  be  true  ova  :  hence  their 
aame  ovula  Nabothi.    '  De  sterilitate  mulierum.'    Lips.,  1707. 
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The  mucous  membrane  of  the  uterus  is  more  delicate  and 
softer  than  that  of  the  vagina,  with  which  it  is  continuous, 
and  is  closely  united  to  the  subjacent  tissue.  The  greater  part  of 
it  is  lined  by  a  columnar  ciliated  epithelium,  but  that  which  lines 
the  lower  part  of  the  cervix  is  squamous,  like  that  of  the  vagina. 
Examined  with  a  lens,  the  mucous  membrane  lining  the  body  of 
the  uterus  is  seen  to  be  covered  with  minute  follicles  or  tubes 
{uterine  glands)  arranged  at  right  angles  to  its  surface.  These 
tubes  pass  outwards  in  a  more  or  less  spiral  manner,  some 
of  them  appearing  branched  and  dilated  at  their  extremities. 
They  become  greatly  developed  shortly  after  impregnation,  and 
take  an  important  part  in  the  formation  of  the  membrana 
decidua. 

The  greater  part  of  the  walls  of  the  uterus  consists  of  non- 
striped  or  involuntary  muscular  fibres,  which  are  chiefly  aggre- 
gated at  the  fundus,  less  so  at  the  junction  of  the  Fallopian  tubes. 
The  texture  of  these  fibres  is  so  close  and  so  interwoven  that  in 
the  unimpregnated  uterus  it  is  useless  to  attempt  to  trace  them. 
The  fibres  are  arranged  in  three  layers,  an  external,  a  middle, 
and  an  internal.  The  external  layer,  placed  immediately  beneath 
the  peritoneum,  is  thin,  and  its  fibres  run  transversely  round  the 
uterus,  some  of  them  being  continued  in  an  oblique  direction  into 
the  round  and  broad  ligaments.  A  band  of  longitudinal  fibres 
passes  from  the  anterior  surface  of  the  uterus  round  the  fundus  to 
its  posterior  aspect.  The  middle  layer  runs  in  all  directions,  and 
chiefly  surrounds  the  blood-vessels.  The  internal  and  thickest 
layer  is  composed  mainly  of  concentric  circles  which  surround  the 
orifices  of  the  Fallopian  tubes;  at  the  cervix  its  fibres  are  ar- 
ranged transversely,  forming  a  sphincter.  Upon  the  whole  theii- 
collective  disposition  is  such  as  to  exert  equal  pressure  on  all 
sides,  when  called  into  operation. 

At  the  same  time  that  they  expel  the  foetus,  the  muscular 
fibres  perform  another  very  important  function:  they  close  the 
large  venous  sinuses  consequent  upon  the  great  increase  in  the 
amount  of  blood  during  pregnancy.  Therefore,  little  haemorrhage 
accompanies  the  expulsion  of  the  placenta,  provided  it  have  been 
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attached  to  the  fundus  or  the  side  of  the  uterus.  But  everyone 
knows  the  danger  of  what  is  called  placenta  prcevia.  Here,  the 
placenta,  placed  entirely  or  partly  over  the  orifice  of  the  uterus, 
is  attached  to  a  part  of  the  organ  which  must  of  necessity  expand 
during  labour;  and  every  uterine  contraction  increases,  instead  of 
checking,  the  bleeding.  For  the  same  reason,  paralysis  of  the 
muscular  fibres  in  immediate  connection  with  the  placenta,  be  it 
where  it  may,  is  likely  to  be  a  source  of  serious  hgemorrhage  in 
parturition. 

The  Fallopian  tubes  or  oviducts  are  situated, 
one  on  each  side,  along  the  upper  border  of  the 

Fig.  106. 


Fallopian 
Tubes. 


DIAGEAM  OF  THE  UTEKTJS,  ITS  BEOAD  LIGAMENTS,  THE  OVAEIES  AND  FALLOPIAN  TOTES. 

SEEN  FEOM  BEHIND. 


1.  Uterus. 

2.  Ovary,  with  its  ligaments. 

3.  Fallopian  tube. 


4.  Fimbriated  extremity  of  Fallopian  tube. 
6,  5.  Broad  ligament. 
6.  Vagina. 


broad  ligament  of  the  uterus,  and  convey  the  ovum  from  the 
ovary  to  the  uterus  (fig.  106).  They  are  about  three  or  four  inches 
in  length.  One  end  opens  into  the  uterus;  the  other  terminates  in 
a  wide  funnel-shaped  mouth,  surrounded  by  fringe-like  processes 
called  the  fimbriated  extremity.  This  termination  of  the  Fal- 
lopian tube  extends  about  an  inch  beyond  the  ovary  ;  and,  by  float- 
ing it  in  water,  one  or  two  of  the  fimbriae  may  be  seen  connected 
with  the  outer  end  of  the  ovary.  If  the  Fallopian  tube  be  opened 
from  the  expanded  end,  and  a  probe  introduced  into  it,  you  will 
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find  that  the  tube  runs  very  tortuously  at  first,  then  straight  into 
the  uterus,  gradually  contracting  in  size,  so  that  the  uterine  orifice 
scarcely  admits  a  bristle.  Its  mucous  lining  is  gathered  into 
longitudinal  wavy  folds,  especially  at  the  ovarian  end,  and  is  pro- 
vided with  a  columnar  ciliated  epithelium.  The  free  end  of  the 
tube  communicates  with  the  cavity  of  the  peritoneum.  This  is 
the  only  instance  where  a  mucous  membrane  is  directly  con- 
tinuous with  a  serous  one.  It  explains  how  the  embryo  may 
escape  into  the  peritoneal  cavity  ;  though  this  is  an  extremely 
rare  occurrence.  It  also  explains  what  is  said  to  have  occurred  : 
namely,  the  escape  of  the  fluid  in  dropsy  through  the  Fallopian 
tubes.  In  a  well-injected  subject,  the  Fallopian  tubes  are  seen  to 
be  well  supplied  with  blood  from  the  ovarian  arteries.  They  are 
provided  with  non-striped  muscular  fibres :  the  outer  layer  being- 
arranged  longitudinally;  the  inner,  in  circles. 
^  The  ovaries  (called  by  Gralen,  testes  muliehres) 

are  situated  at  the  back  of  the  broad  ligament  of 
the  uterus,  between  its  two  layers,  but  more  or  less  suspended 
by  a  short  fold  of  peritoneum.  Besides  this,  they  are  con- 
nected on  their  inner  side  to  the  uterus  by  a  thin  cord,  called  the 
ligament  of  the  ovary..  They  are  oblong,  with  the  long  axis 
transverse,  and  a  little  smaller  than  the  testicles.  In  females 
who  have  not  often  menstruated,  their  surface  is  smooth  and 
even ;  in  after-life,  they  become  puckered  and  scarred  by  the 
repeated  escape  of  the  ova. 

The  ovary  is  about  an  inch  and  a  half  long,  and  weighs  about 
a  drachm  and  a  half.  It  has  nearly  the  same  coverings  as  the 
testicle :  viz.  a  serous  coat,  which  is  covered  with  columnar 
epithelium,  and  beneath  it  a  proper  fibrous  coat,  the  tunica  albu- 
ginea.  If  a  section  be  made  through  the  ovary,  you  find  that 
it  contains  transparent  vesicles,  embedded  in  a  soft  fibro-nuclear 
tissue,  remarkably  vascular  when  well  injected,  called  the  stroma 
of  the  ovary.  The  outer  part  of  the  ovary  is  chiefly  occupied  by 
these  vesicles ;  the  central  part,  in  which  there  are  very  few,  is 
composed  almost  entirely  of  the  stroma. 

The  transparent  vesicles  just  alluded  to  are  the  ovisacs  or 
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Graafian  vesicles*  They  vary  in  number  from  eight  to  thirty, 
and  in  size  from  that  of  a  pin's  head  to  a  pea.f  The  smallest  are 
near  the  centre ;  but  as  they  advance  towards  maturity,  they 
gradually  approach  the  surface,  increasing  at  the  same  time  in 
size.  Their  proper  tunic  is- very  vascular  and  lined  by  several  layers 
of  granular  prismatic  epithelium  cells,  called  the  tunica  granulosa, 
and  they  contain  a  transparent  albuminous  fluid.  On  examining 
the  contents  of  one  of  the  larger  vesicles  .under  the  microscope, 
you  find  in  it  the  ovum  or  germ,J  surrounded  by  a  layer  of 
granular  cells  called  the  discus  proligerus.  It  is  this  ovum  which, 
escaping  from  the  Graafian  vesicle  on  the  surface  of  the  ovary, 
is  grasped  by  the  fimbriated  end  of  the  Fallopian  tube  and  con- 
veyed into  the  uterus.  The  ruptured  vesicle  is  converted  soon 
afterwards  into  a  yellowish-looking  mass  -called  corpus  luteum, 
which  persists  for  a  while,  and  degenerates  afterwards  into  a  small 
stellate  fibrous  cicatrix. 

The  ramifications  of  the  ovarian  artery  through  the  ovary  are 
remarkable  for  their  convolutions :  they  run  in  parallel  lines,  as  in 
the  testicle.  Its  nerves  ai-e  derived  from  the  ovarian  plexus.  The 
ovarian  veins  form,  like  the  spermatic  veins,  near  the  ovary  the 
pampiniform  plexus,  and  then  terminate,  the  right  in  the  inferior 
vena  cava,  the  left  in  the  renal. 


DISSECTION  OF  THE  ABDOMINAL  VISCERA. 


The  Liver  The  liver-'  is  the  largest  gland  in  the  body,  and 

dn  the  adult  weighs  from  fifty  to  sixty  ounces. 
Its  surface  is  entirely  covered  by  peritoneum,  except  a  small  part 
behind,  which  is  connected  to  the  diaphragm  and  the  upper  part 
of  the  right  kidney  by  cellular  tissue,  and,  again,  in  the  hollow  for 

*  So  c<alled  after  De  Graaf,  a  Dutch  anatomist,  who  discovered  them  in  1672,  and 
believed  they  were  the  true  ova. 

f  From  the  j^th.  to  the  ^th  of  an  inch  in  diameter. 

J  This  was  first  distinctly  pointed  out  by  Von  Baer  in  1827. 
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the  gall-bladder.  Behind,  the  liver  is  thick  and  round,  but 
towards  the  front  it  gradually  slopes  to  a  sharp  border.  The 
upper  surface  is  smooth  and  convex,  in  adaptation  to  the  dia- 
phragm, and  is  marked  by  a  white  line  which*  indicates  its  divi- 
sion into  a  right  and  left  lobe,  the  right  being  the  larger.  The 
under  surface  is  irregular  and  marked  by  five  fissures  which  map 
p  out  the  five  lobes  (fig.  107): — 1.  The  longitu- 

dinal fissure,  dividing  the  right  from  the  left 
lobe,  contains  the  round  ligament  (the  remains  of  the  umbilical 
vein).  2.  The  continuation  of  the  longitudinal  fissure  to  the  pos- 
terior border  of  the  liver,  contains  the  remains  of  what  was,  in 
the  foetus,  the  ductus  venosus,  and  is  therefore  called  the  fissure 
for  the  ductus  venosus.  3.  The  hollow  or  fissure  for  the  gall- 
bladder. In  the  same  line  with  this  is,  4,  the  fissure  for  the 
inferior  vena  cava,  which  passes  obliquely  inwards  towards  the 
posterior  border  of  the  liver.  5.  The  transverse  ox  jportal  fissure 
unites  the  other  fissures,,  and  transmits  the  great  vessels  which 
enter  the  liver  in  the  following  order  :  in  front  is  the  hepatic 
duct,  behind  is  the  vena  porta,  and  between  them  the  hepatic 
artery.  The  relative  position  of  these  fissures  (the  liver  being  in 
situ)  may  be  best  impressed  on  the  memory  by  comparing  them 
collectively  to  the  letter  H.  The  transverse  fissure  represents  the 
cross-bar  of  the  letter ;  the  longitudinal  fissure  and  the  fissure  of 
the  ductus  venosus  represent  the  left  bar ;  the  fissures  of  the  gall- 
bladder and  vena  cava  make  the  right  bar. 

The  lobes  of  the  liver,  five  in  number,  are  also 
seen  on  its  under  surface.  The  right  lobe,  much 
larger  than  the  left,  is  separated  from  it  by  the  longitudinal  fissure. 
On  the  under  surface  of  the  right  lobe  are  two  shallow  fossce ;  the 
anterior  is  for  the  hepatic  flexure  of  the  colon,  the  posterior  for 
the  right  kidney.  The  remaining  lobes  may  be  considered  as 
forming  parts  of  the  right  lobe,  and  are  the  lohulus  Spigelii, 
the  lobulus  caudatus,  and  the  lohulus  quadratus.  The  lohulus 
Spigelii  is  placed  between  the  fissures  for  the  ductus  venosus,  and 
the  vena  cava,  and  the  transverse  fissure ;  and,  behind  the  trans- 
verse fissure,  it  is  connected  to  the  right  lobe  by  a  ridge — the 
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lohulus  caudatus.  The  lobulus  quadratus  is  situated  between 
the  gall-bladder,  the  longitudinal,  and  the  transverse  fissure.  This 
lobe  is  occasionally  connected  with  the  left  lobe  by  a  bridge  of 
hepatic  substance  (pons  hepatis)  which  arches  over  the  longi- 
tudinal fissure. 

Tlie  liver  has  five  ligaments,  of  which  the  coronary,  the  right 
and  left  lateral,  and  the  falciform  are  reflections  of  the  peritoneum  ; 
the  fifth  is  the  round  ligament  in  the  anterior  free  border  of  the 
falciform  ligament;  it  consists  of  the  remains  of  the  umbilical 
vein.    The  ligaments  have  been  previously  described  (p.  377). 


Fig.  107. 


DIAGEAM  OF  THE  UNDER  SURFACE  OF  THE  LIVEB. 


The  liver  is  surrounded  by  a  thin  areolar  coat  or  capsule,  best 
seen  on  those  parts  of  it  not  covered  with  peritoneum.  This  coat 
is  connected  to  the  areolar  tissue  which  surrounds  the  lobules, 
but  does  not  send  down  partitions  to  form  a  framework  for  the 
interior  of  the  gland.  It  is  continuous,  at  the  transverse  fissure, 
with  the  sheath  of  loose  areolar  tissue  called  Glisson^a  capsule, 
which  surrounds  the  vessels  as  they  enter  that  fissure,  and  in- 
closes them  in  a  common  sheath  in  their  ramifications  through 
the  liver. 

The  inter-lobular  areolar  tissue  is  exceedingly  delicate ;  hence 


478 


STRUCTUEE  OF  THE  LIVEE. 


the  great  liability  of  the  liver  to  be  lacerated  by  external  violence, 
or  by  the  action  of  the  abdominal  muscles. 
Lobules.  consists  of  an  aggregation  of  small 

polyhedral  masses  called  lobules,  which  range  from 
-h  to  yL  of  an  inch  in  diameter.  These  lobules  are  marked 
out  by  septa  of  areolar  tissue,  and  in  a  transverse  section  have  the 
appearance  of  mosaic  pavement  (fig.  108) ;  but  in  a  perpendicular 
section  they  somewhat  resemble  an  oak-leaf  (fig.  109).  Each 
lobule  consists  of  a.  minute  plexus  of  blood-vessels,  ducts,  and  cells 


Fig.  108. 


a.  Inter-lobular  rein. 


6.  Intra-lobular  or  cen- 
tral vein. 


TRANSVEBSK  SECTIONS  OF  THREE  LOBULES  OF  THE  LITER,  MAGNIFIED  TO  SHOW 

THE  PORTAL  VENOUS  PLEXUS. 

(After  Kieman.) 

— hepatic  cells — which  latter  fill  up  the  spaces  between  the  rami- 
fications of  the  vessels.  It  will  facilitate  the  understanding  of  the 
branchings  of  the  different  hepatic  vessels,  if  it  be  borne  in  mind, 
1,  that  the  portal  vein,  hepatic  artery,  and  hepatic  duct,  ramify 
together  from  first  to  last — inclosed  in  a  sheath  of  areolar  tissue, 
called  Glisson's  capsule ;  2,  that  the  hepatic  veins  run  alone  from 
first  to  last,  and  terminate  in  the  inferior  vena  cava  as  it  passes 
under  the  liver. 

The  portal  vein,  on  entering  the  substance  of  the  liver,  gives 
off  numerous  small  branches,  which  pass  between  the  lobules  and 
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form  the  inter-lohular  or  peripheric  veins  (fig.  108).  The  inter- 
lobular veins  give  off  a  minute  Fig.  io9. 
capillary  network  -which  penetrates 
into  the  interior  of  the  lobules  and 
freely  communicates  in  the  centre 
with  a  sinole  trunk  called  the  intra- 
lobular  or  central  vein,-  This  cen- 
tral vein  returns  the  blood  from  the 
lobule,  and  opens  immediately  into 
a  sub-lobular  vein,  larger  or  smaller  longitudinal    sections   of  the 

,  1  •    1      .1  10BTJI.ES  OF    THE    LIVEE.  INTRA- 

as  the  case  may  be,  upon  which  the      lobular  teins  seen  joining  the 
lobule  is  sessile  (fig.  109).  The  sub-  sub-iobular. 
lobular  veins  empty  themselves  into  the  smaller  hepatic  veins  ; 
these  unite  to  form  the  main  hepatic  trunks  which  open  into  the 
inferior  vena  cava. 

The  hepatic- artery,  entering  the  liver  at  the  transverse  fissure, 
divides  and  subdivides  with  the  portal  vein  and  the  biliary  ducts, 
and  ramifies  with  them  between  the  lobules.  The  artery  distri- 
butes branches  which  supply  the  coats  of  the  hepatic  vessels  and 
Glisson's  capsule — vaginal  branches — and  the  capsule  of  the  liver 
— capsular  branches  ;  other  branches  pass  into  the  lobules  and 
join  the  capillary  network  which  leads  to  the  radicles  of  the  cen- 
tral vein. 

The  minute  capillary  network  which  forms  the  basis  of  the 
lobule  radiates  from  the  periphery  to  the  centre.  The  capillaries 
average  about  -25V0  inch. 

The  biliary  ducts  form  a  close  network  round  the  circum- 
ference of  each  lobule.  From  this  network  of  biliary  capillaries 
branches  proceed  on  all  sides,  and  accompany  the  portal  vein. 
Doubt  still  exists  as  tO'  the  commencement  of  the  ducts.  The 
prevalent  opinion  is  that  they  begin  within  the  lobules  by  a  minute 
plexus,  surrounded  by  hepatic  cells.  The  interior  of  each  lobule — 
that  is,  the  space  left  between  the  several  vessels — is  filled  by  the 
hepatic  cells.  They  are  nucleated,,  and  have  a  diameter  vary- 
ing from  -g-l-o  to  j-o^oQ-  of  an  inch.  They  contain  more  or  less 
granular-matter,  and  in    some  cases   fat-globules :  when  these 
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accumulate  in  large  quantities,  they  constitute  what  is  called  a 
fatty  liver.  The  office  of  these  cells  is  to  separate  the  bile  from 
the  blood,  and,  when  filled  with  bile,  to  discharge  their  contents 
into  the  hepatic  ducts.* 

The  lymphatics  of  the  liver,  superficial  and  deep,  commence 
in  the  spaces  in  the  interior  of  the  lobule,  accompany  the  inter- 
lobular vessels,  and  pass  out  at  the  transverse  fissure.  The 
superficial  lymphatics  are  in  connection  with  the  areolar  sheath 
and  the  upper  surface  of  the  liver. 

The  nerves  of  the  liver  are  derived  from  the  pneumogastric, 
chiefly  the  left ;  and  from  the  hepatic  plexus  which  comes  from 
the  coeliac  plexus.  These  plexuses  enter  the  liver  at  the  trans- 
verse fissure,  surround  the  hepatic  artery  and  the  portal  vein,  and 
accompany  these  vessels  in  their  ramifications  through  it.  The 
ultimate  termination  of  these  nerves  is  not  known. 

The  functions  of  the  liver  may  be  thus  briefly  expressed : — 
1.  It  renders  the  albuminous  matter  (albuminose)  brought  to  it  by 
the  portal  vein  capable  of  being  assimilated.  2.  It  forms  a  sub- 
stance, glycogen,  easily  converted  into  sugar,  which  passes  into  the 
hepatic  veins,  and  being  consumed,  helps  to  maintain  animal  heat. 
3.  It  secretes  the  bile,  which  assists  in  converting  the  chyme  into 
chyle,  and  reducing  it  into  a  state  fit  to  be  absorbed  by  the  lac- 
teals.  4.  The  bile  acts  as  a  natural  aperient.  5.  The  bile  is  an 
antiseptic,  and  probably  prevents  the  decomposition  of  the  food 
during  its  passage  through  the  intestine. 

The  gall-bladder,  or  reservoir  for  the  bile,  is 
confined  by  the  peritoneum  m  a  slight  depression 
on  the  under  surface  of  the  right  lobe  of  the  liver  (p.  477).  It  is 
pyriform  in  shape,  is  about  four  inches  long,  and  capable  of  hold- 
ing about  1  ^  oz.  of  fluid.  Its  narrow  end,  or  neck,  makes  a  bend 
downwards,  and  terminates  in  a  duct,  called  the  cystic,  which, 
after  a  course  of  about  an  inch  and  a  half,  joins  the  hepatic  duct 
at  an  acute  angle  (fig.  81,  p.  387).  The  common  duct,  ductus 
communis  choledochus,  formed  by  their  union,  is  about  three  or 

*  For  further  information  on  this  Bubject  see  the  original  observations  of  Kiernan 
in  the  'Philosoph.  Trans.'  for  1833. 
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foiir  inches  long,  and  opens  into  the  back  of  the  descending  part 
of  the  duodenum,  after  running  very  obliquely  through  the  coats  of 
the  bowel. 

Exclusive  of  its  partial  peritoneal  covering,  the  gall-bladder 
has  two  coats  :  the  outer,  consisting  of  connective  tissue,  contains 
involuntary  muscular  fibres,  which  run  mainly  in  the  long  axis  of 
the  gall-bladder;  the  inner  is  the  mucous  coat. 

It  is  supplied  with  blood  from  the  cystic  branch  of  the  right 
hepatic  artery ;  its  blood  is  returned  by  the  cystic  vein  which 
opens  into  the  vena  portse  ;  its  nerves  are  derived  from  the  cystic 
branches  of  the  hepatic  plexus. 

The  gall-bladder  should  now  be  laid  open.  Its  mucous  mem- 
brane is  generally  tinged  yellow  by  bile,  and  gathered  into  lidges 
which,  give  it  a  honey-combed  appearance.  This  appearance  is 
most  marked  in  the  middle  of  the  gall-bladder:  in  the  de- 
pressions between  the  ridges  may  be  seen,  with  a  lens,  numerous 
openings  leading  down  to  mucous  follicles.  It  is  covered  by 
columnar  epithelium,  which  secretes  an  abundance  of  viscid 
inucus.  At  the  bend '  of  the  neck  of  the  gall-bladder,  both  its 
coats  project  very  much  into  the  interior,  making  the  opening 
considerably  narrower  than  it  appears  to  be  outside.  In  the  cystic 
duct,  the  mucous  membrane  presents  a  series  of  folds,  so  arranged, 
one  after  the  other,  as  to  form  a  complete  spiral  valve.  The  pro- 
bable use  of  this  is  to  prevent  the  too  rapid  flow  of  the  bile.  The 
gall-bladder  appears  to  serve  mainly  as  a  reservoir  for  the  bile, 
while  digestion  is  not  going  on.  The  bile  becomes  during  its 
sojourn  in  the  gall-bladder  very  viscid  and  intensely  bitter. 
Spleen  '^^^  spleen  is  a  very  vascular  sponge-like  organ, 

and  belongs  to  the  class  of  ductless  glands.  It 
varies  in  size  according  to  the  amoimt  of  blood  in  it,  fluctuating 
in  weight,  consistently  with  health,  between  five  and  ten  ounces. 
It  is  of  a  reddish-blue  colour.  It  is  more  or  less  elliptical  in  shape, 
and  in  its  natural  position  is  placed  with  its  long  axis  nearly 
vertical.  Its  outer  surface,  which  corresponds  to  the  ninth,  tenth, 
and  eleventh  ribs,  is  adapted  to  the  diaphragm  and  ribs,  and  is 
smooth  and  convex;  its  inner,  adapted  to  the  great  end  of  the 

I  I 
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stomach,  is  concave,  and  divided  into  an  anterior  and  a  posterior 
portion  by  a  vertical  fissure — the  hilus — at  the  bottom  of  which 
are  large  openings  through  which  the  vessels  enter  and  emerge 
from  the  spleen. 

The  spleen  is  invested  with  two  coats,  a  peritoneal  and  a 
fibrous.  The  peritoneal  coat  entirely  covers  the  organ,  except  at 
the  hilus,  from  which  it  is  reflected  to  the  stomach,  forming  the 
gastro-splenic  omentum.  Its  fibrous  capsule,  tunica  propria, 
not  only  covers  the  spleen,  but  sends  throughout  its  substance 
fibrous  cords  {trabecular),  which  cross  in  various  directions,  and 
thus  form  an  intricate  network  of  what  are  called  trabecular  spaces. 
Besides  this,  the  trabeculse  form  sheaths  and  supports  for  the  splenic 
vessels  throughout  their  ramifications.  The  whole  of  this  fibrous 
framework  is  exceedingly  elastic  to  admit  of  the  varying  size  of  the 
spleen,  and  contains  more  or  less  non-striped  muscular  tissue. 

The  trabecular  spaces,  above  described,  are  filled  with  what  is 
called  the  pulp  of  the  spleen.  This  pulp  is  a  soft  reddish-brown 
substance,  and,  under  the  microscope,  is  found  to  consist  of  con- 
nective-tissue corpuscles,  which,  with  their  communicating  pro- 
cesses, make  up  a  fine  retiform  tissue,  the  interstices  between  which 
are  filled  with  red  and  white  blood-corpuscles.  Broadly  speaking, 
then,  the  spleen  pulp  is  composed  chiefly  of  cells. 

The  splenic  artery  enters  at  the  hilus  of  the  spleen,  by  several 
branches,  which  ramify  in  its  substance  ensheathed  and  supported 
by  the  fibrous  framework.*  The  smallest  branches  leave  the 
trabeculse,  and,  entering  the  splenic  pulp,  terminate  in  minute 
vessels,  arranged  in  pennicillate  tufts.  They  open,  and  therefore 
pour  their  blood  directly,  into  the  pulp  tissue.  The  veins  are  said 
to  commence  in  the  pulp  tissue  in  the  same  way  as  the  arteries 
terminate  in  it,  and  to  travel  along  the  trabeculse  like  the  arteries  ; 
but  they  communicate  freely,  and  are  so  far  unlike  the  arteries. 

In  the  pulp  of  the  spleen  we  also  find  what  are  called  the 
Malpighian  eorpuscles.f    They  are  about  -^-^  of  an  inch  in 

*  The  ramifications  of  the  splenic  artery  may  be  seen  by  washing  away  the  pulp, 
and  floating  the  flocculeat-looking  spleen  in  water. 

•j-  It    useless  to  lojk  for  them  in  the  human  spleen,  unless  the  subject  be  ex- 
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diameter,  visible  to  the  naked  eye,  and  look  like  white  spots  scat- 
tered through  the  dark  pulp.  They  are  attached  to  the  sides  of 
the  arteries,  and  are  said  to  be  lymphoid  expansions  of  the  con- 
nective tissue  coat  or  outside  coat  of  the  arteries.  These  curious 
spherical  bodies  are  filled  with  lymph-corpuscles.  They  appear 
not  to  have  definite  boundaries,  but  to  communicate  freely  with 
the  reticular  spaces  of  the  pulp. 

The  lymphatics  of  the  spleen  run  between  the  layers  of  the 
gastro-splenic  omentum  to  the  lymphatic  glands. 

The  function  of  the  spleen  is  not  yet  accurately  ascertained. 
It  appears  to  be,  essentially,  a  great  blood-gland  ;  and  that  it 
consists  of  chambers  filled  with  gland- cells  of  various  size, 
between  which  ramify  minute  arteries  and  veins.  It  is  pre- 
sumed that  the  gland  elaborates  the  albuminous  materials  of 
food,  and  stores  them  up  for  a  time  before  they  pass  into 
the  blood.  It  is  considered  to  be  a  nursery  for  the  production 
of  the  white  corpuscles  "of  the  blood ;  and  a  grave-yard  too,  where 
many  of  the  worn-out  red  ones  undergo  disintegration. 

The  kidneys,  two  in  number,  are  situated  in 
the  lumbar  region,  embedded  in  fat.  Their 
colour  is  reddish-brown.  Each  is  about  4  inches  in  length,  and 
2^  inches  in  breadth,  and  weighs  about  4|-  ounces  in  the  male, 
rather  less  in  the  female.  The  left,  usually  situated  higher 
than  the  right,  is  generally  longer  and  somewhat  heavier. 
The  anterior  surface  of  each  is  smooth  and  convex ;  the  posterior 
rather  flattened.  The  upper  end  of  the  kidney  is  larger  and 
thicker  than  the  lower ;  the  outer  border  is  rounded ;  the  inner 
presents  a  deep  notch — the  hihis — for  the  entrance  and  exit  of 
the  renal  vessels  and  duct.  These  have  the  following  relations 
to  one  another  :  in  front  lies  the  renal  vein  ;  behind  is  the  ureter  ; 
between  is  the  renal  artery. 

The  kidney  is  surrounded  by  a  thin  fibrous  capsule,  to  which 
it  is  loosely  connected  by  areolar  tissue  and  minute  vessels.  The 

ceedingly  fresh,  for  they  soon  soften  and  melt  in  the  pulp.  It  is  better,  therefore,  to 
examine  them  in  the  spleen  of  a  sheep  or  bullock,  in  which  animals  they  are  about 
of  an  inch  in  diameter. 
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Fig.  110. 


capsule  does  not  penetrate  into  the  interior  of  the  kidney,  and 
can  be  readily  stripped  off  when  healthy,  leaving  the  surface 
perfectly  smooth. 

A  longitudinal  section  should  be 
made  through  the  kidney  to  ex- 
amine its  interior.  This  section 
displays  two  distinct  substances, 
an  outer  or  cortical,  and  an  inner 
or  medullary. 

The  medullary  structure  is  col- 
lected into  from  ten  to  sixteen 
pyramidal  bundles  (pyramids  of 
Malpighi,*  fig.  110);  the  apices 
of  these,  termed  paplllw,  project 
into  one  of  the  terminal  divisions 
of  the  excretory  tube.  The  pyra- 
mids are  surrounded  by  the  cor- 
tical substance  which  dips  down 
between  them  ;  they  are  composed 
of  minute  straight  tubes,  which 
proceed  from  the  cortical  portion 
to  end  on  the  papillaB.f 

The  cortical  structure  is  deeper 
in  colour  than  the  medullary, 
forms  the  outer  part  of  the  kidney,  and  dips  down  between  the 
pyramids.  It  consists  of  convoluted  tubes,  which  become  dilated 
at  their  extremities  into  what  are  called  the  Malpighian  capsules. 

At  the  hilus  is  the  dilated  commencement  of  the  ureter,  called 
the  pelvis  of  the  Icidney.  It  is  funnel-shaped,  and  its  broad  part 
divides  into  two  principal  channels,  which  again  branch  and  form 

*  So  named  after  Malpighi,  a  celebrated  Italian  anatomist  wlio  lived  during  the 
middle  and  latter  part  of  the  seventeenth  century. 

f  Each  pyramid  represents  what  was,  in  the  early  stage  of  the  kidney's  growth, 
a  distinct  and  independent  lobe.  In  the  human  subject  the  lobes  gradually  coalesce, 
and  no  trace  of  their  primordial  state  remains,  except  the  pyramidal  arrangement  of 
the  tubes.  But  in  the  kidneys  of  the  lower  mammalia,  of  birds  and  reptiles,  the 
lobes  are  permanently  separate. 


SECTION  OF  THE  KIDNEY. 

1.  Ureter. 

2.  Pelvis  of  the  kidney. 

3.  3,  3.  PapUlEe. 
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from  eight  to  twelve  cup-like  excavations,  called  the  calyces.  Into 
each  of  these  calyces  one,  sometimes  two  or  more  papillae  project. 
Between  the  calyces  the  branches  of  the  renal  artery  ascend  to 
ramify  in  the  kidney,  lying  embedded  in  fat.  With  a  lens,  the 
papilla}  may  be  seen  studded  with  minute  apertures,  which  are 

Fig.  111. 


1.  Malpighian  capsule. 

2.  Convoluted  tube. 

3.  Descending  limb. 

4.  Ascending  limb  of 

Henle's  loop. 

5.  Junctional  tube. 


6,  7.  Different  portions  of 

straight  tube. 
8.  Excretory  tube. 

a.  Apex  of  pyramid. 

b.  Base  of  pjramid. 

c.  Cortical  portion. 


DIAGRAM  OF  THE  COUESE  AND  AREANGEJIENT  OF  THE  DEINIFBEOUS  TtTBES. 

(Ludwig.) 

the  terminations  of  the  uriniferous  tubes.  These  tubes  as  they 
pass  outwards  run  straight,  bifurcate  repeatedly  at  very  acute 
angles,  and  reach  the  sides  and  the  bases  of  the  pyramids.  They 
then  enter  the  cortex  in  bundles  of  straight  tubes,  forming  the 
'pyramids  of  Ferrein.   They  vary  from  the  g-^th  to  the  -g-^o^^ 
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Fig.  112. 


an  inch  in  diameter,  and  are  largest  towards  their  termination.  On 
entering  the  cortex,  the  tubes  become  convohited,  and  are  sur- 
rounded by  minute  plexuses  of  blood-vessels.  The  tubuli  uriniferi, 
the  pelvis  of  the  kidney,  and  the  ureter,  are  lined  by  spheroidal 
epithelium.  Between  the  straight  tubes  in  the  Malpighian 
pyramids,  there  have  been  discovered  numerous  smaller  tubules, 
named  the  looped  tubes  of  Henle.  These  come  off  from  the 
straight  tubes  in  the  cortical  portion,  descend  towards  the  apex  of 
the  pyramid,  where  they  form  loops,  and  again  ascend  to  terminate 
in  the  Malpighian  capsules. 

The  Malpighian  capsules  are  situated  in  the  cortical  portion, 
average  about  j th  of  an  inch  in  diameter,  and  are  visible  to  the 

naked  eye  as  minute  red  points.  According 
to  Bowman,*  each  is  formed  by  the  dilatation 
of  the  uriniferous  tube.    It  is  comnosed  of  a 

A. 

homogeneous  membrane,  and  is  pierced  by  a 
small  artery,  afferent  vessel,  which  enters  the 
capsule  opposite  to  the  commencement  of  the 
urinary  tube.  In  the  capsule  the  artery  breaks 
up  into  a  coil  of  minute  vessels,  glomerulus, 
and  returns  its  blood  by  a  vein  (efferent  vessel), 
which  emerges  from  the  capsule  close  to  where 
the  artery  entered  (fig.  112).  Instead  of  leaving 
the  kidney,  as  in  other  organs,  the  vein  forms  a 
plexus  round  the  convolutions  of  the  urinary 
tube.f  The  purpose  of  this  plexus  appears  to 
be  the  secretion  of  the  solid  matter  of  the  urine;  while  the  Malpig- 
hian body  filters  the  watery  part  of  the  urine  into  the  capsule, 
and  washes  the  mere  solid  part  down  the  tube.!  The  coil  of  vessels 

*  ■  Philosoph.  Trans.'  for  1842 ;  part  i. 

f  For  a  summary  of  tlie  opinion  held  by  various  observers,  respecting  these  Mal- 
pighian corpuscles,  consult  a  paper  by  R.  Southe?,  M.D.,  '  St.  Bartholomew's  Hosp. 
Eeports,'  vol.  i.  1865. 

%  That  the  vessel  leaving  the  Malpighian  body  is  a  vein,  and  that  a  constituent 
part  of  the  urine  is  secreted  by  venous  blood,  is  inferred  from  two  reasons :  1.  From 
the  analogous  case  of  the  vena  portse,  out  of  which  the  bile  is  elaborated  in  the  liver  ; 
2.  from  the  fact  that  in  reptiles  the  urine  is  secreted  from  venous  blood. 


a.  Artery. 

V.  Vein,  or  efferent  vessel 

c.  Capsule. 

d.  Urinary  tube. 
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in  the  capsule  is  surrounded  by  the  epithelium  lining  the  interior 
of  the  capsule. 

The  renal  artery  enters  the  hilus  between  the  pelvis  and  the 
renal  vein.  It  shortly  divides  into  four  or  five  branches,  which 
pass  outwards  between  the  papillae,  and  then  enter  the  cortical 
portion  between  the  pyramids.  In  this  portion  they  ascend  as  far 
as  the  bases  of  the  pyramids,  and  then  coursing  along  their  bases 
they  form  arches  between  the  cortical  and  medullary  structure, 
from  which  small  vessels  are  given  ofif,  which  pass  to  the  Mal- 
pighian  capsules. 

The  nerves  forming  the  renal  plexus  are  derived  from  the 
lesser  splanchnic  nerve  and  the  solar  plexus.  The  lymphatics, 
consisting  of  a  deep  and  a  superficial  set,  pass  to  the  lumbar 
glands. 

Sttpra-eenal  These  bodies,  situated  at  the  top  of  the  kidneys, 

Capsules.  belong  to  the  class  of  ductless  glands.    The  right 

resembles  a  cocked  hat ;  the  left  is  more  almond-shaped.  They 
measure  about  1^  inch  in  their  long  diameter,  and  weigh  from  one 
to  two  drachms.  They  are  surrounded  by  a  thin  fibrous  covering, 
which  sends  down  partitions  into  the  interior  through  furrows  upon 
their  surface. 

A  perpendicular  section  shows  that  it  consists  of  a  firm  exterior 
or  cortical  part,  and  of  an  interior  or  medullary  substance,  soft  and 
pulpy.  The  cortical  portion  is  of  a  yellow  colour,  and  forms  the 
principal  part  of  the  organ.  Examined  under  the  microscope,  it 
appears  to  be  composed  of  a  delicate  fibrous  stroma,  in  which 
run  parallel  columns  of  cells  about  yoT)^^  diameter, 
arranged  perpendicularly  to  the  surface.  These  columns  do  not 
run  completely  through  the  thickness  of  the  cortical  portion, 
but  have  a  zone  of  cells  arranged  above  and  below  them.  The 
columns  are  stated  by  some  to  be  tubes  having  a  distinct 
lining  membrane ;  by  others,  to  be  closed  vesicles ;  by  others, 
to  be  cavities  in  the  cortical  portion.  Small  arteries  are  abun- 
'dantly  supplied  to  the  cortex,  and  dip  down  between  the  columns. 
The  medullary  part  varies  in  colour  according  to  the  amount  of 
blood  contained  in  it,  being  sometimes  of  a  dark-brown  colour. 
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sometimes  nearly  white.  It  consists  of  a  plexus  of  minute  veins, 
among  which  are  numerous  cells,  some  of  which  appear  branched.* 
The  stroma  is  composed  of  areolar  tissue,  which  forms  a  delicate 
network  throughout  the  central  part. 

The  supra-renal  capsules  are  well  supplied  with  nerves  derived 
from  the  solar  and  renal  plexuses  of  the  sympathetic.  Of  late 
years  the  minute  structure  and  functions  of  the  supra-renal 
capsules  have  been  much  investigated,  in  consequence  of  the  dis- 
covery, made  by  Dr.  Addison,  of  the  close  relation  which  exists 
between  certain  diseases  in  these  bodies  and  a  brown  discolouration 
of  the  skin.    Their  precise  function  is  still  unknown. 

Stojiach  and  The  alimentary  canal  is  composed  of  four  coats  ; 

Intestine.  a  serous,  a  muscular,  a  submucous,  and  a  mucous. 

First,  is  the  serous  or  peritoneal  coat,  described  at  p.  379. 
Secondly,  under  the  serous  is  a  muscular  coat,  upon  which  the 
chief  strength  of  the  canal  depends.  It  consists  of  two  distinct 
strata  of  plain  muscular  fibres ;  the  outer  stratum  is  longitudinal, 
the  inner  circular.  This  arrangement  not  only  makes  the  bowel 
stronger,  but  regulates  its  peristaltic  action  :  for  the  longitudinal 
fibres,  by  their  contraction,  tend  to  shorten  and  straighten  the 
tube,  while  the  circular  fibres  contract  upon  and  propel  its  con- 
tents to  greater  advantage.  Connecting  this  coat  and  the  mucous, 
is  a  layer  of  areolar  tissue  called  the  submucous  coat,  in  which 
the  arteries  break  up  before  entering  the  mucous  membrane.  The 
mucous  is  the  most  complicated  of  all  the  coats,  for  it  presents 
different  characters  in  different  parts,  according  to  the  functions 
which  it  has  to  perform. 

The  stomach  should  be  moderately  distended 
to  see  its  size,  which  varies  in  different  subjects 
according  to  the  habits  of  the  individual.  When  distended,  an 
average  stomach  would  be  about  ten  or  twelve  inches  in  length 
and  four  in  width.  The  stomach  forms  a  large  bulge  to  the  left 
of  the  oesophagus,  called  the  cardiac  or  splenic  end  :  on  the 
right  side,  where  the  food  passes  out,  it  becomes  small  and  con- 

*  Consult  '  A  Physiological  Essay  on  the  Thymus  Gland/  by  Simon :  London, 
1845. 
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tracted,  and  is  called  the  pyloric  end.  Just  before  the  pylorus, 
the  stomach  bulges  into  a  pouch,  called  antrum,  pylori.  Anato- 
mists describe  the  stomach  as  having  two  borders  and  two  sur- 
faces. The  upper  border  is  concave,  and  called  the  lesser  curve : 
the  lower  border  is  convex,  and  called  the  greater  curve.  On 
removing  the  serous  investment  of  the  stomach,  the  muscular 
coat  is  exposed.  The  fibres  are  of  the  non-striped  variety,  and 
arranged  in  three  layers,  an  external  or  longitudinal^  a  middle  or 
circular,  and  an  internal  or  oblique. 

The  longitudinal  fibres  are  continuous  with  the  longitudinal 
fibres  of  the  oesophagus,  and  spread  out  over  the  stomach :  they 
are  most  numerous  along  the  curves  of  the  stomach.  The  circular 
fibres  are  well  marked  about  the  middle  of  the  stomach,  but  are 
most  abundant  at  the  pylorus,  where  they  form  a  powerful  sphincter. 
The  oblique  fibres  are  scattered  over  the  sides  of  the  stomach,  and 
are  most  distinct  at  the  entrance  of  the  oesophagus,  with  the 
well-marked  circular  fibres  of  which  they  are  continuous. 

When  the  stomach  is  laid  open,  the  mucous  membrane  is  seen 
to  be  of  a  pale  colour,  and  gathered  into  longitudinal  folds — rugce 
— which  disappear  when  the  stomach  is  full.  The  mucous  mem- 
brane is  connected  to  the  muscular  layer  by  a  distinct  stratum  of 
areolar  tissue,  called  the  submucous  coat.  It  permits  the  mus- 
cular and  mucous  coats  to  move  freely  on  each  other,  and  serves 
as  a  bed,  in  which  the  blood-vessels  ramify  minutely  before  they 
enter  the  mucous  membrane. 

If  a  portion  of  the  mucous  membrane  be  examined  under  a 
microscope,  its  surface  will  be  seen  to  be  mapped  out  into  small 
hexagonal  pits  or  alveoli,  giving  it  a  honey-combed  appearance. 
The  pits  vary  from  the  yq-q      Xoo"  ^^^^      diameter.  At  the 

bottom  of  them  are  a  number  of  minute  pores,  the  orifices  of  the 
gastric  tubes.  In  a  perpendicular  section,  the  tubes  are  arranged 
in  parallel  lines  at  right  angles  to  the  surface,  and  terminate  in 
blind  sacculated  ends  set  in  the  submucous  tissue.  The  entire 
thickness  of  the  mucous  membrane  is  made  up  of  these  tubular 
glands.  The  tubules  are  on  an  average  about  of  an  inch  long 
and  the  -^-^  of  an  inch  in  diameter.  In  the  cardiac  end  they  are 
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simple  tubes,  but,  at  the  pyloric,  they  are  frequently  branched. 
Their  upper  fourth  is  lined  with  columnar  epithelium  ;  their  lower 
three-fourths,  with  spheroidal  or  glandular.  It  is  presumed  that 
these  glandular  cells  contain  the  gastric  juice.  As  fast  as  formed, 
during  digestion,  they  pass  into  the  stomach,  discharge  their  con- 
tents, and  disappear.  Other  glands — pyloric — are  foimd  near  the 
pyloric  end  of  the  stomach,  and  are  probably  mucous  glands.  There 
are  also  glands  more  numerous  than  these,  called  peptic  glands. 
They  are  lined  for  a  short  distance  with  columnar  epithelial  cells, 
which  at  the  neck  become  spheroidal  and  granular,  and  are  called 
peptic  cells  ;  towards  the  lower  part  or  fundus  of  the  gland  the 
cells  are  only  found  here  and  there,  and  cause  a  more  or  less  bulging 
of  the  basement  membrane. 

The  mucous  membrane  of  the  stomach  is  lined  by  columnar 
epithelium.  It  is  exceedingly  thin  and  delicate,  and  can  only  be 
seen  in  the  stomach  of  an  animal  recently  killed. 

The  tubes  of  the  stomach  are  richly  supplied  with  blood.  The 
arteries  form  a  stratum  of  minute  inosculations  in  the  submucous 
tissue,  in  which  the  closed  ends  of  the  tubes  are  set ;  from  this 
stratum  the  vessels  run  up  between  the  tubes  to  the  surface  of  the 
stomach,  where  they  again  inosculate,  and  form  the  hexagonal 
spaces  before  alluded  to. 

The  stomach  is  supplied  with  nerves  from  the  pneumogastric 
and  from  the  solar  plexus. 

Small  The  small  intestine,  consisting  of  the  duodenum, 

Intestine.  jejunum,  and  ileum,  forms  a  tube  from  sixteen  to 

twenty-six  feet  in  length,  according  to  the  height  of  the  individual. 
The  duodenum  is  about  twelve  fingers'  breadth  in  length  ;  the 
jejunum  comprises  two-fifths,  the  ileum  three-fifths,  of  the  remain- 
ing part  of  the  small  intestine.  As  regards  their  external  cha- 
racter, the  duodenum  and  jejunum  are  more  vascular  than  the 
ileum,  and  feel  thicker  in  consequence  of  the  peculiar  arrangement 
of  their  mucous  membrane  ;  but  there  are  no  defined  limits  between 
the  different  portions  of  the  intestinal  canal.  Its  peritoneal  and 
muscular  coats  are  the  same  throughout.  The  muscular  coat 
consists  of  an  outer  longitudinal  layer  and  an  inner  circular  thicker 
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layer,  which,  however,  becomes  thinner  towards  the  end  of  the  ileum. 
It  is  connected  to  the  mucous  membrane  by  the  submucous  coat. 
Immediately  beneath  the  mucous  membrane  there  is  a  very  thin 
layer  of  non-striped  muscular  fibre,  termed  musculans  mucosce. 

When  the  small  intestine  is  cut  open  from  the  upper  end, 
we  see  that  the  mucous  membrane  is  arranged  in  close  transverse 
folds,  called  valvulce  conniventes.  These  differ  from  other  folds 
in  the  alimentary  canal — e.g.  in  the  oesophagus  and  stomach —  in 
that  they  are  not  obliterated  when  the  tube  is  distended.  Each  fold 
extends  about  one-half  or  two-thirds  round  the  intestine  ;  but 
they  are  not  all  of  equal  size.  They  commence  immediately 
below  the  opening  of  the  biliary  and  pancreatic  ducts,  and  are 
most  developed  in  the  duodenum  and  the  upper  part  of  the 
jejunum.  Below  this  part  of  the  tube  they  gradually  decrease 
in  size,  and  become  wider  apart,  till  they  finally  disappear  near 
the  middle  of  the  ileum.  The  use  of  the  valvulse  conniventes 
is  to  increase  the  extent  of  surface  for  the  absorption  of  chyle  ; 
to  prevent  the  food  passing  too  rapidly  through  the  intestine, 
and  for  secretion. 

If  a  portion  of  small  intestine  be  washed  and  placed  in  water, 
the  surface  of  the  mucous  membrane  appears  like  the  soft  fur  or 
pile  upon  velvet.  This  appearance  is  produced  by  small  processes 
called  villi.  These  are  extremely  vascular  projections  of  the 
mucous  membrane,  about  a  fourth  of  a  line  in  length,  and  are 
so  numerous  that  a  square  line  contains  from  forty  to  ninety  of 
them.*  Their  size,  however,  and  their  number,  bear  a  direct  ratio 
to  that  of  the  valvulae  conniventes.  Under  the  microscope  a  villus 
is  seen  to  consist  of  an  outstanding  process  of  the  mucous  mem- 
brane, covered  by  a  layer  of  columnar  epitlielium,  which  rests  upon 
a  basement  membrane.  Each  villus  is  fm-nished  with  an  artery 
which  forms  a  network  of  inosculations  in  it,  and  then  returns  its 
blood  by  a  single  vein.  Down  its  middle  runs  a  lacteal  or  absorb- 
ing vessel,  which  commences  in  a  closed  end  near  the  summit  of 
the  villus,  where  it  is  surrounded  by  a  layer  of  pale  non-striped 
muscular  fibres  proceeding  from  the  muscularis  mucosce.  The 
*  Krause  estimates  the  total  number  of  villi  at  four  millions. 
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cylindrical  cells  which  cover  the  villi  are  believed  to  be  the  agents 
in  the  absorption  of  the  chyle,  and  to  possess  the  power  of  selection. 

Intestinal  There  are  four  kinds  of  glands^  in  the  small  in- 

Glands.  testine,  called  the  glands  of  Lieberkiihn,  Brunner, 

Peyer,  and  the  solitary  glands.  The  first  and  last  are  distributed 
over  the  whole  tract  of  the  intestinal  mucous  membrane;  the  other 
two  over  particular  parts. 

The  glands  of  Lieberlmhn,]  the  most  numerous  of  all,  are 
minute  tubes  with  blind  ends,  very  thickly  distributed  over  the 
small  and  the  large  intestines.  Under  the  microscope,  their 
orifices  are  seen  between  the  villi,  like  so  many  minute  dots. 
These  vary  in  depth  from  -J^-  to  of  a  line,  and  about  the  -^^  of 
a  line  in  diameter,  and  are  lined  with  columnar  epithelium. 

The  glands  of  Brunner  %  are  found  only  in  the  duodenum. 
They  are  just  visible  to  the  naked  eye,  and  may  be  seen  by  re- 
moving the  muscular  coat.  Their  structure  exactly  resembles  the 
round  compound  glands  of  the  mucous  membrane  of  the  mouth. 

The  glands  of  Peyer  ^  (glandulge  agminatse)  abound  most  in 
the  ileum,  and  are  seen  most  distinctly  in  children.  They  are 
arranged  in  groups,  from  twenty  to  forty  in  number,  on  that  part 
of  the  intestine  most  distant  from  the  attachment  of  the  mesen- 
tery. These  groups  are  from  half  an  inch  to  three  inches  long,  of 
an  oval  form,  and  increase  in  size  and  number  towards  the  lower 
part  of  the  ileum.  If  a  group  be  examined  by  dissecting  away  the 
muscular  coat,  you  find  that  it  is  composed  of  a  number  of  small 
oval  vesicles,  like  Florence  flasks,  embedded  in  the  sub-mucous 
tissue.  They  are  composed  of  masses  of  lymphoid  tissue,  of  about 
three-fourths  of  a  line  in  diameter,  and  contain  an  opaque  greyish 
fluid.  No  excretory  ducts  have  been  traced  from  these  vesicles, 
but  they  are  supposed  to  discharge  their  contents  by  rupture  of 

*  A  satisfactory  examination  of  the  intestinal  glands  can  be  made  only  in  speci- 
mens quite  recent,  taken  from  young  persons  -who  have  died  suddenly,  or  from  a 
rapidly  fatal  disease. 

t  J.  N.  Lieberkiihn, '  Diss,  de  fabric,  etactione  villorum  intestin.  ten.,'  1782. 

\  J.  C.  Brunner,  '  Gland,  duoden.  seu  pancreas  secundarium,'  1715. 

§  Peyer,  '  De  glandulis  intestinorum,'  1682,  These  glands  were  first  described  by 
Nehemiah  Grew,  in  1681. 
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their  capsules.  Between  the  vesicles  are  found  Lieberkiihn's 
follicles  ;  and  the  surface  of  the  patches  is  covered  with  villi. 
These  glands  are  liable  to  be  ulcerated  in  typhoid  fever.  They 
diminish  in  number  and  size  with  old  age. 

The  solitary  glands  are  scattered  over  all  parts  of  the  small 
and  large  intestines.  They  consist  of  the  same  lymphoid  structure 
as  the  glands  of  Peyer,  and  only  differ  from  them  in  being  solitary 
instead  of  being  aggregated  into  groups. 

The  lymphatics  consist  of  two  sets,  those  of  the  muscular 
and  those  of  the  mucous  coats;  the  latter  receive  those  from  the 
villi,  at  the  base  of  which  they  form  a  minute  plexus,  and,  after 
piercing  the  muscular  coat,  join  with  the  former,  which  are 
chiefly  found  between  the  longitudinal  and  the  circular  layers  of 
muscular  fibres. 

The  nerves  are  derived  from  the  superior  mesenteric  plexus, 
and  accompany  the  superior  mesenteric  artery  and  its  branches, 
between  the  layers  of  the  mesentery ;  after  reaching  the  intestinal 
walls  the  nerve-filaments  separate  from  the  arteries.  They  then 
pierce  the  external  longitudinal  muscrdar  fibres  and  form  a  very 
minute  gangliated  plexus,  AuerbacJi's  plexus  or  plexus  myen- 
tericus,  which  distributes  filaments  to  the  muscular  layer  of  the  en- 
tire intestinal  canal.  From  this  plexus  numerous  branches  perforate 
the  internal  circular  muscular  layer,  and  unite  to  form  a  largely 
gangliated  plexus,  Meissner's  plexus,  in  the  submucous  tissue. 
The  intermuscular  plexus  probably  supplies  the  muscular  coat  and 
regulates  the  peristaltic  action  of  the  bowel ;  the  submucous 
plexus  determines  the  calibre  of  the  blood-vessels. 

Large  The  principal  external  characters  of  the  large 

Intkstine.  intestine  are  that  it  is  pouched  or  sacculated,  and 

that  it  has  attached  to  it  little  pendulous  portions  of  fat  covered 
by  peritoneum,  called  appendices  epiploicce.  The  pouches  (sac- 
culi)  are  produced  by  a  shortening  of  the  longitudinal  muscular 
fibres,  and  by  their  being  collected  into  three  bands,  about  half  an 
inch  wide,  nearly  equidistant  from  each  other.  One  of  these  bands 
corresponds  with  the  attached  part  of  the  circumference  of  the 
bowel;  another  with  the  front  part;  a  third  with  its  concavity.  If 
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at  any  given  part  the  three  bands  be  divided,  the  pouches  imme- 
diately disappear. 

In  a  colon  moderately  distended  and  dried,  we  observe  that  the 
mucous  membrane  forms  numerous  ridges  or  incomplete  septa 
(see  fig.  113):  they  correspond  to  the  grooves  on  the  external 
surface  of  the  bowel,  and  disappear,  like  the  sacculi,  when  the 
longitudinal  bands  are  divided. 

The  rectum  differs  from  the  rest  of  the  large  intestine  in  that 
its  longitudinal  muscular  fibres  are  not  collected  into  bands,  but 

Fig.  113. 


1.  Ileum. 

2.  Ctecum  or  caput  coli. 


3.  Appendix  Termi- 
formis. 


SECTXOxV  THEOUGH  THE  JUNCTION  OF  THE  XAEGE  AND  SMALL    INTESTINE,  TO  SHOW 

THE  ILIO-CiECAL  VALVE. 

distributed  equally  over  its  whole  circumference.  Moreover,  both 
the  longitudinal  and  circular  fibres  are  of  considerable  strength, 
like  those  of  the  oesophagus,  as  one  might  expect  from  the  parti- 
cular functions  which  these  parts  of  the  alimentary  canal  have  to 
perform.  For  an  inch  and  a  half,  or  thereabouts,  above  the  anus, 
the  circular  fibres  are  remarkably  developed,  and  constitute  the 
internal  sphincter  ani. 

The  mucous  membrane  of  the  large  intestine  differs  consider- 
ably from  that  of  the  small.    There  are  neither  valvulae  conni- 
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ventes  nor  villi ;  bat  the  glands  of  Lieberkiihn  and  the  lymphoid 
ft)llicles  may  be  seen  studding  the  mucous  membrane.  The 
follicles  are  more  abundant  in  the  csecum  and  in  the  appendix 
vermiformis  than  in  any  other  part  of  the  alimentary  canal.  The 
blood-vessels  present  the  same  hexagonal  arrangement  on  the  sur- 
face as  that  of  the  stomach.  That  the  mucous  membrane  of  the 
large  intestine  may  be  temporarily  used  as  a  substitute  for  the 
stomach  is  proved  by  the  fact  of  persons  having  been  nourished 
for  many  weeks  solely  by  injections.  The  mucous  membrane  is 
lined  throughout  with  columnar  epithelium. 

luo-ciECAi,  At  the  junction  of  the  small  with  the  large 

Valte.  intestine  the  mucous  membrane  is  folded  so  as  to 

form  a  valve :  but  it  is  not  a  perfect  one,  as  is  proved  by  poming 
water  into  the  large  intestine,  or  by  the  occasional  vomiting  of 
injections.  The  arrangement  of  the  valve  is  best  examined  in  a 
dried  preparation.  The  opening  is  a  transverse  fissure  like  a 
button-hole ;  and  the  two  flaps  are  arranged  like  an  upper  and  a 
lower  eyelid.  The  upper  lid  of  the  valve  projects  more  than  the 
lower,  so  that  the  contents  of  the  ileum  drop  naturally  down  into 
the  caput  coli,  where  they  are  apt  to  collect  and  form  hard  lumps. 
The  flaps  of  the  valve  consist  of  mucous  membrane  and  the  cir- 
cular fibres  of  the  ileum.  The  longitudinal  fibres  of  the  ileum 
are  continued  directly  on  to  the  csecum :  if  these  be  divided,  the 
ileum  can  be  drawn  out,  and  the  valve  disappears.* 

Folds  in  the  In  many  subjects  we  observe  that  transverse  or 

Rectum.  oblique  folds  of  the  mucous  membrane  project 

into  the  rectum.    These  cannot  be  seen  to  advantage  unless  the 

bowel  be  hardened  by  alcohol  in  its  natural  position.  Three, 

more  prominent  than  the  rest,  and  half  an  inch,  or  thereabouts, 

in  width,  were  first  pointed  out  by  Mr.  Houston.-|-    One  projects 

from  tlie  upper  part  of  the  rectum,  opposite  the  prostate  gland  ; 

another  is  situated  higher  iip,  on  the  side  of  the  bowel;  while 

the  third  is  still  higher.    "When  thickened  or  ulcerated,  these  folds 

are  apt  to  frccasion  great  pain  and  obstruction  in  defecation. 

*  It  is  interesting  to  note  that  the  surface  of  the  valve,  towards  the  ileum, 
covered  -with  villi ;  not  so  the  surface  towards  the  large  intestine, 
t  'Dublin  Hospital  Reports,'  vol.  v. 
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The  body  having-  been  placed  on  its  back,  the  thigh  should 
be  slightly  flexed  and  abducted.  An  incision  should  be  made 
along  the  groin,  from  the  anterior  superior  spine  of  the  ilium  to 
the  spine  of  the  pubes ;  another,  from  the  middle  of  the  first, 
down  the  thigh  for  about  six  inches.  The  skin  being  reflected, 
the  superficial  fascia  and  vessels  will  be  exposed. 

SuPEEFiciAL  This  fascia  varies  in  thickness,  according  to 

Pascia.  the  condition  of  the  body.    Like  other  superficial 

fascias,  it  is  divisible  into  two  layers,  between  which  are  situated 
the  inguinal  glands,  and  the  cutaneous  vessels.  The  upper  layer 
is  continuous  with  that  of  the  abdomen  ;  the  deeper  layer  is  best 
marked  in  the  upper  part  of  the  thigh,  especially  where  it 
stretches  across  the  saphenous  opening  to  form  the  cnbHform 
fascia,  and  is  attached  to  Poupart's  ligament. 

The  cutaneous  vessels  come  from  the  femoral  artery  and  are 
three  in  number,  the  superficial  efigastric,  the  superficial  ex- 
ternal pudic,  and  the  superficial  circumflexa  ilii  arteries  :  the  first 
ascends  over  Poupart's  ligament  to  the  abdomen  (p.  355) ;  the  second 
crosses  inwards  towards  the  pubes  ;  and  the  third  passes  outwards 
to  the  ilium.  Each  artery  is  accompanied  by  one,  sometimes 
by  two  veins,  which  empty  themselves,  either  directly  into  the 
femoral,  or  into  the  great  cutaneous  vein  of  the  thigh,  called  the 
saphena. 

Superficial  These  glands  are  easily  recognised,  by  their 

Inguinal  oval  form  and  reddish-brown  colour.    There  are 

Glands.  two  sets :  one  set  runs  parallel  to  Poupart's  liga- 

ment, and  receives  the  lymphatics  from  the  penis,  the  scrotum, 
the  perineum,  the  anus,  the  buttock,  the  lower  part  of  the  ab- 
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(Nominal  wall,  and  the  upper  and  outer  aspect  of  the  thigh ;  the 
other  set  lies  along  the  saphena  vein,  and  receives  the  lymphatics 
from  the  foot,  the  leg,  and  the  lower  part  of  the  thigh.  This 
explains  why  in  cancer  of  the  scrotum  and  syphilitic  disease  of 
the  penis  the  first  set  becomes  enlarged  ;  and  the  second,  in  dis- 
eases of  the  lower  extremity.  The  lymphatic  vessels  which  pass 
to  and  from  the  glands  are  small,  and  may  escape  observation, 
unless  specially  looked  for.  They  all  pass  through  the  femoral 
ring  into  the  abdomen,  and  eventually  empty  themselves  into  the 
receptaculum  chyli. 

The  glands  mentioned  in  the  preceding  paragraph  are  all 
superficial.  There  are  others,  more  deeply  seated,  close  to  the 
great  vessels  of  the  thigh :  these  are  much  smaller,  and  sometimes 
cannot  be  found. 

Sotehficiai.  '^^^  superficial  epigastric  artery  comes  through 

Ahtebies  of  the  fascia  lata,  half  an  inch  below  Poupart's 
THE  Geoin.  ligament,  supplies  the  inguinal  glands,  and  anas- 

tomoses with  the  deep  epigastric  artery.  Its  further  course  is 
described  at  p.  355. 

The  superficial  circumflexa  ilii  runs  parallel  to  Poupart's 
ligament  towards  the  crest  of  the  ilium,  and  ends  in  the  skin  and 
subcutaneous  tissue. 

The  superficial  external  pudic  comes  through  the  saphenous 
opening,  crosses  over  the  spermatic  cord,  and  supplies  the  penis 
and  scrotum  in  the  male,  and  the  labium  in  the  female.  This 
artery  is  liable  to  be  divided  in  the  operation  for  femoral  hernia ; 
also  in  that  for  phimosis,  since  it  runs  along  the  penis  to  supply 
the  prepuce.  Arising  directly  from  so  large  an  artery  as  the 
femoral,  it  sometimes  bleeds  profusely ;  for  it  is  an  admitted 
fact  that  when  even  a  small  branch,  coming  directly  from  a 
principal  artery,  is  divided  near  its  origin,  it  will  sometimes  pour 
out  as  mvich  blood  as  if  an  opening  were  punched  out  of  the 
trunk  as  large  as  the  area  of  the  divided  branch.*  There  is 
another  pudic  artery,  called  the  deep  or  inferior  external  pudic : 

*  Mr.  Listen  had  occasion  to  tie  the  external  iliac  arterj  for  a  supposed  injury  (by 
a  pistol-bail)  to  the  femoral.    It  was  discovered,  after  the  death  of  the  patient,  that 
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this  rims  between  the  fascia  lata  and  the  pectineus,  supplying 
that  muscle,  the  scrotum  in  the  male,  and  the  labium  in  the  female. 

The  incision  should  be  prolonged  down  the  thigh,  over  the 
knee  to  the  tubercle  of  the  tibia.  The  skin  must  then  be  re- 
flected, to  expose  the  subcutaneous  tissue  over  the  whole  of  the 


Fig.  114. 


SUPERFICIAL  VESSELS  AND  GLANDS  OF  THE  GEOIN.     SAPHENOUS  OPENING  WITH  THE 

CEIBRIFOEM  FASCIA. 


1.  Saphenous  opening  of  the  fascia  lata.  5i  Superficial  pudic  artery. 

2.  Saphena  vein.  6.  External  abdomijial  ring. 

3.  Superficial  epigastric  artery.  .               7.  Fascia  lata  of  the  thigh. 

4.  Superficial  circumflexa  ilii  artery. 

front  of  the  thigh.  In  it  will  be  found  the  cutaneous  vessels  and 
nerves,  which  must  be  carefully  dissected. 

the  ball  had  injured  on]y  one  of  the  superficial  branches  of  the  femoral,  about  an  inch 
from  its  origin.    See  his  paper  in  the  '  Med.-Chir.  Trans.'  vol.  xxix.  1846. 
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This  is  the  chief  subcutaneous  vein  of  the  lower 
Saphena  Vein.    ^.^^^         ^^^^^^  arising  on  the  inner  side  of  the 

foot,  unite  into  a  single  trunk,  which  ascends  in  front  of  the  inner 
ankle,  along  the  inner  side  of  the  leg,  behind  the  knee,  along  the 
inner  and  front  part  of  the  thigh,  where  it  passes  through  an  open- 
ing— the  saphenous  opening—  in  the  fascia  lata,  to  join  the  femoral 
vein,  immediately  below  the  crural  arch  (fig.  114).  In  this  long- 
course  it  receives  several  tributary  veins,  some  of  which  are  often 
large  ;  and,  just  before  its  termination,  it  is  joined  by  the  super- 
ficial veins  which  accompa,ny  the  arteries  of  the  groin  already 
alluded  to  (p.  497).  Like  all  subcutaneous  veins,  it  is  provided  at 
intervals  with  valves,  chiefly  where  joined  by  other  veins,  to  sup- 
port the  column  of  the  blood. 

Cutaneous  The  distribution  of  the  cutaneous  nerves  of  the 

Nerves.  thigh  varies  considerably,   but   they  are  always 

found  more  abundantly  on  the  ianer  than  on  the  outer  aspect 
of  the  thigh.  The  nerves  are  divided  into  external,  middle, 
and  internal.  All  directly  or  indirectly  proceed  from  the  lumbar 
plexus,  and,  perforating  the  fascia,  divide  in  the  subcutaneous 
tissue. 

a.  The  external  cutaneous  nerve  is,  a  branch  of  the  second 
lumbar  nerve.  It  enters  the  thigh  beneath  Poupart's  ligament 
close  to  the  anterior  superior  spine  of  the  ilium.  Here  it  divides 
into  two  branches,  an  anterior  and  a  posterior.  The  anterior 
branch  comes  through  the  fascia  lata  about  four  inches  below 
Poupart's  ligament  and  can  be  traced  down  the  outer  side  of  the 
thigh  as  far  as  the  knee,  giving  off  numerous  branches.  The 
posterior  branch,  after  coming  through  the  fascia,  divides  i-nto 
filaments,  which  are  distributed  to  the  skin  over  the  nates  and  the 
posterior  part  of  the  thigh. 

h.  The  middle  cutaneous  nerves,  one  or  two  in  number,,  are 
given  ofi"  by  the  anterior  crural..  They  pass  through  the  sartorius 
about  four  inches  below  Poupart's  ligament,  perforate  the  fascia 
lata,  and  descend  along  the  front  and  inner  part  of  the  thigh  as 
far  as  the  knee,  distributing  branches  on  either  side  ;  some  of 
which  communicate  with  the  long  saphenous  nerve.    In  its  course 
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along  the  front  of  the  thigh  it  joins  with  the  crural  branch  of  the 
genito- crural  and  the  internal  cutaneous  nerves. 

c.  The  internal  cutaneous  nerve,  also  a  branch  of  the  anterior 
crural,  crosses  obliquely  over  the  femoral  artery.  It  then  divides 
into  branches  which  perforate  the  fascia  lata,  and  supply  the  skin 
on  the  inner  side  of  the  thigh,  over  the  patella,  and  the  inner  side 
of  the  leg.  Some  of  these  communicate  with  the  middle  cutaneous, 
the  long  saphenous  and  the  cutaneous  branch  of  the  obturator.* 

d.  The  crural  branch  of  the  genito-crural  nerve  perforates  the 
fascia  external  to  the  femoral -artery,  immediately  below  Poupart's 
ligament,  and  supplies  the  skin  in. front  of, the  thigh.  About  two 
or  three  inches  below  the  crural  arch  it  usually  communicates  with 
the  middle  cutaneous  nerve.  It  also  distributes  a  few  filaments 
to -the  femoral  artery  in  its  passage  under  the  crural  arch. 

e.  The  ilio-inguinal  nerve,  after  emerging  from  the  external 
abdominal  ring,  supplies  the  skin  on  the  inner  aspect  of  the  thigh. 

Fascia  Lata  Remove  the  subcutaneous  fat  to  examine  the 

fascia  lata  of  the  thigh.  The  use  of  this  fascia  is  to 
cover  the  muscles  of  the  thigh  collectively,  and  to  form  separate 
sheaths  for  each ;  so  that  it  not  only  keeps  them  together,  but 
maintains  each  in  its  -proper  position.  A-  knowledge  of  these 
sheaths  is  important,  because  they  interfere  with  the  progress  of 
deep-seated  matter  towards  the  surface,  and  cause  it  to  burrow  in 
this  or  that  direction  according  to  the  part  in  which  it  forms. 

The  fascia  is  not  of  equal  strength  all  round  the  thigh.  It  is 
comparatively  thin  on  the  inner  side ;  exceedingly  thick  and  strong 
down  the-'Oufeer  side  ;  here,  indeed,  it  has  the  appearance  of  a  dense 
expanded  aponem-osis,  strapping  down  the  vastus  externus  muscle  ; 
and  it  certai-nly  performs  the  oflEice  of  a  tendon,  for  it  gives  inser- 
tion to  two  powerful  muscles — namely,  the  tensor  fasciae  femoris, 
and  the  gluteus  maximus  (fig.  115). 

The  fascia  lata  is  attached  to  the  margin  of  the  bones  whicli 
constitute  the  framework  of  the  lower  extremity.    Beginning  from 

*  It  is  important  to  note  that  one,  or  sometimes  two,  of  these  internal  cutaneous 
nerves  cross  the  sheath  of  the  femoral  artery  just  where  thcsartorius  begins  to  over- 
lap it ;  and  therefore  at  the  spot-where  it  is  usually  tied.    See  diag.,  p.  511. 
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Fig.  115. 


above,  its  attachment  can  be  traced  from  the  posterior  surface  of 
the  sacrum  and  coccyx,  along  the  crest  of  the  ilium,  thence  along 
the  crural  arch  to  the  body  of  the  pubes,  and  down  the  rami  of  the 
pubes  and  ischium.  Proceeding  down  the  thigh,  it  penetrates,  on 
either  side  of  the  limb,  to  the  linea  aspera,  forming  what  are  called 
the  extemal  and  internal  intermuscular  septa^ 
which  separate  the  extensor .  from  the  flexor 
muscles.  Below,  it  can  be  traced  round  the 
knee-joint,  and  is  particularly  strong,  especially 
on  the  outer  side,  where  it-  is  attached  to  the 
head  of  the  tibia  and  fibula,  and  forms  the  inser- 
tion of  the  tensor  fascise  femoris. 

There  are  numerous  small  apertures  in  the 
fascia,  through  which  the  cutaneous  nerves  and 
vessels  are  transmitted ;  but  the  most  important 
one  is  the  large  opening — the  saphenous  opening 
— through  wliich  the  saphena  vein  passes  to  join 
the  femoral.  That  part  of  the  fascia  lata  situated 
external  to  the  saphenous  opening  is  termed  the 
iliac  portion  of  the  fascia  lata ;  that  internal  to 
it,  the  pubic  portion. 

Saphenous  The  saphenous  opening  is  an 

Opening  in  the  oval  aperture  in  the  fascia  lata, 
Fascia  Lata.  immediately  below  the  crural 
arch,  on  the  inner  side  of  the  front  of  the  thigh, 
through  which  the  saphena  vein  passes  to  join 
the  femoral.  There  is  no  definite  border  to  the 
saphenous  opening  .until  the  fascia,  which  covers 
the  opening  and  blends. with  its  margin,  has  been 
removed.  The  term  cribriform  has  been  given 
to  this  fascia,  because  it  is  perforated  with  holes 
for  the  passage  of  the  superficial  vessels  and 
lymphatics.  It  is  a  thin  covering  over  the  saphenous  opening,  and 
is  prolonged  from  the  outer  .edge  jof  the  opening  over  the  sheath 
Cribkifoem  of  the  femoral  vessels,  and  adheres  on  the  inner 
side  to  the  fascia  lata,  over,  the  pectineus  muscle. 


FASCIA  ON  THE  OUT- 
SIDE OF    THE  THIGH. 

1 .  Tensor  fascise  femoris. 

2.  Gluteus  tnaximus. 

3.  Lower  fibres  of  ditto. 

4.  Fascia  lata. 
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Some  anatomists  describe  this  fascia  as  a  portion  of  the  superficial 
fascia  ;  others  consider  it  as  a  thin  prolongation  of  the  fascia  lata 
itself  across  the  opening.  Its  chief  surgical  importance  is  de- 
rived from  the  fact  that  it  forms  one  of  the  coverings  of  a  femoral 
hernia. 

The  cribriform  fascia  must  now  be  removed  so  as  to  display 
the  saphenous  opening/  which  will  appear  as  represented  in 
fig.  116. 

Eeverting  to  the  saphenous  opening,  we  observe  that  it  is 
situated  just  below  the  crural  arch,  not  far  from  the  pubes  ;  that 
it  is  oval  with  the  long  axis  vertical,  and  about  one  inch  and  a  half 

Fin.  llfi. 


1.  Crural  arch. 

Saphenous  opening  of 
the  fascia  lata. 

Saphena  vein. 

4.  Femoral  vein. 


5.  Gimbernat's  ligament. 

G.  External  abdominal 
ring. 

7.  Position  of  the  internal 
ring  in  dotted  out- 
line. 


DIAGRAM  OF  THE  FEMORAL  RING  AKD  THE  SAPHENOUS  OPKNING. 

(The  arrow  is  introduced  into  the  femoral  ring.) 

long  and  an  inch  broad.  Its  border  on  the  inner  side  is  not  tie- 
fined  ;  for  here  the  fascia  lata  ascends  under  the  femoral  vessels, 
and  is  continuous  with  the  iliac  fascia  of  the  pelvis.*  But  the 
outer  or  iliac  border  is  clearly  defined.  This  lies  in  front  of  the 
femoral  vessels,  is  crescent-shaped,  with  the  concavity  towards  the 
pubes,  and  called  the  falciform  ^process  of  Burns.  The  lower 
horn  of  the  crescent  curves  under  the  saphena  vein  with  a  well- 
defined  border,  and  on  being  traced  upwards  becomes  less  well 

*  On  the  inner  side  of  the  femoral  vessels  the  pubic  portion  of  the  fascia  is  at- 
tached to  the  linea  ilio-pectinea. 
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marked  until  it  is  gradually  lost  in  the  fascia  on  the  inner  side  of 
the  opening.  The  upper  horn,  Hey's  ligament,*  arches  over  the 
femoral  vein,  and  then  descending  slightly  is  continued  uninter- 
ruptedly into  Gimbernat's  ligament— i.e.  into  that  part  of  the  crural 
arch  which  is  inserted  into  the  linea  ilio-pectinea.  The  upper  horn 
deserves  especial  attention,  because  it  forms  the  upper  boundary 
of  the  aperture  through  which  a  femoral  hernia  takes  place  ;  and, 
being  chiefly  concerned  in  the  constriction  of  the  ruptiu-e,  must 
be  divided  for  its  relief.  This  may  be  easily  ascertained  by  intro- 
ducing the  little  finger  under  the  crural  arch,  on  the  inner  side  of  the 
femoral  vein — in  other  words,  into  the  femoral  ring  (see  the  arrow 
in  the  diagram).  Feel  how  the  upper  horn  of  the  crescent  would 
girt  the  neck  of  a  hernia,  and  that  its  tension  is  greatly  influenced 
by  the  position  of  the  limb  ;  for  if  the  thigh  be  bent  and  brought 
over  to  the  other  side,  the  tension  of  all  the  parts  is  materially 
lessened. t 

ANATOMY  OF  THE  PAKTS  CONCEENED  IN  FEMOKAL  HERNIA. 

The  anatomy  of  the  parts  concerned  in  femoral  hernia  cannot 
be  thoroughly  understood  without  the  assistance  of  special  dis- 
sections. The  following  demonstration,  therefore,  takes  for  granted 
that  the  student  has  the  opportunity  of  seeing  the  parts,  not  only 
on  their  femoral,  but  also  on  their  abdominal  side. 

The  different  parts  of  the  subject  should  be  examined  in  the 
following  order : — 

a.  The  formation  of  the  crural  arch. 

h.  The  arrangement  of  the  parts  as  they  pass  under  the  arch, 
c.  The  sheath  of  the  femoral  vessels. 

*  This  upper  horn  is  sometimes  called  '  Hey's  ligament,'  after  the  surgeon  who 
first  drew  attention  to  it:  'Observations  in  Surgery,' by  W.  Hey,  F.R.S.  London, 
1810. 

f  We  must  always  bear  in  mind  that,  though  the  crural  areh  and  the  fascia  at- 
tached to  it  have  received  particular  names,  they  are  not,  on  that  account,  distinct  and 
.separate  ;  but  all  are  intimately  connected,  and  portions  merely  of  one  continuous  ex- 
pansion. Thus  all  the  parts  are  kept  in  a  condition  of  mutual  tension,  which  depends 
ver^  much  on  the  position  of  the  thigh. 
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d.  The  crural  canal  and  ring. 

e.  The  practical  application  of  the  subject. 

Pootart's  The  lower  border  of  the  aponeurosis  of  the 

Ligament  or  external  oblique  muscle  extends  from  tlie  anterior 
Crural  Aech.  superior  spine  of  the  ilium  to  the  spine  of  the 
pubes,  and  forms,  over  the  bony  excavation  beneath,  the  crural 
arch  or  Pouparfs  ligament.  (It  is  marked  by  the  dark  line  in 
fig.  116.)  The  direction  of  the  arch  is  at  first  somewhat  oblique, 
but  towards  its  inner  half,  becomes  nearly  horizontal.  In  conse- 
quence of  its  intimate  connection  with  the  muscular  fascia  of  the 
thigh,  the  line  of  the  arch  describes  a  gentle  curve  with  the  con- 
vexity downwards.  The  arch  is  attached  to  the  spine  of  the  pubes, 
and  also  for  some  distance  along  the  linea  ilio-pectinea  (fig.  116). 
This  additional  attachment,  called  Gimbernafs  ligament*  is  of 
importance,  for  it  is  frequently  the  seat  of  stricture  in  femoral 
hernia. 

Gimbeenat's  The  best  view  of  Grimbernat's  ligament  is  ob- 

LiGAMENT.  tained  from  within  the  abdomen ;  it  being  only 

necessary  to  remove  the  peritoneum.  It  is  placed  nearly  horizon- 
tally, in  the  erect  posture,  and  is  triangular  with  its  apex  at  the 
pubes  and  its  base  directed  outwards.  In  front,  it  is  continuous 
with  the  crural  arch;  behind,  it  is  inserted  into  the  linea  ilio- 
pectinea  ;  externally,  it  is  continuous  with  the  fascia  lata  through 
Hey's  ligament  (fig.  116).  Its  length  is  from  |  of  an  inch  to  1 
inch ;  but  it  is  usually  longer  in  the  male  than  the  female. 

On  putting  your  finger  into  the  femoral  ring,  you  feel  the 
sharp  and  wiry  edge  of  this  ligament :  observe,  too,  that  as  the 
body  lies  on  the  table,  the  plane  of  the  ligament  is  perpendicular, 
and  therefore  that  it  recedes  from  the  surface. 

Aeeangement  crural  arch  transmits  from  the  abdomen  into 

ofthbPaets  the  thigh  (proceeding  in  order  from  the  outer 
WHICH  PASS  UNDER  gi^e)  thc  followiug  objects,  shown  in  fig.  117): 
THE  Aech.  -^^  rpj^^  external  cutaneous  nerve;  2.  The  iliacus 

and  psoas  muscles,  with  the  anterior  crural  nerve  between  them ; 

*  Don  Antonio  de  Gimbernat  was  a  Spanish  surgeon,  who  published,  in  1703,  '  A 
new  Method  of  Operating  fon  the  Femoral  Hernia.'  Madrid. 
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3.  The  femoral  artery  and  vein  with  the  crural  branch  of  the 
genito-crural  nerve.  These  muscles  and  vessels  fill  up  the  space 
beneath  the  crural  arch,  except  on  the  inner  side  of  the  femoral 
vein,  where  a  space  is  left  for  the  passage  of  the  lymphatics  :  this 
is  called  the  crural  or  femoral  ring.  The  muscles  are  separated 
from  the  vessels  by  a  strong  vertical  fibrous  partition  passing  from 
the  arch  to  the  bone,  which  is  nothing  more  than  a  continuation 
of  the  sheath  of  the  psoas.  The  artery,  too,  is  separated  from  the 
vein  by  a  similar,  although  a  much  weaker  partition,  and  there  is 

Fig.  117. 


External  cutaneous  n. . 

Ildacus  

Anterior  cniral  n.  .  . 
Psoas  


Crural  arch. 
External  ring. 

Femoral  ring. 

Femoral  vein  and  artery. 


POSITION  OF  PARTS  UNDER  THE  CBURAL  AKCH-  (-VERTICAL  SECTION). 

a  third  close  to  the  inner  side  of  the  vein.  These  three  partitions 
not  only  keep  all  the  parts  in  their  right  place,  but  confine  the 
arch  down  to  the  bone,  and  prevent  its  being  uplifted  by  any  pro- 
trusion between  it  and  the  muscles  and  vessels.  This,  coupled 
with  the  close  attachment  of  the  fascia  iliaca  to  the  crural  arch, 
explains  why  a  femoral  hernia  rarely  takes  place  in  any  other 
situation  than  on  the  inner  side  of  the  femoral  vein.* 

*  If  the  partitions  from  any  cause  yield,  or  become  sl?ck,  then  a  rupture  may  de- 
scend in  front  of  the  vessels,  or  even  (though  this  is  rare)  on  the  outer  side  of  the 
artery. 
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Sheath  OF  THE  The  femoral  vessels  descend  beneath  the  crural 
Femohal  Vessels,  arch,  enclosed  in  a  funnel-shaped  membranous 
sheath.  This  sheath  appears  to  be  derived  immediately  from  the 
arch  itself,  but  it  is  really  formed,  in  front,  by  a  prolongation 
from  the  fascia  transversalis  of  the  abdomen.  This  prolongation, 
uniting  with  the  continuation  from  the  fascia  iliaca  to  join  the 
fascia  lata  behind  the  femoral  vessels,  forms  a  funnel,  with  the 
wide  part  uppermost,  into  which  the  femoral  vessels  enter.  This 
is  the  funnel-shaped  sheath  of  the  femoral  vessels. 

Fig.  118. 


1,1.  Fascia  transver- 
salis. 

2.  Internal  ring. 

3.  Crural  arch  re- 

flected. 


4  Sheath  of  the  fe- 
moral vessels. 

5.  Saphena  vein. 


DIAGEAM  OF  THE  SHEATH  OF  THE  FEMORAL  VESSELS. 

To  examine  this  sheath  satisfactorily,  it  is  necessary  to  reflect, 
from  its  attachment  to  the  crural  arch,  the  upper  horn  of  the 
saphenous  opening,  as  shown  in  fig.  118.  By  this  proceeding, 
we  expose  the  fascia  transversalis  descending  over  the  femoral 
vessels,  and  forming  the  front  part  of  their  sheath.  The  hind 
part  of  the  sheath  is  formed  by  the  fascia  iliaca,  which  runs  down 
behind  the  vessels  to  join  the  pubic  portion  of  the  fascia  lata. 
The  sheath  descends  as  low  as  the  lower  horn  of  the  saphenous 
opening,  where  it  is  gradually  lost  upon  the  ordinary  fibrous 
investment  of  the  femoral  vessels.    The  outer  part  of  the  sheath 
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is  perforated  by  the  crural  branch  of  the  genito-crural  nerve,  and 
the  superficial  arteries  of  the  groin ;  the  inner  part,  by  the 
saphena  vein  and  some  lymphatic  vessels. 

The  sheath  of  the  femoral  vessels  is  divided  into  three  com- 
partments separated  from  each  other  by  partitions :  the  outer 
is  occupied  by  the  femoral  artery;  the  middle,  by  the  femoral 
vein  ;  the  inner  is  the  crural  canal,  into  which  the  femoral  hernia 
descends. 

Practically,  the  sheath  is  important  for  many  reasons  : — 
1.  A  femoral  hernia  descends  within  it.  2.  It  constitutes, 
therefore,  one  of  the  coverings,  fascia  propria,  of  the  hernia. 
3.  It  contains  in  its  substance  bands  of  fibres,  deep  crural  arch, 
running  in  the  same  direction  as  the  crural  arch,  but  quite  inde- 
pendent of  it,  as  shown  in  fig.  118 ;  these  bands  lie  over  the  neck 
of  the  sac,  and  are  often  the  seat  of  the  stricture  ;  it  is  therefore 
necessary  to  divide  them  before  the  intestine  can  be  returned. 

Ceuhal  Canal  '^^'^^  hollow  under  the  crural  arch  is  completely 
AND  Femoral  occupied  by  the  structures  before  mentioned,  ex- 
cept  for  a  small  space,  called  the  crural  canal, 
on  the  inner  side  of  the  vein.  Tliis  canal  is  from  a  quarter  to 
half  an  inch  in  length.  It  commences,  above,  in  the  femoral 
ring ;  and  ends,  below,  at  the  saphenous  opening.  The  femoral 
Hng  is  the  upper  opening  of  the  crural  canal,  and  is  bounded, 
in  front,  by  the  crural  arch  ;  behind,  by  the  bone  ;  on  the  outer 
side,  by  the  femoral  vein  ;  on  the  inner  side,  by  the  thin,  wiry 
edge  of  Grimbernat's  ligament.  In  the  undisturbed  condition  of 
the  parts  there  is  no  gap ;  it  is  only  a  weak  place,  which,  when 
a  hernia  escapes  through  it,  feels  like  a  ring:  hence  the  name  of 
femoral  Hng* 

The  femoral  ring  is  surrounded  on  all  sides  by  unyielding 
structures.  This  accounts  for  the  little  benefit  afforded  by  the 
warm  bath  in  cases  of  strangulation.    Sir  W.  Lawi'ence  was  in 

*  The  femoral  ring  ia  naturally  occupied  by  a  little  fat  and  cellular  membrane,  by 
lymphatic  vessels,  and  often  by  a  small  lymphatic  gland.  But  we  have  never  met  -with 
anything  deserving  the  name  of  a  '  diaphragm '  or  membranous  septum,  such  as  is 
described  by  Cloquetas  the  '  sept um  crurale,'  and  is,  s\irgically,  of  no  importance. 
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the  habit  of  saying  that  he  never  saw  a  strangulated  femoral 
hernia  where  the  warm  bath  was  of  any  avail. 

Practical  From  what  has  been  said,  the  student  ought 

Application  OF  now  to  understand — 1,  at  what  aperture  a  femoral 
THE  Subject.  hernia  escapes  from  the  abdomen  ;  2,  the  course 
which  it  takes,  and  its  relations  to  the  surrounding  parts  ;  3,  the 
proper  mode  of  attempting  the  reduction ;  4,  the  structure  and 
arrangement  of  its  coverings ;  and,  lastly,  the  probable  seat  of 
stricture. 

The  hernia  escapes  from  the  abdomen  through  the  femoral 
ring — that  is,  under  the  weak  part  of  the  crural  arch,  between 
the  femoral  vein  and  Grimbernat's  ligament.  Here  is  the  mouth  of 
the  hernial  sac,  or  that  part  of  it  which  communicates  with  the 
abdomen.  It  descends  for  a  short  distance  nearly  perpendicu- 
larly, and  projects  as  a  small  tumour  in  front  of  the  pectineus 
muscle.  Its  progress  downwards,  however,  is  soon  arrested,  partly 
by  the  very  close  adhesion  of  the  subcutaneous  structures  to 
the  lower  margin  of  the  saphenous  opening ;  partly  by  the 
flexion  of  the  thigh.  Consequently,  if  the  hernia  increase  in 
size,  it  must  rise  over  the  crm-al  arch,  where  the  subcutaneous 
tissue  offers  less  resistance;  and  the  bulk  of  the  hernia  extends 
outwards  towards  the  ilium,  assuming  more  or  less  of  an  oblong 
form,  with  the  long  axis  parallel  to  the  crural  arch.  Since,  then, 
the  body  of  the  hernia  forms  a  very  acute  angle  with  the  neck, 
the  right  mode  of  attempting  its  reduction  is,  to  draw  it,  first, 
down  from  the  groin,  and  then  to  make  pressure  on  it,  backwards, 
in  the  direction  of  the  femoral  ring. 

Coverings  of  The  coverings  of  a  femoral  hernia  are  as  fol- 
A  Femoral  lows  : — It   first  protrudes  before  it  the  perito- 

Hernia.  neam,  technically  called  the  hernial  sac*  The 

sac  is  covered  by  more  or  less  fat,  according  to  the  condition  of 
the  patient,  called  the  suh-peritoneal  fat.  It  next  pushes  before 
it  the  sheath  of  the  femoral  vessels,  which  forms  an  investment 

*  In  some  cases  the  fascia  propria  so  much  resembles  the  hernial  sac,  that  it  is  not 
easy  to  distinguish  between  them.  Generally  speaking  they  are  separated  by  a  small 
quantity  of  fat. 
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called  the  fascia  propria.  In  front  of  this  is  the  cribriform 
fascia.    Lastly,  there  is  the  subcutaneous  tissue  and  sJcin. 

Seat  of  The  seat  of  stricture  is  usually  at  the  femoral 

Stricture.  ring,  and  the  position  of  the  neighbouring  blood- 

vessels indicates  that  the  proper  direction  in  which  to  divide  the 
stricture  is,  either  directly  inwards,  through  Gimbernat's  ligament, 
as  recommended  by  Sir  W.  Lawrence,  or  upwards  through  Hey's 
ligament,  as  recommended  by  Sir  A.  Cooper.*  There  is  no  risk 
of  wounding  an  artery,  supposing  the  vessels  to  take  their  ordi- 
nary course.  But  it  occasionally  happens  (p.  441),  that  the  obtu- 
rator artery  runs  above  (in  the  recumbent  position)  the  femoral 
ring ;  in  such  a  case,  the  neck  of  the  sac  would  be  encircled  by 
a  large  blood-vessel. f  From  the  examination  of  two  hundred 
bodies,  the  chances  are  about  seventy  to  one  against  this  unfavour- 
able distribution.  But  the  possibility  of  it  has  given  rise  to  this 
rule  in  practice — not  to  cut  deeply  in  any  one  place  through 
the  stricture,  but  rather  to  notch  it  in  several.  By  this  proceeding 
we  are  much  less  likely  to  wound  the  abnormal  artery,  because  it 
does  not  run  at  the  base  of  Grimbernat's  ligament,  but  about  a 
line  and  a  half  from  the  margin  of  it.'| 

Such  is  an  outline  of  the  anatomy  of  the  parts  concerned  in 
a  femoral  hernia.  The  normal  anatomy  in  each  case  being 
similar,  it  might  be  supposed  that  all  operations  for  the  relief 
of  this  kind  of  hernia  would  be  straightforward  and  pretty  much 
alike  ;  but  this  is  very  far  from  being  the  case  :  indeed,  sm-geons 
agree  that  they  never  operate  NS'ithout  the  expectation  of  meeting 
some  peculiarity. 

*■  The  operation  recommendecl  by  Sir  A.  Cooper  is  that  usually  performed  now  • 
because,  if  Gimbernat's  ligament  be  divided,  its  cut  edges  often  retract  to  such  an  ex- 
tent, that  no  truss  can  possibly  retain  the  hernia  when  the  patient  assumes  the  erect 
posture. 

t  The  museum  of  St.  Bartholomew's  Hospital  contains  two  examples  of  double 
femoral  hemiae  in  the  male,  with  the  obturator  arising  on  each  side  from  the  epigas- 
tric. In  three  out  of  the  four  hernise  the  obturator  runs  on  the  inner  side  of  the 
mouth  of  the  sac.    See  Prep.  .5o,  69,  Series  17. 

\  During  the  session  of  1867-68  more  than  half  a  dozen  instances  occurred  where 
the  obturator  artery  was  given  off  by  a  common  origin  with  the  epigastric  artery.  In 
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^  The  fascia  must  now  be  removed  from  tbe  front 

Dissection.  .   ^,      ,i  .  ,  .,, 

of  the  thigh,  without  disturbing  the  subjacent 

muscles  from  their  relative  positions.    The  mass  of  muscles,  on 

the  inner  side  of  the  thigh,  consists  of  the  adductors  ;  that  in  the 

middle,  of  the  extensors  :  the  long  thin  muscle  crossing  obliquely 

in  front  from  the  outer  to  the  inner  side,  is  the  sartorius.    In  the 

middle  are  seen  the  femoral  vessels,  and  the  anterior  crural  nerve 

emerging  beneath  the  crural  arch. 

Sabtohius  This  muscle  arises  from  the  anterior  superior 

spine  of  the  ilium,  and  from  the  ridge  below  to 
the  extent  of  an  inch.  It  passes  obliquely  like  a  strap  over  the 
front  of  the  thigh  towards  the  inner  side;  and  then  descends 
almost  perpendicularly  on  the  inner  side  of  the  thigh  as  far  as  the 
knee,  where  it  terminates  in  a  flat  tendon  which  expands,  and  is 
inserted  into  the  inner  and  front  part  of  the  tibia  just  below  its 
tubercle.  The  tendon^  appears  all  the  wider  on  account  of  its 
broad  connection  with  the  fascia  of  the  leg,  which  extends  as  low 
as  the  internal  malleolus.  Tbe  broad  insertion  of  this  muscle 
lies  anterior  to  and  covers  the  tendinous  insertions  of  the  gracilis 
and  semi-tendinosus,  and  between  them  is  a  bursa.  A  large  bursa* 
is  interposed  between  the  tendon  and  the  internal  lateral  liga- 
ment. The  chief  action  of  the  muscle  is  to  fix  the  pelvis  steadily 
on  the  thigh.f  It  crosses  one  leg  over  the  other,  as  tailors  sit 
when  at  work.  Its  nerve  comes  from  the  middle  cutaneous  branch 
of  the  anterior  crural. 

Scaepa's  consequence  of  the  oblique  direction  of  the 

Tbiangle.  upper  third  of  the  sartorius,  a  triangle  is  formed, 

which  has  this  muscle  and  the  adductor  longus  for  its  two  sides, 
and  the  crural  arch  for  its  base  :  the  triangle  is  called  Scarpa's-X 

all  these  cases,  however,  the  artery  passed,  close  by  the  bone,  tliat  is  behind  the  sac,  so 
that  it  -would  not  have  been  injured  in  the  operation  for  relief  of  strangulation. 

*  In  persons,  females- especially,  who  are  in  the  habit  of  riding,  this  bursa  some- 
times becomes  enlarged. 

f  Hence  the  name  given  to  it  by  Spigelius  (De  corporis  hum.  fabric),  '  Quern  ego 
sartorium  musculum  vocare  soleo,  quod  sartores  eo  maxirafe  utuntur,  dum  crus  cruri 
inter  consuendum  imponunt.' 

\  So  called  in  compliment  to  the  Italian  anatomist  who  first  tied  the  femoral  in  it 
for  popliteal  aneurysm.. 
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The  contents  of  this  important  space  should  be  carefully  dis- 
played, and  their  relative  positions  well  studied.  This  triangle 
contains  all  the  parts  which  pass  under  the  crural  arch  :  namely, 
from  without  inwards,  the  external  cutaneous  nerve,  close  to  the 
anterior  spine  of  the  ilium ;  the  iliacus  internus  and  psoas ;  the 
anterior  crural  nerve  and  its  divisions,  especially  the  long 
saphenous  nerve ;  the  common  femoral  artery  with  its  two  large 
divisions,  the  superficial  femoral  and  the  profunda,  which  run 
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down  nearly  parallel  to  each  other,  the  latter  giving  off  the  in- 
ternal and  external  circumflex;  the  femoral  vein,  joined  by  the 
profunda  vein  and  the  internal  saphena,  and  the  pectineus  muscle 
with  the  deep  external  pudic  artery. 

The  triangle  is  important  in  a  surgical  point  of  view,  since  it 
is  in  this  space  that  the  femoral  artery  is  usually  ligatured  for 
popliteal  aneurysm.  Th^  guide  to  the  artery  is  the  inner  border 
of  the  sartorius.    The  situation  at  which  this  muscle  crx)sses  over 
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the  femoral  artery,  varies  from  one-and  a  half  to  four  and  a  half 
inches  below  Poupart's  ligament ;  so  that  no  rule  can  be  laid  down 
as  to  the  exact  situation  where  the  artery  disappears  beneath  the 
sartorius.  The  best  way  to  find  the  inner  border  of  the  muscle 
during  life,  is  to  make  the  patient  put  it  in  action. 

Adductor  A  strong  group  of  muscles,  called  the  adductors, 

Muscles.  extends  along  the  inner  side  of  the  thigh,  from 

the  pelvis  to  the  femur.  Their  two -most  important  actions  are 
to  co-operate  in  balancing  the  pelvis  steadily  on  the  thigh,  as  in 
standing  on  one  leg ;  and  (if  the  fixed  point  be  reversed)  to  draw 
together  or  adduct  the  thighs,  at  the  same  time  rotating  the 
thigh  externally.  They  are  five  in  number,  and  are  supplied, 
with  one  exception — the  pectineus — by  the  same  nerve — namely, 
the  obturator.  They  are  termed,  respectively,  the  gracilis,  ad- 
ductor longus,  pectineus,  adductor  brevis,  and  adductor  ma  gnus. 
The  innermost  is  the  gracilis ;  to  clean  it  properly,  it  should  be 
stretched  by  separating  one  thigh  from  the  other. 

aEAciLis  ^^^^  lo'^gj  fl^^  muscle  arises  by  a  broad,  ribbon- 

like tendon  from  the  pubes  close  to  the  symphysis, 
and  from  the  border  of  the  pubic  arch  nearly  as  low  as  the  tuber 
ischii.  It  descends  almost  perpendicularly  on  the  inner  side  of  the 
thigh,  and  terminates  in  a  round  tendon  which  subsequently  spreads 
out,  and  is  inserted  into  the  inner  side  of  the  tibia  below  the 
tubercle,  immediately  behind  the  sartorius  and  above  the  semi- 
tendinous. The  tendon  plays  over  the  internal  lateral  ligament 
of  the  knee-joint,  and  there  is  a  bursa  to  diminish  friction.  This 
muscle  assists  in  fixing  the  pelvis,  and  in  adducting  the  thigh  ;  it 
further  helps  to  bend  the  knee.  Its  nerve  comes  from  the  anterior 
division  of  the  obturator. 

Adductor  This  triangular  muscle  lies  between  the  gracilis, 

LoNGus.  and  the  pectineus,  and  arises  by  a  round  tendon 

from  the  front  of  the  body  of  the  pubes  below  the  crest.  As  it 
descends,  the  muscle  becomes  broader,  and  is  inserted  into  the 
middle  third  of  the  inner  margin  of  the  linea  aspera  of  the  femur. 
It  forms  with  the  sartorius  the  triangular  space  called  Scarpa's 
triangle,  above  described.    It  rests  upon  the  adductor  brevis  and 
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magnus,  the  profunda  vessels  and  the  obturator  nerve.  It  is  sup- 
plied by  the  anterior  division  of  the  obturator  nerve. 

This  muscle  lies  on  the  same  plane,  but  external 
Pectineus.  adductor  longus,  from  which  it  is  separated 

by  a  slight  interval,  in  which  may  be  seen  the  anterior  division  of 
the  obturator  nerve.  It  arises  from  the  triangular  sm-face  of  the 
pubes  in  front  of  the  linea  ilio-pectinea,  and  is  inserted  into  the 
upper  part  of  the  ridge  leading  from  the  lesser  trochanter  to  the 
linea  aspera.  It  lies  upon  the  adductor  brevis,  the  obturator 
vessels  and  nerve  and  the  obturator  externus.  Its  nerve  comes 
from  the  anterior  crural,  sometimes  also  from  the  obturator 
(p.  410). 

By  separating  the  contiguous  borders  of  the  pectineus  and  the 
adductor  longus,  the  adductor  brevis  is  exposed  with  the  anterior 
division  of  the  obturator  nerve  lying  upon  it.  To  obtain  a  com- 
plete view  of  it,  the  pectineus  and  adductor  longus  must  be 
reflected  from  their  origins.  The  obturator  nerve  supplies  all  the 
adductors.  It  leaves  the  pelvis  through  the  upper  part  of  the 
obturator  foramen,  and  soon  divides  into  an  anterior  and  posterior 
branch :  the  anterior  runs  in  front  of  the  adductor  brevis,  and 
supplies  the  hip-joint,  the  adductor  longus,  the  gracilis,  and  some- 
times the  adductor  brevis  and  the  pectineus ;  the  posterior  runs 
behind  the  adductor  brevis,  and  supplies  it  as  well  as  the  obtm-ator 
externus,  the  adductor  magnus,  and  the  knee-joint. 

Adductor  This  muscle  arises  from  the  front  surface  of  the 

Bhetis.  body  of  the  pubes  near  the  symphysis,  and  from 

its  descending  ramus  for  about  an  inch  ;  it  widens  as  it  descends, 
and  is  inserted  behind  the  pectineus  into  the  whole  length  of 
the  ridge  leading  from  the  lesser  trochanter  to  the  linea  aspera. 
Behind,  it  rests  upon  the  posterior  division  of  the  obturator  nerve, 
and  the  adductor  magnus.  Its  nerve  is  derived  from,  the  obtu- 
rator. By  reflecting  it  from  its  origin,  the  following  muscle  is' 
exposed.* 

*  Beneath  the  adductor  brevis,  and  running  parallel  with  the  upper  border  of  tho 
adductor  magnus,  is  seen  the  obturator  externus.  But  the  description  of  this  nnisclo 
is  deferred  till  the  dissection  of  the  external  rotators  of  the  thigh. 
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Addtjctob  This  muscle  anses  from  the  lower  part  of  the 

Magnus.  body  of  the  pubes  near  the  symphysis,  from  the 

rami  of  the  pubes  and  ischium,  and  from  the  tuberosity  of 
the  ischium.  Its  fibres  spread  out,  and  are  inserted,  behind  the 
other  adductors,  into  the  lower  part  of  the  linea  quadrati,  into  the 
ridge  leading  from  the  great  trochanter  to  the  linea  aspera,  also 
into  the  whole  length  of  the  linea  aspera,  and  the  ridge  leading 
from  it  to  the  inner  condyle.  The  upper  fibres  pass  transversely 
outwards  to  their  insertion,  while  the  lower  fibres  descend  nearly 
vertically.  In  front  of  the  muscle  are  the  adductor  longus  and 
brevis,  the  vastus  internus,  the  obturator  nerve  and  artery  and  the 
profunda  artery ;  above  it  are  the  internal  circumflex  artery,  the 
obturator  externus,  and  the  quadratus  femoris;  behind  it,  the 
biceps,  semi-tendinous  and  semi-membranosus,  the  great  ischiatic 
nerve,  and  the  gluteus  maximus.  Its  nerve  comes  from  the 
posterior  division  of -the  obturator.  Observe  that  ail  the  adductor 
muscles  are  inserted  into  the  femur  by  flat  tendons  more  or  less 
-  connected. 

About  the  junction  of  the  upper  two-thirds  with  the  lower 
third  of  the  thigh,  the  femoral  artery  passes  through  an  oval  open- 
ing in  the  tendon  of  the  adductor  magnus. 

Psoas  Magncs  These  muscles  have  been  fully  described  in  the 
AND  iLiAcus  dissection  of  the  abdomen  (p.  398). 

Tensor  Fascia  "^^^^  muscle  is  situated  at  the  upper  and  outer 
Femokis.  part  of  the  thigh.    It  arises  from  the  external  lip 

of  the  crest  of  the  ilium,  close  to  the  anterior  superior  spine.  It 
descends  with  a  slight  inclination  backwards,  and  is  inserted,  at 
the  junction  of  the  upper  with  the  middle  third  of  the  thigh, 
between  two  layers  of  the  strong  aponeurosis,  generally  described 
as  part  of  the  fascia  lata^  (p.  500).  Its  chief  use  is  to  fix  the  pelvis 
steadily  on  the  thigh,  and  to  rotate  the  thigh  inwards ;  in  this  last 
action  it  co-operates  with  the  anterior  fibres  of  the  gluteus  medius, 
with  which  it  is  almost  inseparably  connected.  Anyone  may  con- 
vince himself  of  this  by  placing  his  hand  on  the  hip,  and  rotating 

*  The  deeper  of  these  two  lajers  runs  up  to  be  strongly  connected  with  the  ten- 
don of  the  rectus  and  the  front  of  the  capsule  of  the  hip-joint. 
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the  thigh  inwards.    Both  these  muscles  are  supplied  by  the  same 
nerve — the  superior  gluteal. 

To  form  an  adequate  idea  of  the  strength,  extent,  and  connec- 
tions of  the  aponeurosis  on  the  outer  side  of  the  thigh,  it  should  be 
separated  from  the  vastus  externus  muscle  upon  which  it  lies. 
There  is  no  difficulty  in  doing  so,  for  it  is  united  to  the  muscle  by 
an  abundance  of  loose  connective  tissue.*  With  a  little  persever- 
ance the  aponeurosis  can  be  traced  to  the  linea  aspera,  the  head  of 
the  tibia,  and  the  fibula,  completely  protecting  the  outer  side  of 
the  knee-joint. 

ExTENsoE  The  powerful  muscles  occupying  the  front  of  the 

Muscles  oe  thigh,  and  situated  between  the  tensor  fasciae  on 

QuADHicEPs  ^ijg  outer  side  and  the  adductors  on  the  inner. 

Muscle.  extensors  of  the  leg.     One  of  them — the 

rectus — arises  from  the  pelvis  ;  the  other — the  triceps — arises 
from  the  shaft  of  the  thigh  bone  by  three  portions,  called,  re- 
spectively, the  crureus,  the  vastus  internus  and  externus.  All  are 
supplied  by  the  anterior  crural  nerve. 

To  see  the  origins  of  the  rectus  femoris,  dissect  between  the 
origin  of  the  sartorius  and  the  tensor  fasciae  ;  in  doing  so,  avoid 
injuring  the  branches  of  the  external  circumflex  artery. 

Rectus  This  muscle  arises  from  the  pelvis  by  two  strong 

Femoris.  tendons,  which  soon  unite  at  an  acute  angle  :  one 

— round — from  the  anterior  inferior  spine  of  the  ilium,  the  other 
— flat — from  the  rough  surface  of  the  ilium,  just  above  the  aceta- 
bulum. The  muscle  descends  along  the  front  of  the  thigh,  and  is 
inserted  into  the  common  extensor  tendon,  which  will  be  pre- 
sently examined.  The  structure  of  this  muscle  is  remarkable.  A. 
tendon  runs  down  the  centre,  and  the  muscular  fibres  are  inserted 
on  either  side  of  it,  like  the  vane  on  the  shaft  of  a  feather.  Its 
nerve  comes  from  the  anterior  crural. 

„  This  mass  of  muscle  invests  like  a  cloak  the 

Triceps  Ex~ 

tensor.  greater  part  of  the  fi-ont  and  sides  of  the  shaft  of 

the  femur;  therefore  the  whole  of  it  cannot  be 

*  When  this  tissue  becomes  the  seat  of  suppuration,  the  pus  is  apt  to  extend  all 
down  the  outside  of  the  thigh,  not  being  able  to  make  its  way  to  the  surface  by  reason 
of  the  dense  fascia. 
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seen  "without  completely  dissecting  the  thigh.  It  consists  of  an 
outer,  middle,  and  inner  portion,  called,  respectively,  the  vastus 
esternus,  the  crureus,  and  the  vastus  internus.  The  vastus  ex- 
ternus  arises  by  a  strong  aponeurosis  from  the  outer  side  of  the 
base  of  the  great  trochanter,  and  from  the  outer  lip  of  the  linea 
aspera  nearly  down  to  the  external  condyle.  The  crureus  and 
the  vastus  internus  arise  (conjointly)  from  the  upper  three- 
fourths  of  the  front  and  inner  surfaces  of  the  shaft  of  the  femur, 
and  from  the  entire  length  of  the  inner  lip  of  the  linea  aspera.  The 
ultimate  insertion  of  the  several  parts  of  the  triceps  is  (through 
the  patella)  into  the  common  extensor  tendon  of  the  knee. 

A  few  of  the  deeper  fibres  of  the  crureus  are  inserted  into  the 
fold  of  the  synovial  membrane  of  the  knee-joint  which  rises  above 
the  patella.  These  are  described  as  a  distinct  muscle,  under  the 
name  of  the  sub-crureus.  Their  use  is  to  raise  the  synovial 
membrane,  so  that  it  may  not  be  injured  by  the  play  of  the 
patella.  Since  the  triceps  is  connected  to  the  lower  part  of  the 
shaft  of  the  femur  only  by  loose  connective  tissue,  there  is  nothing 
to  prevent  the  distension  of  the  synovial  membrane,  in  cases 
of  inflammation,  to  the  extent  of  several  inches  above  the  pateUa. 

Common  Ex-  The  tendon  of  the  rectus,  gradually  expanding, 

TENSOR  Tendon.  becomes  connected  on  its  under  surface  with  the 
tendon  of  the  crureus,  and  on  either  side  with  that  of  the  vasti, 
and  is  firmly  fixed  into  the  upper  part  and  sides  of  the  patella. 
From  this  bone  the  common  extensor  tendon,  the  tigamentum 
patellce,  descends  over  the  front  of  the  knee-joint,  and  is  inserts 
into  the  rough  part  of  the  tubercle  of  the  tibia.  Besides  this,  the 
lower  fibres  of  the  vasti  terminate  on  a  sheet-like  tendon,  which 
runs  wide  of  the  patella  on  either  side,  and  is  directly  inserted 
into  the  sides  of  the  head  of  the  tibia  and  fibula,  so  that  the  knee 
is  completely  protected  all  round.  The  patella  is  a  large  sesamoid 
bone,  interposed  to  facilitate  the  play  of  the  tendon  over  the  con- 
dyles of  the  femur:  it  not  only  materially  protects  the  joint,  but 
adds  to  the  power  of  the  extensor  muscles,  by  increasing  the  angle 
at  which  the  tendon  is  inserted  into  the  tibia. 

To  facilitate  the  play  of  the  extensor  tendon  there  are  two 
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biirsse.  One  is  placed  between  the  ligamentum  patellae  and  the 
smooth  part  of  the  tubercle  of  the  tibia,  the  other  between  the 
crureus  and  the  lower  part  of  the  femur.  This  last  is  of  consider- 
able size.  In  early  life  it  is,  as  a  rule,  distinct  from  the  synovial 
membrane  of  the  knee-joint ;  but  after  a  few  years  a  wide  com- 
munication frequently  exists  between  them. 

AcTFON  OF  The  extensor  muscles  of  the  thigh  are  among 

THE  ExTENsoB  tho  most  powcrful  in  the  body.  Grreat  power  of 
Muscles.  extending  the  knee  is  one  of  the  essential  con- 

ditions of  the  erect  attitude.  Without  it,  how  could  we  rise  from 
the  sitting  position?  When  erect,  how  could  we  walk,  run,  or 
spring?  The  rectus,  by  taking  origin  from  the  pelvis,  gains  a 
double  advantage  ;  it  acts  upon  two  joints  simultaneously,  bending 
the  thigh  while  it  extends  the  knee,  as  when  we  advance  the  leg  in 
walking :  it  also  contributes  to  balance  the  pelvis  on  the  head  of 
the  thigh  bone,  and  thus  prevents  the  body  from  falling  backwards. 
We  cannot  have  a  better  proof  of  the  power  of  the  extensor 
muscles  than  when  the  patella  is  broken  by  their  sudden  con- 
traction ;  an  injury  which  sometimes  happens  when  a  man, 
slipping  backwards,  makes  a  violent  effort  to  recover  his  balance. 

Btiesa  oveb  The  skin  over  the  patella  is  exceedingly  loose, 

THE  Patella.  and  in  the  subcutaneous  tissue  is  a  bursa  of 
considerable  size.  Since  this  bursa  is  apt  to  enlarge  and  inflame 
in  females  who  are  in  the  habit  of  kneeling  at  their  work,  it  is 
generally  called  the  housemaid's  bursa.  The  bursa  is  not  seated 
precisely  over  the  patella,  but  extends  some  way  down  the  liga- 
mentum patellae ;  indeed,  in  some  cases  it  is  entirely  confined  to 
this  ligament.  This  corresponds  with  the  position  of  the  tumour 
which  the  bursa  occasions  when  enlarged.  G-enerally  speaking,  in 
subjects  brought  for  dissection,  the  wall  of  the  bursa  is  more  or 
less  thickened,  and  its  interior  intersected  by  numerous  fibrous 
cords,  remnants  of  the  original  cellular  structure  altered  by  long- 
continued  friction.  Again,  the  wall  of  the  bursa  does  not  always 
form  a  complete  sac  ;  sometimes  there  is  a  wide  opening  in  it ; 
this  explains  the  rapidity  with  which  inflammation,  in  some  cases, 
extends  from  the  bursa  into  the  surrounding  areolar  tissue. 
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Below  the  bursa  is  a  layer  of  fascia  lata,  and  under  this  is  a 
network  of  arteries.  The  immediate  covering  of  the  bone,  or 
what  may  be  called  its  periosteum,  is  a  strong  expansion  derived 
from  the  extensor  tendon.  This  is  interesting  for  the  following 
reason  :  in  ordinary  fractures  of  the  patella  from  muscular  action 
the  tendinous  expansion  over  it  is  torn  also  ;  the  ends  of  the  bone 
gape  widely,  and  never  unite  except  by  ligament.  But  in  fractures 
from  direct  mechanical  violence,  the  tendinous  expansion,  being 
entire,  maintains  the  fragments  in  apposition,  so  that  there  is 
commonly  a  bony  union. 

Course  and  '^^^  femoral  artery  is  a  continuation  of  the 

Eejlations  of  external  iliac.  Passing  beneath  the  crural  arch 
THE  Femoeai  at  a  point  midway  between  the  spine  of  the  ilium 
Aktery.  symphysis  pubis,  it  descends  aloug  the 

front  and  inner  side  of  the  thigh.  At  the  junction  of  the  upper 
two-thirds  with  the  lower  third  of  the  thigh,  it  passes  through  an 
opening  in  the  tendon  of  the  adductor  magnus,  and  entering  the 
ham,  takes  the  name  of  popliteal.  A  line  drawn  from  the  point 
indicated  of  the  crural  arch  to  the  adductor  tubercle  on  the  internal 
condyle  corresponds  with  the  course  of  the  artery.  Its  distance 
from  the  surface  increases  as  it  descends.  Immediately  under, 
and  for  a  short  distance  below  the  crural  arch,  it  is  supported  by 
the  inner  border  of  the  psoas ;  lower  down  it  runs  in  front  of  the 
pectineus,  but  separated  from  it  by  the  profunda  vessels ;  still 
lower  down  it  lies  upon  the  adductor  longus,  and  then  upon  the 
adductor  magnus. 

That  part  of  the  artery  which  extends  from  the  crural  arch  to 
the  giving  off  of  the  profunda,  is  called  the  common  femoral 
artery ;  its  continuation  beyond  the  profunda  is  termed  the  super- 
ficial femoral ;  and  it  is  the  latter  vessel  which  is  ligatured  for 
aneurysm  of  the  popliteal  artery. 

In  the  upper  third  of  the  thigh,  the  artery  is  situated  in 
Scarpa's  triangle,  and  is  comparatively  superficial,  being  covered 
only  by  the  muscular  fascia,  and  the  sheath  of  the  femoral  vessels. 
About  the  middle  third  it  is  more  deeply  seated,  and  is  covered 
by  the  sartorius;  and  lower  down  by  a  tendinous  aponeurosis, 
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which  stretches  from  the  adductor  longus  and  magnus  over  to  the 
vastus  internus.  This,  which  forms  part  of  Hunter's  canal,  will  be 
examined  presently. 

At  the  crural  arch  the  anterior  crural  nerve  is  placed  on  the 
outer  side  of  the  artery  (separated  from  it  by  a  few  fibres  of  the 
psoas),  and  the  femoral  vein  on  the  inner  side :  as  the  vein 
descends,  it  gradually  passes  behind  the  artery.  Artery  and  vein 
lie  close  together,  and  are  enclosed  in  a  common  sheath. 

Hunteb's  In  the  middle  third  of  the  thigh,  the  femoral 

Canai.  artery  is  contained  in  a  tendinous  canal*  beneath 

the  sartorius,  called  Hunter's  canal.     This  canal  at  its  upper 
part  is  rather  indistinct ;  but  it  gradually  becomes  stronger  to- 
wards the  opening  in  the  tendon  of  the  ad-  Fig.  120. 
ductor  magnus.    Its  boundaries  are  formed 
by  the  tendons  of  the  muscles  between  which 
the  artery  runs.    On  the  inner  side  are  the 
tendons  of  the  adductor  longus  and  magnus ; 
on  the  outer  side  is  the  tendon  of  the  vastus 
internus  :  in  front  the  canal  is  completed  by 

T  ,  ^  SECTION  THEOUGH 

an  aponeurotic  expansion  thrown  obliquely      hunter's  canal. 
across  from  the  adductors  to  the  vastus  inter-  i-  vastus  internus. 

2.  Adductor  longus. 

nUS,  as  shown  in  fig.  120.  In  a  horizontal  section  3.  Aponeurosis  throw  across 

the  canal  appears  triangular.  The  adaptation  of  this  shape  to  the 
exigencies  of  the  case  is  manifest  when  we  reflect  that  the  muscles 
keep  the  sides  of  tlie  triangle  always  tight,  and  thereby  prevent 
any  compression  of  the  vessels. 

Hunter's  canal  contains,  -not  only  the  femoral  artery  and  vein, 
but  the  internal  saphenous  nerve.  The  vein  lies  behind  and  to 
the  outer  side;  the  nerve  crosses  from  the  outer  to  the  inner 
side  of  the  artery. 

A  ligature  can  be  placed  around  the  artery,  in  the  upper  third 

of  the  thigh,  with  comparative  facility;  not  so  easily  in  the 

middle  third.    The  artery  is  tied  for-an  aneurysm-  of  the  popliteal, 

*  Called  Hunter's  canal,  because  it  was  in  this  part  of  its  course  that  Jolin 
Hunter  first  tied  the  femoral  artery  for  aneurysm  of  the  popliteal,  in  St.  George's  Hos- 
pital, A.D.  1785.  The  particulars  of  this  interesting  case  are  published  in  the  'Trans, 
for  the  Improvement  of  Med.  and  Chir.  Knowledge.' 
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just  where  the  sartorius  begins  to  overlap  it,  for  three  reasons: — 
1,  it  is  more  accessible ;  2,  the  coats  of  the  artery  at  this  distance 
are  less  likely  to  be  diseased  ;  3,  the  origin  of  the  profunda  is 
sufficiently  far  off  to  admit  of  the  formation  of  a  clot.  An  incision, 
beginning  about  three  inches  below  the  crural  arch,  should  be 
made  about  three  inches  long  over  the  line  of  the  artery.  The 
muscular  fascia  should  be  divided  on  a  director  to  the  same  extent. 
Then,  by  gently  drawing  aside  the  inner  border  of  the  sartorius, 
the  artery  is  seen  enclosed  in  . its  sheath  with  the  vein.  An  opening 
should  be  made  into  the  sheath,  which  must  be  carefully  separated 
from  the  artery  to  an  extent  sufficient  to  allow  the  passage  of 
the  aneurysmal  needle.  The  needle  should  be  turned  round  the 
artery  from  within  outwards,  great  care  being  taken  not  to  injure 
the  vein.  The  nerves  to  be  avoided  are — the  long  saphenous,  which 
runs  along  the  outer  side  of  the  artery,  and  the  internal  cuta- 
neous which  crosses  obliquely  over  it. 

Having  already  traced  the  superficial  branches  of  the  femoral 
artery  in  the  groin,  namely,  the  superficial  epigastric,  the  external 
pudic,  and  the  superficial  circumflexa  ilii  (p.  497),  we  pass  on 
now  to  the  profunda. 

Profunda  The  profunda,    the    chief   branch   of  the 

Aeteeyand  femoral,  is  the  proper  nutrient  artery  of  the 

Branches.  muscles  of  the  thigh,  and  is  by  many  considered 

as  a  division,  rather  than  a  branch,  of  the  common  femoral 
artery.  It  is  given  off  from  the  outer  and  back  part  of  the 
femoral,  from  one  and  a  half  to  three  inches  below  the  crm-al 
arch,  and  runs  down  behind  the  femoral  till  it  reaches  the  tendon 
of  the  adductor  longus  ;  here  the  profunda  passes  behind  the 
adductor,  and  is  finally  lost  in  the  hamstring  muscles.*  In  most 
subjects,  the  profunda,  for  a  short  distance  after  its  origin,  lies 
rather  on:  the  ■outer  side  of  the  femoral  and  on  a  deeper  plane, 
over  the  iliacus  internus:  in  this  situation  it  might  be  mistaken 

*  The  point  at  which  the  profunda  is  given  off  below  the  crural  arcli  varies  very 
much  even  in  the  two  limbs  of  the  same  body.  We  have  measured  it  in  19  bodies, 
or  38  femoral  arteries.  It  varied  from  ^  to  3  inches.  In  22  cases  the  profunda  came 
-off  between  1^  and  2  inches  ;  in  9  this  distance  was  exceeded;  in  7  this  distance  was 
less. 
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for  the  femoral  itself— indeed,  such  an  error  has  occurred  in 
practice.  It  soon,  however,  gets  behind  the  femoral,  and  lies 
upon  the  pectineus,  the  adductor  brevis  and  magnus;  it  is 
separated  from  the  femoral  artery  at  first,  by  their  corresponding 
veins ;  lower  down,  by  the  adductor  longus. 

The  branches  of  the  profunda  generally  arise  in  the  following 
order  : — 1,  the  internal  circumflex  ;  2,  the  external  circumflex  ;  3, 
the  perforating. 

The  internal  circumflex  is  given  off  from  the  inner  and  back  part  of 
the  profunda,  and  then  sinks  deeply  into  the  thigh  between  the  psoas  and 
pectineus.  At  the  lower  border  of  the  obturator  externus  it  divides  into 
two  branches  ;  one — the  ascending — supplies  the  muscles  in  its  neighbour- 
hood, namely,  the  pectineus,  psoas,  adductors,  gracilis,  and  obturator  ex- 
ternus, anastomosing  with  the  obturator  artery ;  the  other — the  transverse 
— will  be  seen  in  the  dissection  of  the  back  of  the  thigh,  between  the 
adductor  magnus  and  the  quadratus  femoris.  This  latter  sometimes 
gives  off  a  small  branch  to  the  hip-joint,  which  runs  through  the  notch  in 
the  acetabulum  to  the  ligamentum  teres  ;  it  afterwards  inosculates  with 
the  ischiatic  and  superior  perforating  arteries. 

The  external  circumflex  artery  comes  off  from  the  outer  side  of  the 
profunda,  runs  transversely  outwards  beneath  the  sartorius  and  rectus 
between  the  branches  of  the  anterior  crural  nerve,  and  then  subdivides 
into  three  sets  of  branches,  ascending,  transverse,  and  descending.  The 
ascending  run  up  to  the  outer  side  of  the  ilium,  beneath  the  tensor  fasciae 
and  gluteus  medius,  supply  these  muscles,  and  inosculate  with  the  termi- 
nal branches  of  the  gluteal  artery.  The  transverse  pass  directly  outwards 
over  the  crureus,  then  enter  the  vastus  externus,  and  get  between  the 
muscle  and  the  femur.  They  inosculate  with  the  ischiatic,  the  internal 
circumflex,  the  gluteal,  and  the  perforating  arteries.  The  descending, 
one  or  more  in  number,  of  considerable  size,  run  down  between  the 
rectus  and  crureus,  and  supply  both  these  muscles :  one  branch,  larger 
than  the  rest,  runs  down  in  the  substance  of  the  vastus  externus.  alone 
with  the  nerve  to  that  muscle,  and  inosculates  with  the  articular  branches 
of  the  popliteal. 

The  perforating  branches  of  the  profunda  are  so  named  because  they 
pass  through  the  adductors  to  supply  the  hamstring  muscles.  There  are 
generally  four.  The  first  passes  through  the  adductor  brevis  and  magnus, 
and,  communicates  with  the  internal  chcumflex  and  ischiatic  arteries. 
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The  second,  the  largest,  passes  thi-ough  the  tendons  of  the  adductor  bi-evis 
and  magnus,  and  usually  furnishes  the  nutrient  artery  of  the  femui-.  The 
third,  passes  through  the  tendon  of  the  adductor  magnus.  The  fourth, 
or  terminal  branch,  passes  through  the  tendon  of  the  adductor  magnus,  and 
supplies  the  hamstring  muscles,  and  inosculates  with  the  perforating  and 
articular  arteries.    They  not  only  supply  the  hamstring  muscles  — namely. 

Fig.  121. 


1.  Crural  arch. 

2.  Internal  iliac. 

3.  Superficial  femoral. 

4.  Profunda. 

5.  lutemal  circumflex. 

6.  External  circumflex. 


7.  First  perforating. 

8.  Second  ditto. 

9.  Third  ditto. 

10.  Gluteal. 

11.  Obturator. 

12.  Ischiatlc. 

13.  Anastomotica  magna. 


PLAN  OF  THE  INOSCULATIONS  OF  THE  CIRCUMFLEX  ABTEEIBS. 

the  biceps,  semitendinosus,  and  semimembranosus — but,  the  vastus  ex- 
ternus  and  even  the  gluteus  maximus.  The  perforating  arteries  inoscu- 
late with  one  another,  with  the  internal  and  external  circumflex,  and  with 
the  ischiatic  arteries. 


AnTERiAL  In- 
osculations. 


If  the  common  femoral  were  tied  above  the 
origin  of  the  profunda,  how  would  the  circulation 


ANTERIOR  CRUEAL  NERVE. 


523 


be  carried  on  ?  The  ascending  branch  of  the  external  circumflex 
communicates  with  the  gluteal  and  the  circumflex  iliac ;  the  in- 
ternal circumflex  communicates  with  the  obturator  and  ischiatic 
(see  fig.  121).  Again — how  is  the  circulation  maintained  when 
the  superficial  femoral  is  tied  heloiu  the  profunda  ?  The  descend- 
ing branch  of  the  external  circumflex  and  the  perforating  branches 
of  the  profunda  communicate  with  the  articular  branches  of  the 
popliteal  and  the  tibial  recurrent.* 

The  anastomotica  magna  arises  from  the  femoral  artery  just 
before  it  leaves  its  tendinous  canal.  It  emerges  through  the 
canal,  and  runs  in  front  of  the  tendon  of  the  adductor  magnus,  in 
company  with  the  long  saphenous  nerve  to  the  inner  side  of  the 
knee.  Here  it  divides  into  two  branches  :  one,  the  superficial, 
accompanies  the  saphenous  nerve,  and  is  subsequently  distributed 
to  the  skin ;  the  other,  the  external,-  ramifies  over  the  capsule  and 
communicates  with  the  other  articular  arteries. f 

Anterior  The  anterior  crural  nerve  is  the  largest  branch 

CburalNerte.  of  the  lumbar  plexus  (p.  409).  It  comes  from  the 
third  and  fourth  lumbar  nerves,  sometimes  also  from  the  second. 
It  passes  beneath  the  crural  areh,  lying  in  the  groove  between 
the  iliacus  internus  and  psoas,,  about  a  quarter  of  an  inch  to  the 
outer  side  of  the  artery,  and.  soon  divides  into  branches,  some  of 
which  are  cutaneous,  but  the  greater  number  supply  the  extensor 
muscles  of  the  thigh.  The  cutaneous  branches,. already  described 
(p.  499),  and  the  long  saphenous  nerve,  are  given  off  from  the 
superficial  part  of  the  trunk. ;  the  muscular  from  the  deep  part. 

The  long  saphenous  nerve  descends  close  to  the  outer  side  of  the  fe- 
moral axterj,  and  enters  the  tendinous  canal  with  it  in  the  middle  third 
of  the  thigh.  In  the  canal  it  crosses  over  the  artery  to  its  inner  side. 
The  nerve  leaves  the  artery  just  before  it.  becomes  pophteal,  and  then 

*  Eead  the  account  of  the  dissection  of  an  aneurysmal  limb  by  Sir  A.  Cooper, 
'  Med.  Chir.  Trans.'  vol.  ii. 

f  In  its  course  down  the  thigh  the  femoral  artery  gives  off  several  small  brinches 
to  the  sartorius,  and  one  of  considerable  size  for  the  supply  of  the  vastus  internus. 
We  may  trace  this  branch  through  the  substance  of  the  vastus  down  to  the  patella, 
where  it  joins  the  network  of  vessels- on.  the  surface  of  that  bone. 
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runs  in  company  with  the  anastomotiea  magna  to  the  inner  side  of  the 
knee,  where  it  becomes  superficial,  between  the  gi^acilis  and  the  sartorius. 
In  the  middle  thii-d  of  the  thigh  it  gives  ofi*  a  small  branch  which  com- 
municates beneath  the  fascia  lata  with  the  internal  cutaneous  and  obtu- 
rator nerves ;  and  lower  down  another  branch  is  distributed  to  the  skin 
over  the  patella.  Its  further  relations  will  be  seen  in  the  dissection  of 
the  leg  and  foot. 

The  muscular  branches  are  to  be  traced  to  the  sartorius,  rectus,  crureus, 
and  subcrureus  ;  the  branch  to  the  vastus  extemus  accompanies  the  de- 
scending branch  of  the  external  circumflex  artery,  and  sends  a  filament 
to  the  knee-joint ;  that  to  the  vastus  in  ternus  runs  parallel  with,  but 
external  to,  the  long  saphenous  nerve,  and  supplies  filaments  to  the 
knee-joint.  One  branch  passes  imder  the  femoral  artery  and  vein  to  enter 
the  anterior  surface  of  the  pectineus. 

The  ohturatoT  nerve,  also  a  branch  of  the  lumbar  plexus 
(p.  409),  supplies  the  adductor  muscles.  It  enters  the  thigh 
through  the  upper  part  of  the  obturator  foramen  above  the  corre- 
sponding artery,  and  immediately  divides  into  two  branches,  of 
which  one  passes  in  front  of,  the  other  behind,  the  adductor  brevis. 
The  anterior  branch  subdivides  for  the  supply  of  the  gracilis,  the 
adductor  longus,  and  sometimes  the  adductor  brevis  and  pecti- 
neus ;  it,  moreover,  sends  a  filament  to  the  hip-joint,  another  to  the 
femoral  artery ;  and  a  third  forms  a  plexiform  communication  at  the 
lower  border  of  the  adductor  longus  with  the  internal  cutaneous 
and  long  saphenous  nerves.  The  posteo-ior  branch  supplies  the 
obturator  externus,  the  adductor  brevis  and  magnus.  In  some 
bodies  you  can  trace  a  filament  of  this  nerve  through  the  notch 
of  the  acetabulum  into  the  hip-joint,  and  another,  which  runs 
near  the  popliteal  artery  into  the  back  part  of  the  knee-joint. 
We  have  frequently  seen  cutaneous  branches  from  the  obturator 
on  the  inner  side  of  the  thigh.  This  is  interesting  practically, 
since  it  helps  to  explain  the  pain  often  felt  on  the  inner  side 
of  the  knee  in  disease  of  the  hip-joint. 

The  obturator  artery,  after  passing  through  the  foramen, 
divides  into  two  branches,  an  internal  and  an  external,  which 
form  a  circle  round  the  obturator  membrane.  These  supply 
the  external  obturator  and  adductors  of  the  thigh,  and  inosculate 
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with  the  internal  circumflex  artery  (p.  522).  The  latter  branch 
sometimes  gives  off  the  small  artery  to  the  ligamentum  teres  of 
the  hip-joint.. 


DISSECTION  OF'  THE  FRONT  OF  THE  LEG. 

The  foot  should  be  turned  inwards,  and  fixed  in  this  position. 
An  incision  must  be  made  from  the  knee,  down  the  front  of  the 
leg,  over  the  ankle,  along  the  top  of  the  foot  to  the  great  toe  ;  a 
second,  at  right  angles  to  the  firsts  on  either  side  of  the  ankle  ; 
a  third,  across  the  bases  of  the  toes.  Eeflect  the  skin  from  the 
front  and  sides  of  the  leg  and  foot.. 

Cutaneous  Having    traced   the    internal   saphena  vein 

Veins  and'  (p.  49'9)  to  the  inner  side  of  the  knee,  follow 

Neetes.  it  down  the  inner  side  of  the  leg,  in  front  of  the 

inner  ankle*  to  the  dorsum  of  the  foot.  On  the  dorsum  of  the 
foot  notice  that  the  principal  veins  form  an  arch,  with  the  con- 
vexity forwards,  as  on  the  back  of  the  hand.  This  arch  receives 
the  veins  from  the  toes.  From  the  inner  side  of  the  arch  the 
internal  saphena  originates  :  from  the  outer  side,  the  external 
saphena.  The  latter  vein  runs  behind  the  external  ankle,  up  the 
back  of  the  calf  of  the-leg  to  join  the  popliteal  vein. 

Long  Saphe-  The  skin  on  the  inner  side  of  the  leg  is  supplied 
NODS  Nebte.  by  the  long  or  internal  saphenous  nerve  (p.  523). 
It  becomes  subcutaneous  on  the  inner  side  of  the  knee,  between 
the  gracilis  and  sartorius.  Here  it  meets  the  saphena  vein,  and 
accompanies  it  down  the  leg,  distributing  its  branches  on  either 
side,  till  it  is  finally  lost  on  the  inner  side  of  the  foot  and  the 
great  toe.  The  largest  branch  curves  round  the  inner  side  of  the 
knee,  just  below  the  patella,  to  supply  the  skin  in  this  situation. 
It  pierces  the  sartorius  close  to  the  knee,  and  forms  with 
branches  from  the  internal,  middle,  and  external  cutaneous  nerves, 
the  'plexus  patellce. 

*  The  French  commonly  bleed  from  the  internal  saphena  vein  as  it  crosses  over 
the  inner  ankle,  this  being  a  convenient  and  safe  place  for  veneeection. 
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The  internal  cutaneous  nerve  supplies  the  skin  of  the  upper 
and  inner  aspect  of  the  leg,  and  joins  the  internal  saphenous 
nerve. 

The  skin  on  the  front  and  outer  parts  of  the  upper  half  of  the 
leg  is  supplied  by  cutaneous  branches  from  the  external  popliteal  or 
peroneal  nerve;  the  skin  of  the  lower 'half,  by  its  external  cutaneous 
branch  as  follows  : — 

ExTERNAi.  Cu-  "^^^^  branch  of  the  peroneal  nerve  comes 
TANEors  Branch  through  the  fascia  about  the  lower  third  of 
or  THE  Peeoneal  outer  side  of  the  leg  ;  and  descending  over 

^'^^^^  the  front  of  the  ankle,  divides  into  two.  Trace 

them,  and  you  will  find  that  the  inner  and  smaller  supplies  the 
inner  side  of  the  great  toe,  and  the  contiguous  sides  of  the 
second  and  third  toes  ;  towards  its  termination  it  communicates 
with  the  long  saphenous  and  anterior  tibial  nerves.  The  outer 
distributes  branches  to  the  outer  side  of  the  third  toe,  both  sides 
of  the  fourth,  and  the  inner  side  of  the  fifth  toe,  and  joins  the 
short  (or  external)  saphenous  nerve. 

The  outside  of  the  little  toe  is  supplied  by  the  short  saphe- 
nous nerve,  which  runs  behind  the  outer  ankle  with  the  corre- 
sponding vein. 

The  contiguous  sides  of  the  great  and  second  toes  are  supplied 
by  the  termination  of  the  anterior  tibial  nerve.* 

Muscular  This  is  remarkably  thick  and  strong.  Besides 

Fascia  and  An-  its  general  purpose  of  forming  sheaths  for  the 
NUTAR  LiGA-  muscles,  and  straps  for  the  tendons,  it  gives  origin, 

^^^Ts.  ^Y^Q  forearm,  to  muscular  fibres ;  so  that  it 

cannot  be  removed  near  the  knee,  without  leaving  the  muscles 
ragged,  "^he  fascia  is  attached  to  the  head  of  the  tibia  and  the 
fibula:  it  is  identified  on  the  inner  side  with  the  expanded 
tendons  of  the  sartorius,  gracilis,  and  semi-tendinosus  ;  on  the 
outer  side  with  that  of  the  biceps:  consequently,  when  these 
muscles  act,  it  is  rendered  tense.  Following  it  down  the  leg,  you 
find  that  it  is  attached  to  the  edge  of  the  tibia,  and  that  it 

*  Such  is  the  most  common  distribution  of  the  nerres  to  tlie  upper  surface  of  the 
toes.    But  deviations  from  this  arrangemeut  are  frequent. 
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becomes  stronger  as  it  approaches  the  ankle,  to  form  the  liga- 
ments which  confine  the  tendons  in  this  situation.  Of  these  liga- 
ments, called  annular,  there  are  three,  as  follows  : — 

a.  The  anteHor  annular  extends  obliquely  across  the  front  of 
the  ankle-joint,  and  confines  the  extensor  tendons  of  the  ankle 
and  toes.  It  consists  of  two  converging  straps,  which  join,  and  are 
continued  on  as  a  common  band,  like  the  letter  placed  trans- 
versely. The  common  band  is  attached  to  the  external  malleolus, 
cuboid  and  os  calcis :  it  is  continued  horizontally  inwards,  and  in 
front  of  the  ankle  splits  into  two  fasciculi  ;  the  upper  is  attached 
to  the  tibia;  the  lower  into  the  scaphoid  and  internal  cunei- 
form. It  is  the  strain  of  this  ligament  which  occasions  the  pain 
in  sprains  of  the  ankle.  You  will  see  presently  that  it  makes  a 
pulley  for  the  extensor  longus  digitorum. 

b.  The  external  annular  extends  from  the  outer  malleolus 
to  the  OS  calcis,  and  confines  the  tendons  of  the  peronei  muscles, 
which  draw  the  foot  outwards. 

c.  The  internal  annular  is  ill  defined,  and  extends  from  the 
inner  malleolus  to  the  os  calcis,  and  binds  down  the  flexor  tendons 
of  the  foot  and  toes. 

Eemove  the  fascia,  leaving  enough  of  the  annular  ligaments  to 
retain  the  tendons  in  their  places. 

MrscLEs  ON  The  muscles  on  the  front  of  the  leg  are: — 1, 

THE  Front  of  the  tibialis  anticus ;  2,  the  extensor  longus  digi- 
THE  Leg.  torum  and   peroneus  tertius ;   3,  the  extensor 

proprius  pollicis. 

Tibialis  The  tibialis  anticus  arises  from  the  external 

Anticts.  tuberosity  and  the  upper  two-thirds  of  the  outer 

side  of  the  tibia,  from  the  interosseous  membrane,  from  the 
fascia  which  covers  it,  and  from  that  which  separates  it  from  the 
next  muscle.  About  the  lower  third  of  the  leg  the  fibres  termi- 
nate on  a  strong  flat  tendon,  which  descends  obliquely  over  the 
front  of  the  ankle  to  the  inner  side  of  the  foot ;  here  it  becomes  a 
little  broader,  and  is  inserted  into  the  internal  cuneiform  bone 
and  the  tarsal  end  of  the  metatarsal  bone  of  the  great  toe.  The 
synovial  membrane,  which  lines  the  sheath  of  the  tendon  beneath 


528 


MUSCLES  ON  THE  FRONT  OF  THE  LEG. 


the  anterior  annular  ligament,  accompanies  it  to  within  an  inch 
of  its  insertion ;  consequently  it  is  opened  when  the  tendon  is 
divided  for  club-foot.  The  action  of  this  muscle  is  to  draw  the 
foot  upwards  and  inwards.*  When  the  foot  is  the  fixed  point,  it 
assists  in  balancing  the  body  at  the  ankle.  Its  nerve  comes  from 
the  anterior  tibial. 

Extensor  This^  muscle  lies  along  the  fibular  side  of  the 

LoNGus  DiGi-  preceding.  It  arises  from  tlie  external  tuberosity 
TORtTM.  ^£  ^j^g  tibia,  from  the  upper  three-fourths  of  the 

inner  surface  of  the  fibula^  from  the  interosseous  membrane,  from 
the  fascia  and  the  intermuscular  septa.  Its  fibres  terminate  in 
a  penniform  manner  upon  a  long  tendon,  situated  on  the  inner 
side  of  the  muscle :  this  tendon  descends  in  front  of  the  ankle 
and  divides  into  four  slips,  which  pass  to  the  four  outer  toes. 
They  diverge  from  each  other,  and  are  inserted  into  the  toes  thus  : 
— on  the  first  phalanx^,  each  tendon  (except  that  of  the  little  toe) 
is  joined  on  its  outer  side  by  the  corresponding  tendon  of  the  ex- 
tensor brevis.  The  united  tendons  then  expand,  and  are  inserted 
as  on  the  fingers  ;  that  is,  the  middle  part  is  inserted  into  the  base 
of  the  second  phalanx  ;  the  sides  run  on  to  the  base  of  the  third 
(p.  329).    Its  nerve  comes  from  the  anterior  tibial. 

Immediately  below  the  ankle  the  anterior  annular  ligament 
forms  a  pulley  through  which  the  tendon  of  this  muscle  plays.  It 
is  like  a  sling,  of  which  the  two  ends  are  attached  to  the  os  calcis, 
while  the  loop  serves  to  confine  the  tendon.  The  play  of  the  ten- 
don is  facilitated  by  a  synovial  membrane,  which  is  prolonged  for 
a  short  distance  along  each  of  its  four  divisions.  Besides  its  chief 
action,  this  muscle  extends  the  ankle-joint.f 

Peeoneus  This  appears  to  be  a  portion  of  the  preceding. 

Tertius.  Jts  fibres  arise  from  the  lower  part  of  the  inner 

surface  of  the  shaft  of  the  fibula,  the  interosseous  membrane,  and 
the  intermuscular  septum,  and  terminate  on  their  tendon-like  barbs 

*  It  is  generally  necessary  to  divide  this  tendon  in  distortion  of  the  foot  inwards, 
called  talipes  Tarns. 

t  There  is  often  a  large  bursa  between  the  tendon  of  the  extensor  longus  digi- 
torum  and  the  outer  end  of  the  astragalus.  This  bursa  sometimes  communicateis 
with  the  joint  of  the  head  of  the  astragalus.  * 
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on  a  quill.  The  tendon  passes  through  the  same  pulley  with  the 
long  extensor  of  the  toes,  and,  expanding  considerably,  is  inserted 
into  the  tarsal  end  of  the  metatarsal  bone  of  the  little  toe.  It  is 
supplied  by  a  branch  of  the  anterior  tibial  nerve. 

The  peroneus  tertius  and  the  tibialis  anticus  are  important 
muscles  in  progression.  They  raise  the  toes  and  foot  from  the 
ground.  Those  who  have  lost  the  use  of  these  muscles  are  obliged 
to  drag  the  foot  along  the  ground,  or  to  swing  the  entire  limb 
outwards,  in  walking. 

ExTENsoE  This  muscle  lies  partly  concealed  between  the 

Peopeius  tibialis  anticus  and  the  extensor  longus  digitorum, 

PoLLicis.  arises  from  rather  more  than  the  middle  third 

of  the  inner  surface  of  the  fibula,  and  from  the  interosseous  mem- 
brane. The  fibres  terminate  in  a  penniform  manner  on  the  tendon, 
which  runs  over  the  ankle,  between  the  tendons  of  the  tibialis 
anticus  and  the  extensor  communis  digitorum,  along  the  top  of 
the  foot,  to  the  great  toe,  where  it  is  inserted  into  the  base  of  the 
last  phalanx.  It  has  a  special  pulley  beneath  the  annular  ligament, 
lined  by  a  synovial  membrane,  which  accompanies  it  as  far  as  the 
metatarsal  bone  of  the  great  toe.  It  is  supplied  by  the  anterior 
tibial,  a  branch  of  the  peroneal  nerve. 

Now  examine  the  course,  relations,  and  branches  of  the  anterior 
tibial  artery.  Since  it  lies  deeply  between  the  muscles,  it  is  neces- 
sary to  separate  them  from  each  other  :  this  is  easily  done  by 
proceeding  from  the  ankle  towards  the  knee. 

Course  and  '^he  anterior  tibial  artery  is  one  of  the  two 

Relations  OF  THE  branches  into  which  the  popliteal  divides  at  the 
Anteeior  Tibial  lower  border  of  the  popliteus.  It  comes  at  first 
Aetebt.  horizontally  forward  about  \^  inches  below  the 

head  of  the  fibula,  above  the  interosseous  membrane,  and  then 
descends,  lying  in  rather  more  than  the  first  half  of  its  course  upon 
the  interosseous  membrane,  afterwards  along  the  front  of  the  tibia. 
It  runs  beneath  the  annular  ligament  over  the  front  of  the  ankle, 
where  it  takes  the  name  of  the  dorsal  artery  of  the  foot.  Thus, 
a  line  drawn  from  the  head  of  the  fibula  to  the  interval  between 
the  first  and  second  metatarsal  bones  would  nearly  indicate  its 
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course.  In  the  upper  third  of  the  leg  it  lies  deeply  between  the 
tibialis  anticus  and  the  extensor  longus  digitorum  ;  in  the  lower  two- 
thirds,  between  the  tibialis  anticus  and  the  extensor  proprius  poUicis. 
In  front  of  the  anJcle  the  artery  is  crossed  by  the  extensor  proprius 
polliciSj.and  lies  between  the  tendon  of  this  muscle  and  the  inner 
tendon  of  the  extensor  longus  digitorum. 

The  artery  is  accompanied  by  the  anterior  tibial  nerve  (a  branch 
of  the  peroneal),  which  runs  for  some  distance  upon  its  fibular  side, 
then  in  front  of  it,  and  lower  down  is  again  situated  on  its  outer 
side.  It  is  accompanied  by  two  veins,  one  on  each  side,  which 
communicate  at  intervals  by  cross  branches. 

The  branches  of  the  anterior  tibial  are  as  follows  : — 

a.  The  recurrent  branch  ascends  close  by  the  outer  side  of  the  head 
of  the  tibia,  through  the  tibialis  anticus,  to  the  front  of  the  knee-joint, 
where  it  inosculates  with  the  other  articular,  arteries  derived  from  the 
popliteal. 

b.  Irregular  muscular  hraxLch.es,  in  its  course  down  the  leg. 

c.  The  malleolar  branches,  external  and  internal,  ramify  over  the 
ankle  :  the  external^  descending  beneath  the  tendon  of  the  extensor  longus 
digitorum,  ramifies  on  the  external  malleolus,  inosculating  with  the 
anteiior  peroneal  and  the  tarsal  arteries ;  the  internal  jiasses  beneath 
the  tibialis  anticus,  and  anastomoses  with  the  posterior  tibial.  They 
supply  the  joint,  the  articular  ends  of  the  bones,  and  the  sheaths  of  the 
tendons  around  them. 

ExTBNsoB  This  muscle  is  situated  on  the  dorsum  of  the 

Bretis  Digi-  foot,  beneath  the  long  extensor  tendons  of  the  toes. 
TORUM.  1^  arises  from  the  outer  part  of  the  os  calcis,  from 

the  ligament  uniting  this  bone  to  the  astragalus,  and  from  the 
anterior  annular  ligament.  The  fibres  run  obliquely  over  the 
foot,  and  terminate  in  four  tendons,  which  pass  forwards  to  the 
four  inner  toes.  The  inner  one  is  inserted'  by  an  expanded 
tendon  into  the  base  of  the  first  phalanx  of  the  great  toe  ;  the 
others  join  the  fibular  side  of  the  long  extensor  tendons  to  be  in- 
serted with  them  into  the  second  and  ungual  phalanges.  The 
tendon  to  the  great  toe  crosses  over  the  dorsal  artery  of  the  foot. 
It  is  supplied  by  a  branch  of  the  anterior  tibial  nerve. 
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DoESAL  This  artery,  the  continuation  of  the  anterior 

Ahtery  of  the  tibial,  runs  over  the  instep  to  the  interval  between 
Foot.  ^.jjg  f^j-g^  ^nd  second  metatarsal  bones,  where  it 

sinks  into  the  sole  and  joins  the  deep  plantar  arch.  On  the 
dorsum  of  the  foot  it  runs  along  the  outer  side  of  the  extensor 
proprius  pollicis,  and  before  it  dips  down  into  the  sole,  is  crossed 
by  the  short  extensor  tendon  of  the  great  toe;  The  dorsal  artery 
gives  off  the  following  branches  : — - 

a.  The  tarsal  branch  arises  near  the'  scaphoid  bone,  passes  beneath 
the  extensor  brevis  digitorum  towards  the  outside  of  the  foot,  supplies 
the  bones  and  joints  of  the  tarsuS;  and  inosculates  with  the  external 
malleolar,  the  peroneal,  the  metatarsal,  and  the  external  plantar  arteries. 

b.  The  metatarsal  branch  generally  runs  towards  the  outside  of  the 
foot,  beneath  the  short  extensor  tendons,  near'-  the  bases  of  the  metatarsal 
bones,  and  gives  off  the  three  outer  interosseous  arteries.  These  pass 
forwards  over  the  corresponding  interosseous  muscles,  supply  them,  and 
then  subdivide  to  supply  the  contiguous  sides  of  the  upper  surfaces  of 
the  toes.  They  communicate  by  perforating  branches  with  the  plantar 
arteries  at  each  end  of  the  interosseous  spaces. 

c.  The  dorsalis  hallucis  is,  strictly  speaking,  the  artery  of  the  fii-st 
interosseous  space.  It  comes  from  the  dorsal  artery  of  the  foot  just  before 
this  sinks  into  the  sole,  and  runs  forwards  to  supply  digital  branches  to 
the  sides  of  the  great  toe,  and  the  inner  side  of  the  second  toe. 

Peronei  These  muscles  are  situated  on  the  outer  side  of 

Muscles.  fibula,  and  are  named,  respectively,  peraneus 

longus  and  brevis. 

Pekonexjs  This  arises  from  the  outer  surface  of  the  fibula 

LoxGus.  along -its  upper,  two-thirds,  from  the  fascia  and 

the  intermuscular  septa.  The  .fibres  terminate  in  a  penniform 
manner  upon  a  tendon,  which  runs  through .  a  groove  behind  the 
external  malleolus,  then  along  the  outer  side  of  the  os  calcis,  and, 
lastly,  through  a  groove  on  the  under  surface  of  the  os  cuboides 
deep  into  the  sole.  It  crosses  the  sole  obliquely  forwards  and  in- 
wards, and  is  inserted  into  the  tarsal  end  of  the  metatarsal  bone 
of  the  great  toe.  In  its  course  through  these  several  bony  grooves 
the  tendon  is  confined  by  a  fibrous  sheath,  lined  by  a  synovial 
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membrane.  In  removing  the  metatarsal  bone  of  the  great  toe,  if 
possible,  leave  the  insertion  of  this  tendon.  Its  nerve  comes  from 
the  peroneal. 

Peboneus  This  muscle  lies  beneath  the  preceding.  It 

arises  from  about  the  middle  third  of  the  outer 
surface  of  the  fibula,  internal  to  the  preceding  muscle,  and  from 
the  intermuscular  septa.  It  terminates  on  a  tendon  which 
runs  behind  the  external  malleolus,  through  the  same  sheath  with 
the  peroneus  longus,  then  proceeds  along  the  outside  of  the  foot 
and  is  inserted  into  the  tarsal  end  of  the  metatarsal  bone  of  the 
little  toe.*    Its  nerve  is  from  the  peroneal. 

The  action  of  the  peronei  is  to  raise  the  outer  side  of  the  foot.f 
This  movement  regulates  the  bearing  of  the  foot  in  progression,  so 
as  to  throw  the  principal  part  of  the  weight  on  the  ball  of  the  great 
toe.  Its  action  is  well  exemplified  in  skating.  Again,  supposing 
the  fixed  point  to  be  at  the  foot,  they  tend  to  prevent  the  body 
from  falling  on  the  opposite  side,. as  when  we  balance  ourselves  on 
one  leg. 

Peroneal  Near  the  inner  side  of  the  tendon  of  the  biceps 

OR  MuscuLo-cu-  flexor  of  the  leg,  is  a  large  nerve,  the  external  popli- 
TANEous  Nebye.  ^q^i  qj.  peroucal,  a  branch  of  the  great  ischiatic.  By 
reflecting  the  upper  part  of  the  peroneus  longus,  you  will  find  that 
this  nerve  runs  round  the  outer  side  of  the  fibula  immediately 
below  its  head.  Here  it  divides  into  several  branches,  as  follows  : — 
1.  Articular  hvanches  to  the  knee-joint,  which  pass  in  with  the 
external  articular  arteries,  and ;  the  tibial  recurrent  artery  ;  2.  The 
anterior  tibial,  which  accompanies  the  corresponding  artery  and 
supplies  the  muscles  between  which  it  runs,  namely  the  tibialis 
anticus,  extensor  longus  digitorum,  extensor  proprius  pollicis— and 
peroneus  tertius  :  also  the  extensor  brevis  digitorum  ;  3.  The  exter- 
nal-cutaneous (p."526.),  which  comes  through  the  fascia  between  the 

*  On  the  outside  of  the  os  calcis  there  is  a  ridge  which  separates  the  tendons  of 
the  peronei.  Each  has  a  distinct  sheath.  The  short  tendon  runs  above,  the  long  one 
below  the  ridge. 

f  In  distortion  of  the  foot  outwards,  called  talipes  valgus,  it  is  generally  neces- 
sary to  divide  the  tendons  of  the  peronei. 
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peroneus  longus  and  the  extensor  longus  digitorum  ;  4.  Branches, 
which  supply  the  peronei  (longus  and  brevis)  muscles. 

If,  then,  the  peroneal  nerve  were  divided  in  the  popliteal  spa(ie, 
the  result  would  be  paralysis  of  the  tibialis  anticus,  the_  extensors 
of  the  toes — long  and  short — and  all  the  peronei. 

DISSECTION  OF  THE  GLUTEAL  KEGION. 

The  body  having  been  placed  on  its  face,  the  pelvis  is  to  be 
raised  to  such  a  height  by  blocks  placed  beneath  it,  that  the  lower 
extremities  hang  down  over  the  end  of  the  table.  Then  rotate  the 
thighs  inwards  as  much  as  possible,  and  cross  them. 

The  incision  through  the  skin  should  commence  at  the  coccyx, 
and  be  continued  in  a  semicircular  direction  along  the  crest  of  the 
ilium.  Another  incision  should  be  made  from  the  coccyx  down- 
wards and  outwards  for  about  six  inches  below  the  great  trochanter. 
In  reflecting  the  skin,  notice  the  thick  cushion  which  the  sub- 
cutaneous adipose  tissue  forms  over  the  tuberosity  of  the  ischium. 
A  large  bursa  is  often  formed  between  the  cushion  and  the  bone. 

Cutaneous  These  are  derived  from  several  sources.  The 

Nerves.  posterior  divisions  of  the  first  and  second  lumbar 

nerves  descend  over  the  crest  of  the  ilium,  near  the  origin  of  the 
erector  spinse,  to  supply  the  skin  over  the  gluteus  maximus  as  far 
as  the  great  trochanter.  Internal  to  these,  are  the  posterior 
branches  of  the  three  upper  sacral  nerves,  which  are  distributed 
to  the  integument  over  the  sacrum  and  coccyx.  Over  the  middle 
of  the  crest,  come  the  lateral  branches  of  the  tiuelfth  dorsal,  and 
posterior  to  it,  the  iliac  branch  of  the  ilio-hypogastric.  Other 
cutaneous  nerves  ascend  from  below ;  they  are  branches  of  the 
lesser  ischiatic,  and  proceed  from  beneath  the  lower  border  of  the 
gluteus  maximus.  Lastly,  some  branches  from  the  external 
cutaneous  nerve  of  the  thigh  are  seen  on  the  outer  side  of 
this  region. 

Glutkal  Three  powerful  muscles  are  situated  in  the 

Muscles.  region  of  the  buttock,  one  above  the  other,  named, 

according  to  their  size,  the  gluteus  maximus,  medius,  and  minimus. 
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The  fascia  covering  the  gluteus  maximus  is  comparatively  thin, 
posteriorly,  where  it  is  attached  to  the  sacrum,  coccyx,  and  ilium  ; 
hut  anteriorly  it  is  very  dense  and  glistening,  and  gives  origin  to 
the  fibres  of  the  gluteus  medius,  and  lower  down  becomes  con- 
tinuous with  the  fascia  lata. 

Gluteus  This  is  the  largest  muscle  of  the  body,  and  is 

Maximus.  covered  by  a  fascia,  which  sends  prolongations 

inwards  between  the  muscular  bundles.  Its  great  size  is  cha- 
racteristic of  man,  in  reference  to  his  erect  position.  Its  texture 
is  thick  and  coarse.  It  arises  from  the  posterior  fifth  of  the 
crest  of  the  ilium,  and  from  the  rough  surface  below  it,  from  the 
lower  part  of  the  sacrum,  the  coccyx,  and  the  great  sacro-ischiatic 
ligament.  The  fibres  descend  obliquely  forwards,  and  are  inserted 
thus : — the  anterior  two-thirds  terminate  on  a  strong  broad 
aponeurosis  which  plays  over  the  great  trochanter,  and  joins  the 
fascia  lata  on  the  outside  of  the  thigh  (p.  500);  the  remaining 
third  is  inserted  into  the  femur,  along  the  ridge  (gluteal)  leading 
from  the  linea  aspera  to  the  base  of  the  great  trochanter. 

This  muscle  extends  the  thigh  bone  upon  the  pelvis,  and  is 
therefore  one  of  those  most  con-cerned  in  raising  the  body  from  the 
sitting  to  the  erect  position,  and  in  maintaining  it  erect.  It 
propels  the  body — in  walking,  running  or  leaping,  and  rotates  the 
thigh  outwards.  It  is  supplied  with  blood  by  the  gluteal  and 
ischiatic  arteries  ;  with  nerves  from  the  lesser  ischiatic,  and  the 
sacral  plexus, 

.  The  gluteus  maximus  should  be  reflected  from 

What  is^een  & 

BENEAm  THE  its  origlu.  The  best  way  is  to  begin  at  the  front 
Gluteus  Maxi-  border,  which  overlaps  the  gluteus  medius.  The 
dissection  is  difficult,  and  he  who  undertakes  it  for 
the  first  time,  is  almost  sure  to  injure  the  subjacent  parts.  The 
numerous  vessels  which  enter  its  under  surface  must  be  divided 
before  the  muscle  can  be  reflected.  This  having  been  accom- 
/  plished,  the  following  objects  will  be  exposed  : — 

The  muscle  covering  the  ilium  is  the  gluteus  medius.  At  the 
posterior  border  of  this  are  the  several  objects  which  emerge  from 
the  pelvis  through  the  great  ischiatic  notch — namely,  the  pyri- 
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formis  muscle,  above  which  is  the  trunk  of  the  gluteal  vessels 
and  nerve,  and,  below  which,  are  the  greater  and  lesser  ischiatic 
nerves,  the  arteria  comes  nervi  ischiatici,  the  long  pudendal 
nerve,  the  ischiatic  vessels,  the  pudic  vessels  and  nerve,  and  the 
nerve  to  the  obturator  internus.  Coming  through  the  lesser 
ischiatic  notch,  is  the  tendon  of  the  obturator  internus,  and 
attached  to  it  are  the  gemelli  muscles,  one  above,  the  other  below 
it.  Extending  from  the  tuber  ischii  transversely  outward  to  the 
great  trochanter  is  the  quadratus  femoris,  and,  below  this,  is  seen 
the  upper  part  of  the  adductor  magnus.  The  origins  of  the  semi- 
membranosus, biceps,  semitendinosus,  and  of  the  adductor 
magnus,  from  the  tuber  ischii,  are  also  seen  ;  as  well  as  the  great 
sacro-ischiatic  ligament,  which  passes  upwards  to  the  sacrum,  and  is 
pierced  by  the  coccygeal  branch  of -the  ischiatic  artery.  The  gTeat 
trochanter  is  exposed,  together  with  a  small,  portion  of  the  vastus 
externus  ;  and  where  the  tendon  of  the  gluteus  maximus  plays 
over  the  trochanter  major,  there  is  a  large  bursa,  simple  or  multi- 
locular.  Lastly,  the  side  of  the  sacrum,  the  coccyx,  part  of  the 
crest  of  the  ilium,  the  tuberosity  of  the  ischium,  and  the  coccygeus 
muscle  are  brought  into  view. 

Gluteus  This  muscle  arises  from  the  .  surface  of  the 

Mi'^ius.  ilium,  between  the  crest  and  the  -upper  curved 

line;  also  from  the  strong  fascia  which  covers  it  towards  the 
front.  The  fibres  converge  to  a  tendon,  which  is  inserted  into 
the  upper  and  outer  surface  of  the  great  trochanter  :  some  of  the 
anterior  fibres — in  immediate  connection  with  the  tensor  fascise — 
terminate  on  the  aponeurosis  of  the  thigh.  Between  its  insertion 
and  the  bone  is  a  bursa. 

Eeflect  the  gluteus  medius  to  see  the  third  gluteal  muscle. 
The  line  of  separation  between  them  is  marked  by  a  large  branch 
of  the  gluteal  artery. 

Gluteus  This  muscle  arises  from  the  surface  of  the 

Minimus.  ilium  below  the  upper  curved  line.   Its  fibres  pass 

over  the  capsule  of  the  hip-joint,  and  converge  to  a  tendon  which 
is  inserted  into  a  depression  on  the  front  part  of  the  great  tro- 
chanter, a  bursa  being  interposed.    This  muscle  and  the  pre- 


536 


GLUTEAL  REGION. 


ceding  are  supplied  by  the  superior  gluteal  nerve,  a  branch  of  the 
lumbo-sacral.  The  chief  action  of  this  and  the  preceding  muscle 
is  to  assist  in  balancing  the  pelvis  steadily  on  the  thigh,  as  when 
we  are  standing  on-  one  leg  ;  with  the  fixed  point  at  the  ilium, 
they  are  abductors  of  the  thigh.  The  anterior  fibres  of  the  gluteus 
medius  co-operate  with  the  tensor  fascise  in  rotating  the  thigh 
inwards. 

Gluteal  The  gluteal  artery  is  the  largest  branch  of  the 

Vessels  AND  internal    iliac    (p.  441).     Emerging  from  the 

Nerves.  pelvis  through  the  great  ischiatic  foramen  be- 

tween the  pyriformis  and  the  gluteus  medius,  it  divides  into  large 
branches  for  the  supply  of  the  gluteal  muscles.  Of  these,  the 
more  superficial  proceed  forwards  between  the  gluteus  maximus 
and  medius,  both  of  which  they  supply,  and  eventually  anastomose 
with  the  posterior  sacral  and  ischiatic  arteries ;  others,  deeper, 
run  in  curves  between  the  gluteus  medius  and  minimus,  towards 
the  anterior  part  of  the  ilium.  Many  of  them  inosculate  with 
branches  of  the  external  circumflex,  the  deep  circumflexa  ilii,  and 
the  ischiatic  arteries. 

The  nerve  which  accompanies  the  gluteal  artery  is  a  branch  of 
the  lumbo-sacral  nerve  (p.  445).  It  subdivides  to  supply  the 
gluteus  medius  and  minimus,  and  the  tensor  fascise ;  in  some 
subjects  it  sends  a  branch  to  the  gluteus  maximus ;  but  this 
muscle  is  chiefly  supplied  by  the  lesser  ischiatic  nerve. 

A  surgeon  ought  to  be  able  to  cut  down  and  tie  the  gluteal 
artery  as  it  emerges  from  the  pelvis.  The  following  is  the  best 
rule  for  finding  it : — * 

Draw  a  line  from  the  posterior  superior  spine  of  the  ilium  to 
the  trochanter  major,  rotated  inwards.  The  junction  of  the  upper 
with  the  middle  third  of  this  line  lies  over  the  artery  as  it  emerges 
from  the  upper  border  of  the  great  ischiatic  notch. 

Now  examine  the  series  of  muscles  which  rotate  the  thigh 
outwards — namely,  the  pyriformis,  the  obturator  internus,  the 
gemelli,  the  quadratus  femoris,  and  the  obturator  extemus. 

*  The  operation  of  tying  the  gluteal  artery  was  first  performed  by  John  Bell.  See 
his  'Principles  of  Surgery/  vol.  i.  p.  421. 
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This  muscle  lies  immediately  below  and  parallel 
Pyriforjhs.  ^^^^^  g^^gg  gluteus  medius.  It 

arises  by  three  fleshy  fasciculi  from  the  second,  third,  and  fourth 
segments  of  tlie  front  surface  of  the  sacrum  between  the  foramina 
for  the  sacral  nerves,  and  from  the  margin  of  the  great  sacro- 
ischiatic  notch.  The  fibres  converge  to  a  tendon  which  is  inserted 
into  the  upper  border  of  the  trochanter  major.  Its  nerve  comes 
from  the  sacral  plexus. 

Obtuhator  This  muscle,  of  which  little  more  than  the 

Inteenus.  tendon  can  be  seen  at  present,  arises  within  the 

pelvis,  from  the  ischium  between  the  great  ischiatic  notch  and 
the  obturator  foramen,  and  superiorly  as  high  as  the  brim  of 
the  pelvis,  from  the  obturator  membrane,  and  slightly  also  from 
the  obturator  fascia.  The  fibres  terminate  on  four  tendons 
which  converge  towards  the  lesser  ischiatic  notch,  pass  round  it 
as  over  a  pulley,  and  then  uniting  into  one,  are  inserted  into 
the  top  of  the  great  trochanter,  close  to  the  digital  fossa.  Divide 
the  tendon  about  three  inches  from  its  insertion,  to  see  the  four 
tendons  which  play  over  the  smooth  cartilaginous  surface.  There 
is  a  large  synovial  bursa  to  diminish  friction.  The  nerve  of  this 
muscle  comes  from  the  sacral  plexus  ;  sometimes  from  the  pudic 
nerve. 

Gemelli  These  muscles  are  accessory  to  the  obturator 

internus,  and  are  situated,  one  above,  the  other 
below  it.  The  gemellus  superior  arises  from  the  spine  of  the 
ischium ;  the  gemellus  inferior  from  the  upper  and  back 
part  of  the  tuberosity.  Their  fibres  are  inserted  into  the  tendon 
of  the  obturator  internus.  Both  muscles  derive  their  nerves  from 
the  sacral  plexus. 

QuADKATus  This  muscle  anses  from  the  ridge  on  the  outer 

Femobis.  p^^j,^     ^^ye  tuber  ischii..  Its  fibres  run  horizontally 

outwards,  and  are  inserted  into  the  back  of  the  great  trochanter, 
into  the  greater  part  of  the  linea  quadrati.  The  lower  border  of 
the  quadratus  femoris  runs  parallel  with  the  upper  edge  of  the 
adductor  magnus ;  in  fact,  it  lies  on  the  same  plane.  Between 
these  muscles  is  generally  seen  a  terminal  branch  of  the  internal 
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circumflex  artery.  Its  nerve  comes  from  the  sacral  plexus,  and 
enters  its  deep  surface. 

Obturator  To  see  this  muscle  reflect  the  quadratus  femoris. 

ExTERNus.  It  arises  from  the  outer  surface  of  the  os  pubis, 

from  the  front  surface  of  the  ramus  of  the  pubes  and  ischium,  and 
from  the  obturator  membrane.    The  fibres  converge  to  a  tendon 

Fig.  122. 


12.  N.  of  pyriformis. 

13.  N.  of  gemellus  superior. 

14.  N.  of  gemellus  inferior. 

15.  N.  of  quadratus  femorip. 

16.  N.  of  glutens  maximus. 

17.  Long  pudendal n. 

18.  Cutaneous  n.  of  the  but- 

tock. 

19.  N.  of  the  long  head  of 

the  biceps. 

20.  N.  of  semi-tendinosus. 

21.  N.  of  semi-membrano- 

sus. 

22.  N.  of  short  head  of  the 

biceps. 


1,  2,  3,4,  5.  Sacral  nn. 

6.  Superior  gluteal  n. 

7.  Great  ischiatic  n. 

8.  Lesser  ischiatic  ii. 

9.  Pudic  n. 

10.  N.  of  obturator  internus. 

11.  N.  of  levator  ani. 


PLAN  OF  THB  SACEAL  PLEXUS  AND  BRANCHES. 

which  runs  horizontally  outwards  over  a  groove  in  the  ischium, 
and  is  vaserted  into  the  deepest  part  of  the  digital  fossa  below  the 
gemellus  inferior.  Its  nerve  is  a  branch  of  the  posterior  division 
of  the  obturator  (p.  524). 

Great  Ischi-  This  large  nerve  is  formed  by  the  union  of  the 
ATic  Nerve.  last  lumbar  and  four  upper  sacral  nerves  (fig.  122), 

and  supplies  all  the  flexor  muscles  of  the  lower  extremity,  and  the 
extensors  of  the  foot. 
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Emerging  from  the  pelvis  through  the  great  sacro-ischiatic 
foramen  below  the  pyriformis,  it  descends  over  the  external  rotator 
muscles  of  the  thigh,  along  the  interval  between  the  tuber  ischii  and 
the  great  trochanter,  but  rather  nearer  to  the  former  ;  so  that,  in 
the  sitting  position,  the  nerve  is  protected  from  pressure  by  this 
bony  prominence.  The  nerve  does  not  descend  quite  perpendicu- 
larly, but  rather  obliquely  forwards  upon  the  adductor  magnus, 
parallel  with  the  great  sacro-ischiatic  ligament,  and  below  the 
middle  of  the  thigh  divides  into  the  internal  popliteal  and  the 
peroneal  (or  external  popliteal).    It  is  accompanied  by  a  branch 

Fig.  123. 


1.  Gluteus  medius. 

2.  Pyriformis. 

3.  Lesser  sciatic  nerve. 

4.  Obturator  internus, 

with  the  two  gemelli. 

5.  Coccygens. 


6.  Great  sciatic  nerve. 

7.  Quadratus  femoris. 

8.  Gluteus  maximus. 

9.  The  semitendinosus 

and  biceps. 

10.  Adductor  magmis. 
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of  the  ischiatic  artery,  called  the  comes  nervi  ischiatici*    The  * 
nerve  distributes  branches  to  the  hamstring  muscles  and  the 
adductor  magnus,  and  sends  a  small  branch  to  the  hip-joint  which 
pierces  the  posterior  part  of  the  capsular  ligament. 

LE.SSEB  This  comes  from  the  lower  part  of  the  sacral 

Ischiatic  Nerve,    plexus.    It  leaves  the  pelvis  with  the  greater 

*  The  arteria  comes  nervi  ischiatici  runs  generally  by  the  side  of  the  nerve,  but 
sometimes  in  the  centre  of  it.  This  artery  becomes  one  of  the  chief  channels  by  which 
the  blood  reaches  the  lower  limb  after  ligature  of  the  femoral.  See  in  the  Museum 
of  the  Hoyal  College  of  Surgeons  a  preparation  in  which  the  femoral  was  tied  by  Jolin 
Hunter/fifty  years  before  the  man's  death. 
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ischiatic  nerve,  but  on  the  inner  side  of  it,  and  in  company  with 
the  ischiatic  artery.  The  muscular  branches  which  it  gives  off' 
are  one^or  more — inferior  gluteal— vfhich.  enter  the  under  surface 
of  the  gluteus  maximus.  All  its  other  branches  are  cutaneous. 
One  external  tiu-ns  round  the  lower  border  of  the  gluteus  maximus, 
and  supplies  the  skin  of  the  buttock.  Another,  the  inferior  or  long 
pudendal  (p.  419),  turns  inwards  towards  the  perineum,  to  supply 
the  skin  of  that  region  and  the  scrotum.    The  continued  trunk  runs 
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down  the  back  of  the  thigh  beneath  the  muscular  fascia,  as  low  as 
the  upper  part  of  the  calf,  supplying  the  skin  all  the  way  down, 
and  communicates  with  the  short  saphenous  nerve. 

Ischiatic  This  branch  of  the  internal  iliac  leaves  the 

Ahtery.  pelvis  between  the  pyriformis  and  the  gemellus 

superior  ;  it  then  descends  between  the  tuber  ischii  and  the  great 
trochanter,  along  the  inner  side  of  the  great  ischiatic  nerve.  It 
gives  off": — 
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1,  two  or  more  considerable  branches  to  the  gluteus  maximus;  2,  a 
coccygeal  branch,  which  runs  through  the  great  sacro-ischiatic  ligament, 
then  ramifies  in  the  gluteus  maximus,  and  on  the  back  of  the  coccyx ; 
3,  the  comes  nervi  ischiatici ;  4,  branches  to  the  several  external  rotator 
muscles ;  lastly,  branches  which  supply  the  upper  part  of  the  hamstring 
muscles ;  and  others  which  inosculate  with  the  internal  circumflex  and 
obturator  arteries  (p.  522). 

PtjdicArteey  The  course  of  this  artery  and  nerve  has  been 
AND  Nerve,  f^Hy  described  (p.  425).    Observe  now  that  they 

pass  over  the  spine  of  the  ischium,  accompanied  by  the  nerve  to  the 
obturator  internus,  and  that  in  a  thin  subject  it  is  possible  to  com- 
press the  artery  against  the  spine.  The  rule  for  finding  it  is  this  : 
rotate  the  foot  inwards,  and  draw  a  line  from  the  top  of  the  great 
trochanter  to  the  base  of  the  coccyx  ;  the  junction  of  the  inner 
with  the  outer  two-thirds  gives  the  situation  of  the  artery.* 

Popliteal  advisable  to  examine  the  popliteal  space 

Space.  Its  at  this  stage  of  the  dissection,  in  order  that  the 

BouNDABiEs.  various  parts  may  be  carefully  made  out  with  as 
little  disturbance  as  possible  of  their  mutual  relations. 

A  vertical  incision  must  be  made  along  the  middle  of  the  ham, 
extending  from  six  inches  above,  to  three  inches  below  the  knee : 
transverse  incisions  should  be  made  at  each  extremity  of  -the 
vertical,  so  that  the  skin  may  be  conveniently  reflected.  In  doing 
30,  care  must  be  taken  to  preserve  the  cutaneous  branch  of  the 
lesser  ischiatic  nerve,  which  descends  over  the  space  to  the  back  of 
the  leg. 

The  muscular  fascia  covering  the  space  is  very  strong,  and 
strengthened  by  numerous  transverse  fibres.  It  is  pierced  by 
the  posterior  saphena  vein,  which  passes  in  to  join  the  popliteal 
vein. 

The  fascia  having  been  reflected,  the  muscles  and  tendons  con- 
stituting the  boundaries  of  the  popliteal  space  are  to  be  cleaned. 
The  space  is  formed,  above,  by  the  divergence  of  the  hamstring 
muscles  to  reach  their  respective  insertions;  below,  by  the  con- 

*  Mr.  Travers  succeeded  in  arresting  hsemorrhage  from  a  sloughing  ulcer  of  the 
£;lans  penis  by  pressing  the  piidic  artery  with  a  cork  against  the  spiueof  the  ischium. 
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verging  heads  of  the  gastrocnemius:  its  shape  is  therefore  tliat 
of  a  lozenge.  It  extends,  above,  as  high  as  the  lower  third  of  the 
femur,  and,  below,  as  far  as  the  upper  sixth  of  the  tibia.  Above,  it 
is  bounded  on  the  inner  side  by  the  semitendinosus,  semimem- 
branosus, gracilis,  and  sartorius ;  on  the  outer  side,  by  the  biceps  ; 
below,  it  is  bounded  on  the  inner  side  by  the  internal  head  of  the 
gastrocnemius,  on  the  outer,  by  the  external  head  of  this  muscle 
and  the  plantaris. 

The  space  is  occupied  by  a  quantity  of  fat,  which  permits  the 
easy  flexion  of  the  knee ;  and  in  this  fat  are  found  the  popliteal 
vessels  and  nerves,  in  the  following  order : — nearest  to  the  surface 
are  the  nerves ;  the  artery  lies  close  to  the  bone,  the  vein  being 
superficial  to  the  artery  (fig.  125). 

Geeat  Along  the  outer  border  of  the  semimembranosus, 

IscHiATic  Nerve,  and  covered  by  the  long  head  of  the  biceps,  is  the 
great  ischiatic  nerve,  which,  after  giving  off  branches  to  the  three 
great  flexor  muscles,  divides,  about  the  lower  third  of  the  thigh 
(higher  or  lower  in  different  subjects),  into  two  large  nerves — the 
peroneal  or  external  popliteal  and  the  internal  popliteal. 

The  'peroneal  nerve  runs  close  by  the  inner  side  of  the  tendon 
of  the  biceps,"^  and  subsequently  in  the  groove  between  this 
muscle  and  the  outer  head  of  the  gastrocnemius,  towards  the  head 
of  the  fibula.  As  it  passes  round  the  joint  it  gives  off  two  arti- 
cular branches  to  the  knee,  which  accompany  the  articular 
arteries,  and  a  recurrent'  articular  branch,  which  runs  with  the 
recurrent  tibial  artery  to  the  front  of  the  knee.  It  supplies  also 
two  or  three  cutaneous  branches  to  the  posterior  and  outer  sur- 
faces of  the  leg. 

The  communicans  peronei  (fig.  125)  is  a  small  branch  given 
ofi"  as  the  nerve  passes  over  the  gastrocnemius;  it  joins  the  short 
saphenous  which  runs  down  the  back  of  the  calf,  and  behind  the 
outer  ankle,  to  supply  the  outer  side  of  the  foot  and  little  toe. 

Below  the  head  of  the  fibula  we  have  already  traced  the  divi 

*  The  nerve  is,  therefore,  very  liable  to  be  injured  in  the  operation  of  dividing  the 
outer  hamstring.  In  the  diagram,  the  nerve  is  not  near  enough  to  the  tendou,  their 
connections  having  been  severed. 
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sion  of  the  peroneal  into  the  anterior  tibial,  and  the  musculo- 
cutaneous nerves  (p.  532). 

The  internal  jjo^litecd  nerve  accompanies  the  popliteal  artery, 
and,  at  the  lower  border  of  the  popliteus,  is  continued  under  the 
name  of  the  posterior  tibial.    The  nerve  in  the  popliteal  space  lies 

Fia.  125. 


Semitendinosus. 

Semimembranosus. 

Gracilis. 

Sartorius. 


Inner  head  of  gastrocne- 
mius. 


LEFT  POPLITEAL  SPACE. 


superficial  to  and  rather  external  to  the  artery,  and  gives  off 
muscular  branches  which  supply  the  gastrocnemius,  the  plantaris, 
the  soleus,  and  the  popliteus  ;  three  articular  branches,  two  accom- 
panying the  articular  arteries,  the  third  piercing  the  back  of  the 
capsule ;  and  the  short  saphenous,  which  descends  in  the  groove 
between  the  two  heads  of  the  gastrocnemius,  about  the  middle  of 
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the  leg,  is  joined  by  the  commuEicans  peronei,  and  then,  running 
down  behind  the  outer  malleolus  in  company  with  the  short 
saphena  vein,  is  distributed  to  the  outer  side  of  the  little  toe. 
The  remainder  of  the  nerve,  as  posterior  tibial,  supplies  all  tbe 
flexor  muscles  on  the  back  of  the  leg  and  the  sole  of  the  foot. 
Popliteal 

By  clearing  out  all  the  fat,  we  observe  that  the 
VEssEis.  popliteal  vessels  enter  the  ham  through  an  aperture 

in  the  adductor  magna  us,  and  descend  close  to  the  back  part  of  the 
femur,  and  the  back  of  the  knee-joint.  At  first  they  are  partially 
overlapped  (in  muscular  subjects)  by  the  semimembranosus;  indeed 
the  outer  border  of  this  muscle  is  a  good  guide  to  the  artery  in  the 
operation  of  tying  it.  The  popliteal  artery  lies  upon  the  triangular 
surface  at  the  back  of  the  lower  third  of  the  femur ;  then,  upon  the 
ligamentum  posticum  Winslowii ;  and,  lastly,  upon  the  popliteus,  at 
the  lower  border  of  which  it  divides  into  the  anterior  and  posterior 
tibial.  Arising  at  right  angles  from  the  popliteal  artery  are  the  two 
superior  articular  arteries  ;  lower  down  are  two  inferior  articular 
arteries  ;  also  the  sural,  supplying  the  muscles  of  the  calf,  and  the 
azygos  artery  ;  close  to  the  vessel  is  the  articular  branch  of  the 
obturator  nerve  which  supplies  the  knee-joint. 

The  popliteal  vein  lies  superficial  to  the  artery,  and  rather  to 
its  outer  side.  It  receives  the  short  saphena  vein.  Its  coats  are 
remarkably  thick,  and  on  transverse  section  resemble  those  of  an 
artery  of  a  similar  size. 

Lymphatic  Two  or  more  lymphatic  glands  are  situated  one 

Glands.  on  each  side  of  the  artery.    They  deserve  attention, 

because,  when  enlarged,  their  close  proximity  to  the  artery  may  com- 
municate a  pulsation  which  might  be  mistaken  for  an  aneurysm. 


DISSECTION  OF  THE  BACK  OF  THE  THIGH. 

The  incision  should  be  continued  along  the  remainder  of  the 
back  of  the  thigh,  and  the  skin  reflected. 

Cutaneous  "^^^  ^^^^  hack  of  the  thigh  is  Supplied  by 

Nerves  and  the  lesser  ischiatic  nerve,  which  runs  down  beneath 
^^'Ns-  the  fascia,  as  lo.w  as  the  upper  third  of  the  calf. 
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distributing  branches  on  either  side.  On  the  outer  side  are  seen 
a  few  cutaneous  branches  from  the  posterior  division  of  the  ex- 
ternal cutaneous  nerve. 

The  subcutaneous  veins  at  the  back  of  the  thigh  are  very  small : 
here  they  would  be  liable  to  pressure.  But  near  the  popliteal 
space  there  is  a  vein,  called  the  short  saphena.  It  comes  up  the 
back  of  the  calf,  and  joins  the  popliteal  vein  after  perforating  the 
strong  fascia  covering  the  space. 

MoscuLAB  Eespecting  this,  remark  that  its  fibres  run 

Fascia.  chiefly  in  a  transverse  dkection,  that  it  becomes 

stronger  as  it  passes  over  the  popliteal  space,  and  that  here  it  is 
connected  with  the  tendons  on  either  side.  Eemove  it,  to  examine 
the  powerful  muscles  which  bend  the  leg,  called  the  hamstrings. 

Hamsteino  There  are  three  of  these,  and  all  arise  by  strong 

Muscles.  tendons  from  the  tuber  ischii.    One,  the  biceps,  is 

inserted  into  the  head  of  the  fibula  ;  the  other  two — namely, 
the  semitendinosus  and  semimembranosus — are  inserted  into  the 
tibia.  The  divergence  of  these  muscles  towards  their  respective 
insertions  ocicasions  the  space  termed  the  popliteal,  which  is  occu- 
pied by  soft  fat,  the  popliteal  vessels,  nerves,  and  lymphatic 
glands. 

This  muscle  has  two  origins,  a  lonsf  and  a  short. 
Biceps.  .  &     ^  & 

The  long  head  arises,  by  a  strong  tendon,  from 
the  back  part  of  the  tuber  ischii  in  common  with  the  semi- 
tendinosus ;  the  short  head,  by  fleshy  fibres,  from  the  outer  lip  of 
the  linea  aspera  of  the  femur.  This  origin  begins  at  the  linea 
aspera,  just  below  the  insertion  of  the  gluteus  maximus,  and  con- 
tinues'nearly  down  to  the  external  condyle.  It  joins  the  long 
head  of  the  muscle,  and  both  terminate  on  a  common  tendon, 
which  is  inserted  into  the  head  of  the  fibula,  by  two  portions 
separated  by  the  external  lateral  ligament  of  the  knee-joint.  It 
also  gives  off  a  strong  expansion  to  the  fascia  of  the  leg.  The 
tendon  covers  part  of  the  external  lateral  ligament  of  the  knee- 
joint,  and  a  small  bursa  intervenes. 

The  biceps  is  not  only  a  flexor  of  the  leg,  but  rotates  the  leg, 
when  bent,  outwards.    It  is  the  muscle  which  in  chronic  disease 
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of  the  knee  dislocates  the  leg  outwards  and  backwards,  and 
at  the  same  time  rotates  it  outwards.  Each  head  of  the  biceps  is 
supplied  by  the  great  ischiatic  nerve.  The  short  head  is  some- 
times supplied  by  the  peroneal. 

Semiten-  This  arises,  in  common  with  the  biceps,  from 

DiNosus.  the  back  part  of  the  tuber  ischii.    The  fibres  ter- 

minate upon  a  long  round  tendon,  which  rests  upon  the  semi- 
membranosus, and  is  inserted  into  the  inner  surface  of  the  tibia 
by  an  expanded  tendon,  below  the  tendon  of  the  gracilis,  and 
behind  that  of  the  sartorius.  Like  them,  it  plays  over  the 
internal  lateral  ligament  of  the  knee,  and  is  provided  with  a  bursa. 
Its  nerve  comes  from  the  great  ischiatic. 

The  semitendinosus  sends  off  from  the  lower  border  of  its  tendon 
a  very  strong  fascia  to  cover  the  leg,  which  is  attached  along  the 
inner  edge  of  the  tibia.  The  middle  of  the  muscle  is  intersected 
by  an  oblique  tendinous  line. 

Semimem-  This  muscle  arises  from  the  tuber  ischii  above 

BRANosus.  and  external  to  the  two  preceding,  by  means  of  a 

strong  flat  tendon,  which  extends  nearly  half-way  down  the  thigh. 
This  tendon  descends  obliquely  under  the  biceps  and  semi- 
tendinosus, and  terminates  in  a  bulky  muscle,  which  lies  on  a 
deeper  plane,  and  more  internal,  than  the  others,  and  is  inserted 
by  a  thick  tendon  into  the  posterior  part  of  the  head  of  the  tibia. 
In  connection  with  the  insertion  of  this  tendon,  notice,  1 ,  that  it 
is  prolonged  under  the  internal  lateral  ligament  of  the  knee,  and 
that  a  bursa  intervenes  between  them  ;  2,  that  it  sends  a  strong 
prolongation  upwards  and  outwards  to  the  external  condyle  of  the 
femur,  forming  the  principal  portion  of  the  ligamentum  'poSticum 
Winslowii,  which  covers  the  back  of  the  knee-joint ;  3,  that 
a  dense  fascia  proceeds  from  its  lower  border,  and  binds  down  the 
popliteus  ;  4,  that  it  is  intimately  connected  with  the  semilunar 
cartilages  of  the  joint,  so  as  to  keep  them  in  place  during  its 
movements.    Its  nerve  comes  from  the  great  ischiatic. 

A  large  bursa  is  almost  invariably  found  between  the  semi- 
membranosus and  the  inner  head  of  the  gastrocnemius,  where 
they  rub  one  against  the  other.    It  is  generally  from  one  and  a 
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half  to  two  inches  long.  The  chief  point  of  interest  concerning 
it  is,  that  it  occasionally  communicates  with  the  synovial  mem- 
brane of  the  knee-joint,  not  directly,  but 
through  the  medium  of  another  bursa 
beneath  the  inner  head  of  the  gastro- 
cnemius. From  an  examination  of  150 
bodies,  it  appears  that  this  communication 
exists  about  once  in  five  times  ;  and  it 
need  scarcely  be  said  that  the  proportion 
is  large  enough  to  make  us  cautious  in 
interfering  with  this  bursa  when  it  be- 
comes enlarged.* 

Action  of  the  These  muscles  produce 
Hamsteing  two  different  effects,  ac- 

MuscxEs.  cording   as   their  fixed 

point  is  at  the  pelvis  or  the  knee.  With 
the  fixed  point  at  the  pelvis,  they  bend 
the  knee ;  with  the  fixed  point  at  the 
knee,  they  take  a  very  important  part  in 
maintaining  the  body  erect.  For  instance, 
if,  when  standing,  the  body  be  bent  at  the 
hip  and  the  muscles  in  question  be  felt,  it 

will  be  found  that  they  are  in  strong  action,  to  prevent  the  trunk 
from  falling  forwards :  they,  too,  are  the  chief  agents  concerned  in 
bringing  the  body  back  again  to  the  erect  position.  In  doing  this, 
they  act  upon  a  lever  of  the  first  order,  as  shown  in  fig.  126 ;  the 
acetabulum  being  the  fulcrum  F,  the  trunk  w,  the  weight  to  be 
moved,  and  the  power  p,  at  the  tuber  ischii. 

To  put  the  action  of  the  muscles  of  the  thigh  on  the  pelvis  in 
the  clearest  point  of  view,  let  us  suppose  we  are  standing  upon  one 


*  When  the  bursa  in  question  becomes  enlarged,  it  occasions  a  fluctuating  swelling 
of  greater  or  less  dimensions  on  the  inner  side  of  the  popliteal  space.  The  swelling 
bulges  out,  and  becomes  tense  and  elastic  when  the  knee  is  extended,  and  vice  verm. 
As  to  its  shape,  it  is  generally  oblong ;  but  this  is  subject  to  variety,  for  we  know 
that  the  bursae,  when  enlarged,  are  apt  to  become  multilocular,  and  to  burrow  be- 
tween the  muscles  where  there  is  the  least  resistance. 
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leg:  the  bones  of  the  lower  extremity  represent  a  pillar  which 
supports  the  weight  of  the  trunk  on  a  ball-and-socket  joint ;  the 
weight  is  nicely  balanced  on  all  sides,  and  prevented  from  falling 
by  four  groups  of  muscles.  In  front,  are  the  rectus  and  sartorius  ; 
on  the  inner  side,  the  adductors ;  on  the  outer  side,  the  gluteus 
medius  and  minimus ;  behind,  the  hamstrings  and  gluteus 
maximus. 

The  semimembranosus  can  also  rotate  the  knee  inwards,  thus 
assisting  the  popliteus. 

The  hamstring  muscles  are  su^jplied  with  blood  by  the  perfo- 
rating branches  of  the  profunda,  which  come  through  the  tendon 
of  the  adductor  magnus  close  to  the  femur.  Their  nerves  are 
derived  from  the  great  ischiatic. 

IscHiATic  This  nerve  descends  from  the  gluteal  region 

Nbrye.  upon  the   adductor   magnus,   and,  after  being 

crossed  by  the  long  head  of  the  biceps,  runs  along  the  outer  border 
of  the  semimembranosus  down  the  popliteal  space.  The  further 
course  of  this  nerve  has  already  been  described  (p.  542). 

Deferring  the  course,  relations,  and  branches  of  the  popliteal 
artery  till  this  vessel  is  exposed  throughout  its  whole  com*se,  pass 
on  now  to  the  dissection  of  the  calf. 

* 

Continue  the  incision  down  the  centre  of  the  calf  to  the  heel, 
and  reflect  the  skin. 

Short  or  "^^^  large  vein  seen  in  the  middle  of  the  back 

PosTERioE  Sa.-  of  the  leg  is  called  the  shoo^t  or  posteHor  saphena. 
PHENA  Vein.  It  commences  on  the  outer  side  of  the  foot,  ascends 
behind  the  outer  ankle,  where  it  has  a  communication  with  the 
deep  veins,  and  then  runs  up  the  calf  between  the  two  bellies  of 
the  gastrocnemius,  receiving  numerous  veins  in  its  course.  It 
eventually  passes  through  the  muscular  fascia, '  and  joins  the 
popliteal  vein. 

The  chief  cutaneous  nerve  of  the  calf  is  the  short  or  posterior 
saphenous  nerve  ;  some  branches,  however,  from  the  long  saphenous 
and  lesser  ischiatic  nerves  are  to  be  traced,  ramifying  in  the  sub- 
cutaneous tissue  of  the  inner  and  upper  part  of  the  leg. 
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„  The  short  saphenous  nerve  ^  is  derived  from 

Short  or  ^  .    ,  ,         i  ^ 

Posterior  Sa-       the  popliteal  (fig.  125),  and  passes  down  between 

PHENous  Neryb.     the  two  heads  of  the  gastrocnemius  to  the  middle 

of  the  calf,  where  it  pierces  the  fascia.    Here  it  is  joined  by  a 

branch  from  the  peroneal  nerve  (communicans  'peronei) ;  it  then 

descends  with  the  short  saphena  vein,  and  is  finally  distributed  to 

the  outer  side  of  the  foot  and  the  little  toe. 

To  expose  the  muscles  of  the  calf,  reflect  the  muscular  fascia 

by  incisions  corresponding  to  those  made  through  the  skin. 

Muscles  of  The  great  flexor  muscle  of  the  foot  consists  of 

THE  Calf.  two  portions  :  the  superficial  one,  called  the  gas- 

trocnemius, arises  from  the  lower  end  of  the  femur;  the  deep 
one,  called  the  soleus,  arises  from  the  tibia  and  fibula.  The 
force  of  both  is  concentrated  on  one  thick  tendon,  called  the 
tendo  Achillis,  which  is  inseHed  into  the  os  calcis. 

Gastho-  This  muscle  arises  by  two  strong  tendinous 

cKEMius.  heads,  one  from  the  upper  and  back  part  of  each 

condyle  of  the  femur  (fig.  125).  The  inner  head  is  the  larger  and 
longer.  The  two  parts  of  the  muscle  descend,  distinct  from  each 
other,  and  form  the  two  bellies  of  the  calf,  of  which  the  inner  is 
Bather  the  lower.  Both  terminate,  rather  below  the  middle  of  the 
leg,  on  the  broad  commencement  of  the  tendo  Achillis. 

The  gastrocnemius  should  be  divided  transversely  near  its 
insertion,  and  reflected  upwards  from  the  subjacent  soleus,  as  high 
as  its  origin.  By  this  proceeding  you  observe  that  the  contiguous 
surfaces  of  the  muscles  are  covered  by  a  glistening  tendon,  which 
receives  the  insertion  of  their  fibres,  and  transmits  their  collected 
force  to  the  tendo  Achillis. 

Observe  also  the  large  sural  vessels  and  nerves  (branches  of  the 
popliteal)  which  enter  the  mesial  aspect  of  each  head  of  the  muscle. 
To  facilitate  the  play  of  the  inner  tendon  over  the  condyle,  there 
is  a  bursa,  which  generally  communicates  with  the  knee-joint ;  and 
in  the  substance  of  the  outer  tendon  is  commonly  found  a  small 


*  This  nerre  is  sometimes  called  the  communicans  poplitd,  and  does  not  take  the 
name  of  short  saphenous  till  its  junction  with  the  communicans  peronei,    (P.  642.) 
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piece  of  libro-cartilage.    Lastly,  between  the  gaatrocnemius  and 

soleus  is  the  tendon  of  the  plantaris. 

^  This  small  muscle  *  arises  from  the  rougfh  line 

Plantaris.  .        ,  ,  ° 

just  above  the  outer  condyle  of  the  femur  and 

from  the  posterior  ligament  of  the  knee-joint.    It  descends  close 

to  the  inner  side  of  the  outer  head  of  the  gastrocnemius,  and 

terminates,  a  little  below  the  knee,  in  a  long  tendon,  which  can  be 

traced  dovm  the  inner  border  of  the  tendo  Achillis  to  the  calca- 

neum.    Its  nerve  comes  from  the  internal  popliteal. 

This  muscle  arises  from  the  head  and  upper 
Soleus.  i  •   i  p 

third  of  the  posterior  surface  of  the  fibula,  from 

the  oblique  ridge  on  the  back  of  the  tibia,!  from  about  the  middle 

third  of  the  inner  border  of  this  bone,  and  from  an  aponeurotic 

arch  thrown  over  the  posterior  tibial  vessels.    The  muscular  fibres 

bulge  out  beyond  the  gastrocnemius,  and  terminate  on  a  broad 

tendon,  which,  gradually  contracting,  forms  a  constituent  part  of  the 

tendo  Achillis.  The  muscle  lies  upon  the  flexor  longus  digitorum, 

the  tibialis  posticus,  the  flexor  longus  pollicis,  and  the  posterior 

tibial  vessels  and  nerve.  The  soleus  is  supplied  with  blood  by  several 

branches  from  the  posterior  tibial ;  also  by  a  large  branch  from 

the  peroneal.    Its  nerve  comes  from  the  internal  popliteal  and 

enters  the  top  of  the  muscle.    This  is  an  important  muscle  in  a 

surgical  point  of  view,  for  two  reasons — 1,  by  reflecting  its  tibial 

origin,  we  can  reach  the  posterior  tibial  artery  ;  2,  by  reflecting 

its  fibular  origin  we  can  reach  the  peroneal. 

The  tendo  Achillis  begins  about  the  middle  of  the  leg,  and  is 

at  first  of  considerable  breadth,  but  it  gradually  contracts  and 

becomes  thicker  as  it  descends.    The  narrowest  part  of  it  is  about 

one  inch  and  a  half  above  the  heel;  here,  therefore,  it  caii  be  most 

conveniently  and  safely  divided  for  the  relief  of  club-foot.  There 

*  This  is  the  representative  of  the  palmaris  longus  of  the  forearm.  In  roan  it  is 
lost  on  the  calcaneum,  but  in  monkeys,  who  have  prehensile  feet,  it  is  the  proper 
tensor  muscle  of  the  plantar  fascia.  It  is  remarkably  strong  in  bears  and  plantigrade 
mammals. 

t  The  tibial  and  fibular  origins  of  the  soleus  constitute  what  some  anatomists 
describe  as  the  two  heads  of  the  muscle.  Between  them  descend  the  popliteal  vessels, 
protected  by  a  tendinous  arch. 
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Fig.  127. 


is  no  risk  of  injuring  the  deeper-seated  parts,  because  they  are 
separated  from  the  tendon  by  a  quantity  of  fat.  Its  insertion 
is  into  the  under  and  back  part  of  the  tuberosity  of  the  os  calcis. 
The  tendon  previously  expands  a  little  :  between  it  and  the  bone 
is  a  bursa  of  considerable  size. 

The  action  of  the  gastrocnemius  and  soleus  is  to  raise  the  body 
on  the  toes.  Since  the  gastrocnemius  passes  over  two  joints,  it 
has  the  power  (like  the  rectus)  of  extending  the  one  while  it  bends 
the  other,  and  it  is,  therefore,  admirably  adapted  to  the  purpose  of 
walking.  For  instance,  by  first  extending  the  foot  it  raises  the 
body,  and  then,  by  bending  the  knee,  it  transmits  the  Aveight  from 
one  leg  to  the  other.  Supposing  the  fixed  point  to  be  at  the  heel, 
the  gastrocnemius  is  also  concerned  in  keeping  the  body  erect,  for 
it  keeps  the  tibia  and  fibula  perpendicular  on  the  foot,  and  thus 
counteracts  the  tendency  of  the  body  to  fall  forwards. 

The  tendo  Achillis,  in  pointing  the  toes,  acts  upon  a  lever  of 
the  first  order.    The  fulcrum  is  at 
the  ankle-joint,  f  (fig.  127);  the  re- 
sistance, w,  at  the  toes ;  the  power  at 
the  heel,  f.    All  the  conditions  are 
those  of  a  lever  of  the  first  order. 
The  power  and  the  weight  act  in  the 
same  direction  on  opposite  sides  of 
the  fulcrum.    In  raising  the  body  on 
tiptoe,  the  tendo  Achillis  acts  on  a  ^ 
lever  of  the  second  order ;  the  fulcrum  — s^E^ 
being  then  at  the  ball  of  the  great  toe,  and  the  weight  of  the  body 
at  the  ankle. 

After  passing  through  the  opening  in  the  tendon 
of  the  adductor  magnus,  the  femoral  artery  takes 
the  name  of  popliteal.  It  descends  nearly  per- 
pendicularly behind  the  knee-joint,  between  the 
origins  of  the  gastrocnemius,  as  far  as  the  lower  border  of  the 
popliteus,  where  it  divides  into  the  anterior  and  posterior  tibial. 
In  its  descent  it  lies,  first,  upon  the  lower  part  of  the  femur,  and 
here  it  is  slightly  overlapped  by  the  semimembranosus ;  next,  it 
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lies  upon  the  posterior  ligament  of  the  knee-joint,  and,  lastly, 
upon  the  popliteus.  At  its  lower  part  the  artery  is  covered  by  the 
gastrocnemius  and  is  crossed  by  the  plantaris.  The  vein  closely 
accompanies  the  artery,  and  is  situated  superficially  with  regard  to 
it,  and  rather  to  its  outer  side  in  the  first  part  of  its  course.  The 
internal  popliteal  nerve  runs  also  in  a  similar  direction  with  the 
vein,  but  is  still  more  superficial  and  to  the  outer  side  (fig.  125). 
The  vessels  and  the  nerve  are  surrounded  by  fat,  and  one  or  two 
lymphatic  glands  are  generally  found  in  the  immediate  neighbour- 
hood of  the  artery,  just  above  the  joint. 

The  branches  of  the  popliteal  artery  are  the  articular  and  the 
sural. 

There  are  five  articular  branches  for  the  supply  of  the  knee-joint  and 
the  articular  ends  of  the  bone  :  the  two  superior — external  and  internal — 
run,  one  above  each  condyle,  close  to  the  bone ;  the  two  inferior — exter- 
nal and  internal — run  below  the  joint. 

1.  The  superior  external  articular  artery  runs  above  the  external 
condyle,  passes  beneath  the  biceps,  and  through  the  intermuscular 
septum :  it  then  divides  into  a  superficial  and  a  deej)  branch ;  the  super- 
ficial supplies  the  vastus  externus,  and  then  forms  part  of  the  patellar 
arterial  plexus ;  the  deep  branch  keeps  close  to  the  femur  and  supplies 
the  joint. 

2.  The  sujjerior  internal  articular  artery  runs  above  the  internal 
condyle,  under  the  tendon  of  the  adductor  magnus  and  vastus  internus, 
and  divides  into  two  branches,  a  superficial  and  a  deep,  which  take  a 
corresponding  course  to  those  on  the  outer  side. 

3.  The  inferior  external  articular  artery  runs  under  the  gastrocne- 
mius, over  the  popliteus,  then,  passing  beneath  the  external  lateral 
ligament  and  the  tendon  of  the  biceps,  it  reaches  the  patella,  where  it 
breaks  up  into  branches  anastomosing  with  the  other  ai-ticular  arteries. 

4.  The  inferior  internal  articular  artery  runs  between  the  tuberosity 
of  the  tibia  and  the  internal  lateral  Ugament,  and  supplies  the  inner  and 
anterior  part  of  the  joint. 

5.  The  azygos  artery  is  given  ofi"  from  the  deep  aspect  of  the 
popliteal,  pierces  the  ligamentum  posticum  Winslowii,  to  supply  the 
crucial  ligaments  and  the  synovial  membrane. 

The  several  articular  arteries  form  over  the  front  and  sides  of  the  joint 
a  network  of  vessels  which  anastomose,  superiorly,  with  the  descending 
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bi-anch  of  the  external  circumflex  and  the  anastomotica  magna  ;  inferiorly, 
with  the  anterior  tibial  recurrent ;  and  also  among  themselves.  It  is 
mainly  through  these  channels  that  the  collateral  circulation  is  established 
in  the  leg  after  ligature  of  the  superficial  femoral. 

The  sural  arteries  proceed  one  to  each  head  of  the  gastrocnemius, 
and  are  proportionate  in  size  to  the  muscle ;  one  or  two  branches  are 
distributed  to  the  soleus.  These  arteries  are  accompanied  by  branches 
of  the  internal  popliteal  nerve  for  the  supply  of  the  muscle. 

Small  superior  muscular  branches  supply  the  vasti  and  hamstring 
muscles,  and  inosculate  with  the  perforating  and  articular  arteries. 

Popliteal  This  vein  is  formed  by  the  junction  of  the 

Vein.  vense  comites  of  the  anterior  and  posterior  tibial 

arteries,  and  is  situated  superficial  to  the  artery.  It  crosses  ob- 
liquely from  the  inner  to  the  outer  side  of  the  artery,  and  is  con- 
tinued upwards  as  the  femoral.  It  receives  in  the  popliteal  space 
the  short  saphena,  the  articular,  and  sural  veins. 

The  insertion  of  the  tendon  of  the  semimembranosus  into  the 
head  of  the  tibia,  and  its  several  connections,  described  (p.  546), 
should  now  be  fully  examined. 

PopLiTEus  This  muscle  arises  within  the  capsule  of  the 

knee-joint,  from  a  depression  on  the  outside  of  the 
external  condyle  by  a  thick  tendon,  which  runs  beneath  the  ex- 
ternal lateral  ligament.  The  muscular  fibres  gradually  spread  out, 
and  are  inserted  into  the  triangular  surface  of  the  tibia  above  the 
soleal  ridge  on  the  bone.  It  is  supplied  by  a  branch  of  the  popliteal 
nerve  which  enters  its  deep  surface.  Its  action  is  to  flex  the  leg, 
and  then  to  rotate  the  tibia  inwards.  The  tendon  plays  over  the 
articulation  between  the  tibia  and  fibula ;  and  a  bursa  intervenes, 
which  generally  communicates  by  a  wide  opening  with  the  knee- 
joint.  The  tendinous  origin  is  in  contact  with  the  external  semi- 
lunar cartilage. 

Eeflect  the  soleus  from  its  origin,  and  remove  it  from  the  deep- 
seated  muscles,  observing  at  the  same  time  the  numerous  arteries 
which  enter  its  under  surface.  This  done,  notice  the  fascia  which 
binds  down  the  deep  muscles.  It  is  attached  to  the  margin  of  the 
bones  on  either  side,  increases  in  strength  towards  the  ank^e,  and 
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forms  a  posteHor  annular''  ligament  which  confines  the  tendons 
and  the  vessels  and  nerves  in  their  passage  into  the  sole  of  the  foot. 

Deep  Muscles  There  are  three  : — the  flexor  longus  digitorum 
ON  THE  Back  of  on  the  tibial  side ;  the  flexor  longus  pollicis  on 
the  Leg.  |-]^g  fii^^iar  ;  the  tibialis  posticus  upon  the  inter- 

osseous membrane,  between  and  beneath  them  both. 

Fi^xoR  This  arises  from  the  posterior  surface  of  the 

Longus  Digi-  tibia,  commencing  below  the  popliteus,  and  ex- 
tending  to  within  four  inches  of  the  lower  end  of 
the  bone,  also  from  the  fascia  over  the  tibialis  posticus.  The  fibres 
terminate  on  a  tendon  which  runs  through  a  groove  behind  the 
inner  ankle,  and,  entering  the  sole,  divides  into  four  tendons,  which 
are  inserted  into  the  ungual  phalanges  of  the  four  outer  toes.  It 
is  supplied  by  the  posterior  tibial  nerve. 

Flexok  This  powerful  muscle  arises  from  the  lower  two- 

LoNGus  Pollicis.  thirds  of  the  posterior  surface  of  the  fibula,  from 
the  septum  between  it  and  the  peronei,  and  from  the  aponeurosis 
over  the  tibialis  posticus.  The  fibres  terminate  on  a  tendon  which 
runs  through  a  groove  on  the  back  of  the  astragalus  ;  thence  it 
passes  under  the  sustentaculum  tali,  and  is  inserted  into  the 
ungual  phalanx  of  the  great  toe.  The  chief  action  of  this  muscle 
is  to  raise  the  body  on  the  tip  of  the  great  toe.  It  is  essential 
to  the  propulsion  of  the  body  in  walking.  It  is  supplied  by  the 
posterior  tibial  nerve. 

Tibialis  This  is  SO  concealed  between  the  two  preceding 

Posticus.  muscles  that  it  cannot  be  properly  examined  with- 

out reflecting  them.  It  arises  from  the  interosseous  membrane, 
from  the  opposite  surfaces  of  the  tibia  and  fibula  for  about  their 
middle  three-fifths,  and  from  the  aponeurosis  covering  it.  In  the 
lower  part  of  the  leg  it  passes  between  the  tibia  and  the  flexor 
longus  digitorum.  Its  muscular  fibres  terminate  on  a  tendon 
which  comes  into  view  a  short  distance  above  the  inner  ankle,  and, 
running  through  the  same  groove  with  the  tendon  of  the  flexor 
longus  digitorum,  enters  the  sole,  and  is  inserted  into  the  scaphoid 
and  internal  cuneiform  bones,  and  by  fibrous  prolongations  into 
most  x>f  the  tarsal  and  metatarsal  bones.    Its  action  is  to  bend 
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and  turn  the  foot  inwards.  It  is  supplied  by  the  posterior  tibial 
nerve.  The  precise  situation  of  the  tendon  of  the  tibialis  posticus 
is  interesting,  surgically,  because  the  tendon  has  to  be  divided 
for  the  relief  of  talipes  varus.  It  lies  close  to,  and  parallel  with, 
the  inner  edge  of  the  tibia,  so  that  this  is  the  guide  to  it.  It 
is  necessary  to  relax  the  tendon,  while  the  knife  is  introduced 
between  the  tendon  and  the  bone.  Its  synovial  sheath  commences 
about  1-^  inches  above  the  end  of  the  internal  malleolus,  and  is 
consequently  opened  in  the  operation. 

Attention  should  now  be  directed  to  the  internal  or  posterior 
annular  ligament,  which  binds  down  the  tendons  behind  the 
inner  ankle. 

It  is  attached  to  the  internal  malleolus  and  the  inner  border  of 
the  OS  calcis.  It  is  continuous  above  with  the  deep  fascia,  below 
with  the  plantar  fascia.  Beneath  it  pass  the  tendons  of  the  deep- 
seated  muscles  of  the  leg  into  the  sole  of  the  foot.  The  relative 
positions  of  the  structures  passing  under  this  ligament,  proceeding 
from  within  outwards,  are—  the  tendons  of  the  tibialis  posticus, 
and  the  flexor  longus  digitorum ;  the  posterior  tibial  artery  ac- 
companied by  its  venae  comites  ;  the  posterior  tibial  nerve  ;  and, 
lastly,  the  tendon  of  the  flexor  longus  pollicis. 

Course  and  '^^^^  artery  is  one  of  the  branches  into  which 

Eelations  of  the  popliteal  divides  at  the  lower  border  of  the 
THE  PosTEEioK  popUteus.  It  desccuds  over  the  deep  muscles  at 
Tibial  Aeteky.      ^^^^  ^^^^  interval  between  the 

internal  malleolus  and  the  os  calcis,  and,  entering  the  sole,  divides 
beneath  the  abductor  pollicis  into  the  external  and  internal  plantar 
arteries.  It  lies,  first,  for  a  short  distance,  upon  the  tibialis 
posticus,  then,  on  the  flexor  longus  digitorum  ;  but  behind  the 
ankle  it  is  in  contact  with  the  tibia,  so  that  here  it  can  be  felt 
beating,  and  efi'ectually  compi-essed.  In  the  upper  part  of  its 
course,  it  runs  nearly  midway  between  the  bones,  and  is  covered 
by  the  gastrocnemius  and  soleus  :  to  tie  it,  therefore,  in  this 
situation,  is  difficult.  But  in  the  lower  part  of  its  course, 
it  gradually  approaches  the  inner  border  of  the  tibia,  from 
which,  generally  speaking,  it  is  not  more  than  ^  or  |  of  an  inch 
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distant.  Here,  being  comparatively  superficial,  it  may  easily  be 
tied.  Immediately  behind  the  internal  malleolus,  it  lies  between 
the  tendons  of  the  flexor  longus  digitonim  on  the  inner  side,  and 
the  flexor  longus  pollicis  on  the  outer.  It  has  two  venae  comites, 
which  communicate  at  intervals.  The  posterior  tibial  nerve  which 
accompanies  the  artery  is  at  first  on  its  inner  side,  then  crosses 
over  it,  and  for  the  greater  part  of  its  course  lies  external  to  the 
artery.    Its  branches  are  as  follows  :  — 

a.  Numerous  muscular  branches  to  the  soleus  and  the  deep  muscles. 

h.  The  peroneal  is  a  branch  of  considerable  size ;  often  as  large  as 
the  posterior  tibial.  Arising  about  an  inch  below  the  division  of  the 
popliteal,  it  descends  close  to  the  inner  side  of  the  fibula,  and  then  over 
the  articulation  between  the  tibia  and  fibula  to  the  outer  part  of  the  os 
calcis,  where  it  inosculates  with  the  malleolar  and  plantar  arteries.  All 
down  the  leg  it  is  embedded  among  the  muscles :  being  covered,  fii'st, 
by  the  soleus,  afterwards  by  the  flexor  longus  pollicis.  To  both  these 
muscles,  to  the  latter  especially,  it  sends  numerous  branches,  and  just 
above  the  ankle  it  gives  off  a  constant  one — the  anterior  peroneal — which 
passes  through  the  interosseous  membrane  to  the  under  aspect  of  the 
peroneus  tertius,  then  runs  in  front  of  the  tibio-fibular  articulation, 
and  inosculates  with  the  other  malleolar  and  tarsal  arteries.  The 
peroneal  supplies  the  nutrient  artery  of  the  fibula,  and,  about  an  inch 
above  the  os  calcis,  sends  off  a  transverse  commmiicating  branch,  which 
inosculates  with  the  posterior  tibial  artery  under  the  tendon  of  the  flexor 
longus  pollicis. 

c.  The  nutrient  arteiy  of  the  tibia. 

PosTEBioB  This  is  the  continuation  of  the  popliteal.  It 

TiBiAi,  Nerve.  descends  close  to  its  corresponding  artery,  and, 
behind  the  inner  ankle,  divides  into  the  external  and  internal 
plantar  nerves.  In  the  first  part  of  its  course  the  nerve  lies  super- 
ficial to  the  artery,  and  rather  to  its  inner  side  ;  but  lower  down 
the  nerve  crosses  the  artery,  and  passes  to  its  outer  side.  It  sup- 
plies branches  to  the  three  deep-seated  muscles,  and  a  cutaneous 
branch—  calcaneo-plantar — to  the  sole  of  the  foot. 
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DISSECTION  OF  THE  SOLE  OF  THE  FOOT. 

Make  a  perpendicular  incision  down  the  middle 

XJissection 

of  the  sole,  and  reflect  the  skin.  Notice  the 
peculiar  structure  of  the  subcutaneous  tissue.  It  is  composed  of 
globular  masses  of  fat,  separated  by  strong  fibrous  septa,  and  forms 
elastic  pads,  especially  marked  at  the  heel,  and  at  the  ball  of  the 
great  and  the  little  toes  ;  these  being  the  points  which  form  the 
tripod  supporting  the  arch  of  the  foot. 

In  removing  the  subcutaneous  tissue  from  the  ball  of  the  great 
and  the  little  toes,  we  often  meet  with  bursae,  simple  or  multilocular. 
They  are  generally  placed  between  the  skin  and  the  sesamoid  bones, 
and  have  remarkably  thick  walls.  Frequently  an  artery  and  nerve 
can  be  traced  running  directly  through  one  of  these  sacs,  which 
explains  the  acute  pain  produced  by  their  inflammation. 

Cutaneous  The  skin  of  the  heel  is  supplied  by  the  calcaneo- 

Nebves.  plantar  branch  of  the  posterior  tibial  nerve  ;  the 

remainder  of  the  sole  by  small  branches  of  the  plantar  nerves 
which  come  thjough  the  fascia,  as  in  the  palm  of  the  hand. 

PiANTAE  This  is  a  remarkably  dense  white  and  glistening 

Fascia.  fascia.    It  extends  from  the  under  and  back  part 

of  the  OS  calcis  to  the  distal  extremities  of  the  metatarsal  bones. 
It  is  divided  into  a  strong  central  and  two  lateral  less  dense  por- 
tions ;  from  which  prolongations  pass  deeply  inwards,  separating 
the  lateral  from  the  central  muscles.  The  middle  portion,  cover- 
ing the  flexor  brevis  digitorum,  is  narrow  behind,  and,  as  it  passes 
forwards  towards  the  toes,  is  spread  out,  and  strengthened  by  trans- 
verse fibrous  bands.  The  inner  portion  is  comparatively  thin,  and 
surroimds  the  abductor  pollicis,  becoming  continuous  posteriorly 
with  the  internal  annular  ligament.  The  outer  portion  is  thicker 
than  the  inner,  especially  as  it  passes  forwards  to  be  attached  to 
the  proximal  end  of  the  fifth  metatarsal  bone.  It  covers  the 
abductor  minimi  digiti. 

Near  the  distal  ends  of  the  metatarsal  bones,  the  central  part 
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divides  into  five  portions ;  each  of  these  subdivides  into  two  slips, 
which  embrace  the  corresponding  flexor  tendons,  and  are  attached 
to  the  metatarsal  bones  and  their  connecting  ligaments.  Between 
the  primary  divisions  of  the  fascia — that  is,  in  a  line  between  the 
toes — are  seen  the  digital  vessels  and  nerves.  This  arrangement  is 
in  all  respects  like  that  in  the  palm. 

In  the  interdigital  folds  of  the  skin,  there  are  also  ligamentous 
fibres,  which  run  from  one  side  of  the  foot  to  the  other,  and  answer 
the  same  purpose  as  those  in  the  hand  (p.  298). 

The  plantar  fascia  must  be  partially  removed  to  examine  the 
muscles.  Towards  the  os  calcis  its  removal  is  not  accomplished 
without  some  difficulty,  since  the  muscles  arise  from  it. 

Superficial  After  the  removal  of  the  fascia  'three  muscles 

Muscles.  are  exposed.    All  arise  from  the  os  calcis  and  the 

fascia,  and  proceed  forwards  to  the  toes.*  The  central  one  is  the 
flexor  brevis  digitorum,  the  two  lateral  are  the  abductor  pollicis, 
and  the  abductor  minimi  digiti. 

Abductor  This  muscle  arises  from  the  inner  and  back  part 

Pollicis.  of  the  OS  calcis,  from  the  plantar  fascia,  and  from 

the  internal  annular  ligament.  Its  origin  arches  over  the  plantar 
vessels  and  nerves  in  their  passage  to  the  sole.  The  fibres  nm 
along  the  inner  side  of  the  sole,  and  terminate  on  a  tendon  which 
is  inserted  into  the  inner  side  of  the  base  of  the  first  phalanx  of 
tlie  great  toe,  through  the  medium  of  the  internal  sesamoid  bone. 
Its  nerve  comes  from  the  internal  plantar. 

Abductor  This  muscle  has  a  very  strong  origin  fram  the 

MmiMi  Digiti.  under  surface  of  the  os  calcis,  from  its  external 
tubercle,  from  the  plantar  fascia,  and  from  the  external  inter- 
muscular septum.  Some  of  its  fibres  terminate  on  a  tendon 
which  is  inserted  into  the  proximal  end  of  the  metatarsal  bone  of 
the  little  toe ;  but  the  greater  part  runs  on  to  a  tendon  which  is 
inseHed  into  the  outer  side  of  the  first  phalanx  of  the  little  toe. 
It  is  supplied  by  the  external  plantar  nerve. 


*  They  are  separated  from  each  other  by  strong  perpendicular  partitions— inter- 
muscular septa — which  pass  in  from  the  plantar  fascia. 
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FlexohEbetis  This  muscle  arises  from  the  under  surface  of 
DiaiTORUJi.  the  OS  calcis,  between  the  two  preceding,  from  the 

plantar  fascia  and  the  intermuscular  septa.  It  passes  forwards 
and  divides  into  four  tendons,  which  run  superficial  to  those  of 
the  long-  flexor.  Cut  open  the  sheath  which  contains  them  ;  follow 
them  on  to  the  toes,  to  see  that  each  bifurcates  over  the  first 
phalanx,  to  allow  the  long  tendon  to  pass  through ;  then  the  two 
slips,  reuniting,  are  inserted  into  the  sides  of  the  second  phalanx. 

Fig.  128. 


1.  Abdnctor  mi- 
nimi digiti. 


2. 

Flexor  accesso- 

4 

riiTS. 

5- 

3. 

Abductor  pollicis 

6- 

4.  Extern.T.1  plantar 

V- 

artery  and 

nerve. 

S. 

Tendon  of  flexor 

8- 

longus  pollicis. 

6. 

Internal  plantar 

artery  and 

9- 

nerve. 

7. 

Flexor  longus 

digitorum. 

ii- 

8.  Flexor  brevis 

minimi  digiti. 

9.  Lumbricales. 

10.  Internal  plan- 
tar nerve. 

11.  Tendons  of  the 

flexor  brevis 
digitorum  bi- 
furcating, fcr 
the  passage  of 
the  tendons  of 
the  flexor  lon- 
gus digitorum. 


MTJSCLES,  VESSELS,  AND  NERVES  OF  THE  SOLE  OF  THE  RIGHT  FOOT,  AFTER 
REFLECTION  OF  THE  FLEXOR  BREVIS  DIGITORUM. 

The  same  arrangement  prevails  in  the  fingers.  It  is  supplied  by 
the  internal  plantar  nerve. 

The  three  superficial  muscles  should  now  be  reflected,  by  saw- 
ing ofif  about  half  an  inch  of  the  os  calcis,  and  then  turning  it 
downwards  with  the  muscles  attached  to  it.  This  done,  we  bring 
into  view  the  plantar  vessels  and  nerves,  the  second  layer  of 
muscles— -^.e.  the  long  flexor  tendon  of  the  great  toe,  that  of  the 
other  toes,  and  the  flexor  accessorius. 
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Tendox  of  thb  Tracing  this  tendon  into  the  sole,  you  find  that 

Flexor  Loxvaus  an  accessory  muscle  is  attached  to  it.    The  flexor 

DiGiTORUM.  accessorius  arises  by  muscular  fibres  from  the 

MuscuLus  Ac-  .j^j^gj,  g-^jg      ^j^g     calcis,  and  by  tendinous  fibres 

CESSORIUS.  o  1  If 

from  the  outer  side  in  front  of  the  external  tuber- 
cle. Its  fibres  run  straight  forwards,  and  are  inserted  into  the 
fibular  side  of  the  upper  surface  of  the  tendon,  so  that  their  action 
is  not  only  to  assist  in  bending  the  toes,  but  to  make  the  common 
tendon  pull  in  a  straight  line  towards  the  heel ;  which  from  its 
oblique  direction,  it  could  not  do  without  the  accessory  muscle. 
The  common  tendon  then  divides  into  four,  one  for  each  of  the  four 
outer  toes.  These  run  in  the  same  sheath  with  the  short  tendons, 
and,  after  passing  through  their  divisions,  are  inserted  into  the  bases 
of  the  ungual  phalanges.  Respecting  the  manner  in  which  the  ten- 
dons are  confined  by  fibrous  sheaths,  and  lubricated  by  a  synovial  lin- 
ing, what  was  said  of  the  fingers  (p.  304)  applies  equally  to  the  toes. 
The  flexor  accessorius  is  supplied  by  the  external  plantar  nerve. 

These  four  little  muscles  are  placed  between 
the  long  flexor  tendons.  Each,  excepting  the  most 
internal,  arises  from  the  adjacent  sides  of  two  tendons,  proceeds 
forwards,  and  then,  sinking  between  the  toes,  terminates  in  an 
aponeurosis  which  passes  round  the  inner  side  of  the  four  outer 
toes,  and  joins  the  extensor  tendon  on  the  dorsum  of  the  first 
phalanges  of  the  toes.  Concerning  their  use,  refer  to  p.  306.  The 
two  outer  lumbricales  are  supplied  by  the  external  plantar  nerve, 
the  two  inner  by  the  internal. 

Now  trace  the  long  flexor  tendon  of  the  great  toe.  From  the 
groove  in  the  astragalus  it  runs  along  the  groove  in  tlie  lesser 
tuberosity  of  the  os  calcis,  above,  that  is  nearer  to  the  bones  than 
the  tendon  of  the  flexor  longus  digitorum,  and  then  straight  to 
the  base  of  the  last  phalanx.  It  crosses  the  long  flexor  tendon  of 
the  toes,  and  the  two  tendons  are  connected  by  an  oblique  slip  ; 
so  that  we  cannot  bend  the  other  toes  without  the  great  toe. 

Plantar  The  posterior  tibial  artery,  having  entered  the 

Arteries.  sole  between  the  origins  of  the  abductor  pollicis, 

divides  into  the  external  and  internal  plantar  arteries. 


SOLE  OF  THE  FOOT. 


661 


The  internal  plantar  arteiy  is  very  small :  it  passes  forwards 
between  the  abductor  pollicis  and  the  flexor  brevis  digitorum  to 
the  base  of  the  great  toe,  and  then  is  continued  along  the  inner 
side  of  that  toe,  where  it  terminates  in  small  inosculations  with 
the  digital  arteries.  Its  chief  use  is  to  supply  the  muscles  between 
which  it  runs. 

The  external  plantar  is  the  principal  artery  of  the  sole,  and 
alone  forms  the  plantar  arch  (fig.  129).  It 
runs  obliquely  outwards  across  the  sole  to- 
wards the  base  of  the  fifth  metatarsal  bone  ; 
then,  sinking  deeply,  it  bends  inwards  across 
the  bases  of  the  metatarsal  bones,  and  inos- 
culates with  the  dorsalis  pedis  in  the  first 
interosseous  space.  At  first  it  lies  between 
the  OS  calcis  and  the  abductor  pollicis ;  it 
then  passes  between  the  flexor  brevis  digi- 
torum and  the  flexor  accessorius  ;  and,  lastly, 
it  lies  deep  beneath  the  flexor  tendons,  and 
the  adductor  pollicis,  close  to  the  metatarsal 
bones.  Deeply  seated  as  it  appears  to  be,  that 
part  of  its  curve  near  the  fifth  metatarsal 
bone  lies  immediately  beneath  the  fascia. 

The  external  plantar  sends  a  branch  to 
the  skin  of  the  heel,  and  another  round  the 
outer  edge  of  the  foot ;  but  its  chief  branches 
are  the  four  digital  arteries,  which  arise 

in  the  deepest  part    of    its  course.       They       l.  internal  plantai- artery. 

supply  both  sides  of  the  fifth,  fourth,  third, 

and  the  outer  side  of  the  second  toe ;  the  great  toe,  and  the  inside 
of  the  second,  being  supplied  by  the  dorsalis  hallucis.  Concerning 
the  ultimate  distribution  of  the  digital  arteries,  refer  to  the  ac- 
count given  of  these  arteries  in  the  hand  (p.  300). 

Besides  the  digital  arteries,  the  arch  gives  off  three  small 
brandies —the  perforating— which  ascend  between  the  three  outer 
interosseous  spaces,  and  inosculate  with  the  dorsal  interosseous 
arteries  at  each  end  of  the  spaces. 
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Plantab  The  posterior  tibial  nerve  divides,  like  the 

Nerves.  artery,  into  an  external  and  internal  plantar.  The 

internal  plantar  is  the  larger,  and  supplies  nerves  to  the  three 
inner  toes  and  a  half,  like  the  median  in  the  palm.  It  also  sup- 
plies the  muscles  on  the  inner  side  of  the  sole,  the  abductor 
pollicis,  the  flexor  brevis  pollicis,  the  flexor  brevis  digitorum, 
and  the  two  inner  lumbricales;  also  articular  branches  to  the 
tarsus  and  metatarsus.  The  external  plantar  nerve  sends  branches 
to  the  flexor  accessorius  and  the  abductor  minimi  digiti,  and  then 
divides  into  a  superficial  and  deep  branch.  The.  superficial 
branch  supplies  the  fifth  toe  and  the  outer  side  of  the  fourth  toe 
(like  the  ulnar  nerve  in  the  palm),  and  the  flexor  brevis  minimi 
digiti.  The  deep  branch  accompanies  the  plantar  arch,  and  fur- 
nishes nerves  to  the  two  outer  lumbricales,  the  adductor  pollicis, 
the  transversalis  pedis,  and  all  the  interossei. 

Third  Layer  Having  traced  the  principal  vessels  and  nerves, 
OF  Muscles.  divide  them  with  the  flexor  tendons  near  the  os 

calcis,  and  turn  them  down  toward  the  toes,  to  expose  the 
deep  muscles  in  the  sole.  These  are,  the  flexor  brevis  and  ad- 
ductor pollicis,  the  flexor  brevis  minimi  digiti,  and  the  transver- 
salis pedis. 

Plexor  Brevis  This  muscle  arises  by  a  flat  tendon  from  the 
Pollicis.  cuboid  bone,  and  from  the  fibrous  prolongation  of 

the  tibialis  posticus  into  the  external  cuneiform.  It  proceeds 
along  the  metatarsal  bone  of  the  great  toe,  and  divides  into  two 
portions,  which  run  one  on  each  side  of  the  long  flexor  tendon, 
and  are  inserted  by  tendons  into  the  sides  of  the  first  phalanx  of 
the  great  toe.  The  inner  tendon  is  inseparably  connected  with 
the  abductor  pollicis,  the  outer  with  the  adductor  pollicis.  In 
each  tendon  there  is  a  sesamoid  bone.  These  bones  not  only 
increase  the  strength  of  the  muscle,  but,  both  together,  form  a 
pulley  for  the  free  play  of  the  long  flexor  tendon ;  so  that  in  walk- 
ing the  tendon  is  not  pressed  upon.    Its  nerve  comes  from  the 

internal  plantar. 

Adductor  This  very  powerful  muscle  arises  from  the 

Pollicis.  bases  of  the  third  and  fourth  metatarsal  bones. 


SOLE  OF  THE  FOOT. 


563 


and  from  the  sheath  of  the  peroneus  longus.  Passing  obliquely 
forwards  and  inwards  across  the  foot,  it  is  inserted  through  the 
external  sesamoid  bone  into  the  outer  side  of  the  base  of  the  first 
phalanx  of  the  great  toe  together  with  the  inner  head  of  the 
flexor  brevis.  This  muscle  greatly  contributes  to  support  the 
arch  of  the  foot.  Like  the  adductor  of  the  thumb  it  should  be 
considered  as  an  interosseous  muscle.  Its  nerve  is  derived  from 
the  external  plantar. 

Flexor  Bretis  This  little  muscle  arises  from  the  base  of  the 
Minimi  Digiti.  fift]i  metatarsal  bone  and  the  sheath  of  the  pero- 
neus longus,  proceeds  forward  along  the  bone,  and  is  inserted  into 
the  base  of  the  first  phalanx  of  the  little  toe.  It  is  supplied  by 
the  external  plantar  nerve. 

Transvehsaiis  This  slender  muscle  runs  transversely  across 
Pedis.  the  distal  ends  of  the  metatarsal  bones.    It  arises 

by  little  fleshy  slips  from  the  bases  of  the  four  outer  toes,  and  is 
inserted  into  the  first  phalanx  of  the  great  toe  with  the  adductor 
poUicis,  of  which  it  ought  to  be  considered  a  part.  Its  nerve 
comes  from  the  external  plantar. 

The  fourth  layer  of  muscles  consists  of  the  interossei. 

These  muscles  are  arranged  nearly  like  those  in 

Interossei 

the  hand.  They  occupy  the  intervals  between  the 
metatarsal  bones,  and  are  seven  in  number,  four  being  on  the 
dorsal  aspect  of  the  foot,  three  on  the  plantar.  The  four  dorsal 
interossei  arise  each  by  two  heads  from  the  contiguous  sides  of 
the  metatarsal  bones,  and  are  inserted  into  the  bases  of  the  first 
phalanges.  The  first  is  inserted  into  the  inner  side  of  the  second 
toe ;  the  remaining  three  into  the  outer  sides  of  the  second,  third, 
and  fourth.  The  plantar  interossei,  three  in  number,  arise  from 
the  inner  sides  and  under  surfaces  of  the  third,  fourth,  and  fifth 
metatarsal  bones,  and  are  inserted  respectively  into  the  inner 
sides  of  the  bases  of  the  first  phalanges  of  the  third,  fourth,  and 
fifth  toes. 

The  use  of  the  interosseous  muscles  is  to  draw  the  toes  to  or 
from  each  other,  and  they  do  the  one  or  the  other  according  to  the 
side  of  the  phalanx  on  which  they  act.    Now,  if  we  draw  a  longi- 
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tudinal  line  through  the  second  toe,  we  find  that  all  the  dorsal 
muscles  draw  from  that  line,  and  the  plantar  towards  it.  This 
is  the  key  to  the  action  of  them  all.  A  more  detailed  account 
of  these  muscles  is  given  in  the  dissection  of  the  hand  (p.  3.36). 
Between  the  tendons  of  the  interossei,  that  is,  between  the  distal 
ends  of  the  metatarsal  bones,  there  are  bursas  which  facilitate 
movement.  They  sometimes  become  enlarged  and  occasion  painful 
swellings  between  the  roots  of  the  toes.  The  flexor  brevis  minimi 
digiti,  the  transversalis  pedis,  and  all  the  interossei  are  supplied 
by  the  external  plantar  nerve. 

Now  trace  the  tendons  of  the  peroneus  longus  and  tibialis 
posticus.  The  tendon  of  the  peroneus  longus  is  the  deepest  in 
the  sole.  It  runs  through  a  groove  in  the  cuboid  bone  obliquely 
across  the  sole  towards  its  insertion  into  the  outer  side  of  the  base 
of  the  metatarsal  bone  of  the  great  toe.  It  is  confined  in  a 
strong  fibrous  sheath,  lined  throughout  by  synovial  membrane. 

The  tendon  of  the  tibialis  posticus  may  be  traced  over  the 
internal  lateral  ligament  of  the  ankle,  and  thence  under  the  head 
of  the  astragalus  to  the  scaphoid  bone,  into  which  it  is  chiefly 
inserted.  Prolongations  are  sent  off  to  the  cuneiform  bones,  to 
the  cuboid,  to  the  sustentaculum  tali,  and  to  the  bases  of  the 
second,  third,  and  fourth  metatarsal  bones.  Observe  that  the 
tendon  contributes  to  support  the  head  of  the  astragalus,  and 
that  for  this  purpose  it  often  contains  a  sesamoid  bone.  This 
is  one  of  the  many  provisions  for  the  solidity  of  the  arch  of 
the  foot. 

DISSECTION  OF  THE  LIGAMENTS. 

Ligaments  of  The  sacrum  is  united  to  the  last  lumbar  ver- 
THE  Pelvis.  tebra  in  the  same  manner  as  one  vertebra  is  to 

another.  The  same  observation  applies  to  the  union  between  the 
sacrum  and  the  coccyx.  The  student  should,  therefore,  refer  to 
the  description  of  the  ligaments  of  the  spine  (p.  246). 

The  innominate  bones  are  connected  to  each  other  in  front, 
constituting  the  symphysis  pubis  ;  posteriorly  to  tlie  sacrum,  con- 
stituting the  sacro-iliac  symphysis. 
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Pubic  Sym-  This  is  secured  by,  1,  an  anterior  ligament, 

PHYsis.  consisting  of  irregular  superficial  fibres  which  run 

obliquely,  and  of  deep  fibres  which  pass  transversely ;  2,  a  pos- 
terior ligament,  less  distinct ;  3,  a  sub-puhic  ligament :  it  is 
very  strong,  and  rounds  off  the  point  of  the  pubic  arch  ;  4,  a 
supenor  ligament  which  passes  across  the  upper  surface  of  the 
pubic  bones;  5,  an  intermediate  fibro- cartilage.  A  perpendicular 
section  through  it  shows  that  it  consists  of  concentric  layers,  and 
that  its  general  structure  resembles  that  between  the  bodies  of  the 
vertebra.    In  the  upper  and  back  part  of  this  fibro-cartilage  is  a 


Fig.  13.0. 


nio-fetnoral  or  accessory  liga- 
ment of  the  hip-joint. 


smooth  cavity  lined  with  epithelium.  The  cartilage  acts  like  a 
buffer,  and  breaks  the  force  of  shocks  passing  through  the  pelvic 
arch. 

The  ilium  is  connected  with  the  fifth  lumbar  vertebra  by  the 
ilio-lumhar  ligament.  It  is  very  strong,  and  extends  from  the 
transverse  process  of  the  last  lumbar  vertebra  to  the  crest  of  the 
ilium  (fig.  131). 

Saceo-iliac  This  is  secured  by,  1,  an  antenor  ligament 

Symphysis.  which  consists  of  ligamentous  fibres  passing  in 

front ;  2,  a  posterior  ligament,  composed  of  fibres  much  stronger 
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and  more  marked,  which  pass  behind  the  articulation.  A  well- 
marked  fasciculus  of  fibres  passes  from  the  posterior  superior  spine 
to  the  third  segment  of  the  sacrum,  and  is  called  the  oblique  saaro- 
iliac  ligament.  The  anterior  part  of  the  bones  forming  this 
articulation  is  crusted  with  articular  cartilage,  of  which  the  shape 
is  like  that  of  the  ear.  Behind  this  is  the  strong  interosseous 
ligament,  which  contributes  powerfully  to  the  security  of  the 
joint. 

Sacko-ischiatic  These  are  two  strong  ligaments  passing  from 
Ligaments.  the  sacrum  to  the  ischium.     The  great  saxro- 

ischiatic  is  triangular,  and  extends  from  the  posterior  inferior 
spine  of  the  ilium,  and  the  side  of  the  sacrum  and  coccyx,  to  the 
tuberosity  of  the  ischium.  The  lesser  sacro-ischiatic  ligament 
passes  from  the  sacrum  and  coccyx  to  the  spine  of  the  ischium, 
where  it  "narrows  considerably.  It  lies  anterior  to  the  preceding 
ligament.  These  two  ligaments  not  only  connect  the  bones,  but 
also,  from  their  gi-eat  breadth,  contribute  to  diminish  the  lower 
aperture  of  the  pelvis. 

Ligaments  OF  This  joint  is  secured  by  the  form  of  the  bones, 
THE  Hip-joint.  and  by  the  strength  of  the  powerful  muscles  which 
surround  it.  Although  a  perfect  ball-and-socket  joint,  its  motion 
is  somewhat  limited  :  the  disposition  of  its  ligaments  restricts  its 
range  of  motion  to  those  directions  only  which  are  most  consistent 
with  the  maintenance  of  the  erect  attitude,  and  the  requirements 
of  this  part  of  the  skeleton. 

Capsular  The  capsular  ligament  is  attached  above  to 

Ligament.  the  circumference  of  the  acetabulum,  a  little 

external  to  the  margin,  and  also  to  the  transverse  ligament ; 
below,  to  the  inter-trochanteric  ridge  of  the  femur  in  front,  and  to 
the  middle  of  the  neck  behind.  The  capsule  is  rendered  exceed- 
ingly thick  and  strong  in  front  by  a  broad  ligament,  ilio-femoral, 
which  extends  from  the  anterior  inferior  iliac  spine,  and  then 
divides  like  the  two  arms  of  the  inverted  letter  ^,  one,  the  inner, 
passes  to  the  lesser  trochanter,  the  outer,  to  the  upper  part  of  the 
anterior  inter-trochanteric  ridge.    This  ligament  is  very  strong. 
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Cotyloid 
Ugameut, 


serves  as  a  strap  to  prevent  the  femur  being  extended  beyond  a 
certain  point,  and  limits  rotation  inwards  and  outwards. 

Open  the  capsule  to  as-  Fio.  I3i. 

certain  its  great  thickness  in 

front,  and   its  strong  attach-    interosseous  ligament, 

ment  to  the  bones.  This 
exposes  the  cotyloid  liga- 
ment, and  the  ligamentum 
teres. 

LiGAMBimTM  The  Hga- 

Tebes.  mentum  teres 

is  exposed  by  drawing  the  head 
of  the  femur  out  of  the  socket. 
This  ligament  is  somewhat 
flat  and  triangular.  Its  base, 
which  is  bifid,  is  attached,  be-  ^ 
low,  to  the  borders  of  the  notch 
in  the  acetabulum ;  its  apex, 
to  the  fossa  in  the  head  of 
the  femur.  To  prevent  pres- 
sure on  it,  and  to  allow  free 
room  for  its  play,  there  is  a 
gap  at  the  bottom  of  the  acetabulum.  This  gap  is  not  crusted 
with  cartilage  like  the  rest  of  the  socket,  but  is  occupied  by  soft 
fat.  The  ligamentum  teres  is  surrounded  by  the  synovial  mem- 
brane. An  artery  runs  up  with  it  to  the  head  of  the  femur.  It 
is  a  branch  of  the  obturator,  and  enters  the  acetabulum  through 
the  notch  at  the  lower  pait. 

The  chief  use  of  the  ligamentum  teres  is  to  assist  in  steadying 
the  pelvis  on  the  thigh  in  the  erect  position.  In  this  position,  the 
ligament  is  vertical,  and  quite  tight  (fig.  131):  it  therefore  prevents 
the  pelvis  from  rolling  towards  the  opposite  side,  or  the  thigh  from 
being  adducted  beyond  a  certain  point.  Another  purpose  served 
by  this  ligament  is  to  limit  rotation  of  the  thigh,  both  inwards 
and  outwards. 
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Cotyloid 

The  cotyloid  ligament  is  a  piece  of  fibro-cartilage 
Ligament.  which  is  attached  all  round  the  margin  of  tlie  ace- 

tabulum. Its  circumference  is  thicker  than  its  free  margin,  which 
shelves  off;  thus  it  not  only  deepens  the  cavity,  but  embraces  the 
head  of  the  femur  like  a  sucker.  It  extends  over  the  notch  at  the 
lower  part  of  the  acetabulum,  and  in  this  situation  has  received 
the  name  of  the  transverse  ligament. 

The  ligaments  of  the  hip  are  so  arranged  that,  when  we  stand 
'at  ease,'  the  pelvis  is  spontaneously  thrown  into  a  position  in  which 
its  range  of  motion  is  the  most  restricted ;  for  the  accessory  liga- 
ment (ilio-femoral)  of  the  capsule  prevents  it  from  rolling  back- 
wards, and  the  ligamentum  teres  prevents  its  rolling  towards  the 
opposite  side.  This  arrangement  economises  muscular  force  in 
balancing  the  trunk. 

The  synovial  membrane  extends  down  to  the  base  of  the  neck 
of  the  femur  in  front,  but  only  two-thirds  down  behind.  It  is  laid 
upon  a  thick  periosteum. 

The  atmospheric  pressure  is,  of  itself,  sufficient  to  keep  the  limb 
suspended  from  the  pelvis,  supposing  all  muscles  and  ligaments 
to  be  divided.  When  fluid  is  effused  into  the  hip-joint,  the  bones 
are  no  longer  maintained  in  accurate  contact ;  and  it  sometimes 
happens  that  the  head  of  the  femur  escapes  from  its  cavity,  giving 
rise  to  a  spontaneous  dislocation. 

LiGAMEKTs  OF  Tho  kucc  Is  a  hinge-joint,  and,  looking  at  the 
THE  Knee-joint.  skeleton,  one  would  suppose  that  it  was  very 
insecure.  But  this  insecurity  is  only  apparent ;  the  joint  being 
surrounded  by  powerful  ligaments,  and  a  thick  capsule  formed  by 
the  tendons  of  the  muscles  which  act  upon  it. 

First  examine  the  tendons  concerned  in  the  protection  of 
the  knee-joint.  In  front  is  the  ligamentum  patellae;  on  either 
side  are  the  tendons  of  the  vasti ;  at  the  back  of  the  joint  are  four 
tendons — namely,  the  tendons  of  the  gastrocnemius,  the  tendon  of 
the  semimembranosus,  and  of  the  popliteus.  It  deserves  to  be 
noticed  that  the  weakest  part  of  the  joint  is  near  the  tendon  of  the 
popliteus  :  here,  therefore,  pus  formed  in  the  popliteal  space  may 
make  its  way  into  the  joint,  or  vice  versa. 
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Pig.  132. 


The  proper  ligaments  of  the  joint  are— 1,  the  lateral;  2,  the 
crucial  in  the  interior. 

iNTERNAx  This  is  a  broad  flat  band,  which  extends  from 

Lateral  Liga-  the  inner  condyle  of  the  femur  to  the  inner  side 
of  the  tibia,  a  little  below  its  head  (fig.  132).  A 
few  of  the  deeper  fibres  are  attached  to  the  inner  semi-lunar  carti- 
lage, and  serve  to  keep  it  in  place.  The  inferior  internal  articular 
artery,  and  part  of  the  tendon  of  the  semimembranosus,  pass  under- 
neath this  ligament.    In  the  several  motions  of  the  joint,  there 

is  a  certain  amount  of  friction  between 
the  ligament  and  the  head  of  the  tibia, 
and  consequently  a  small  bursa  is  in- 
terposed. 

External  La-  This     is    a  strong 

TERAL  Ligament,  round  band,  which  ex- 
tends from  the  outer  condyle  of  the 
femur  to  the  head  of  the  fibula.  This 
ligament  separates  the  two  divisions  of 
the  tendinous  insertion  of  the  biceps. 
Posterior  to,  and  running  parallel  with, 
the  external  lateral  ligament  is  a 
smaller  band  of  fibres,  called  the  short 
external  later cd  ligament. 

Posterior  This,  which  is  gene- 

Ligambnt.  rally  called  '  ligamen- 

tum  posticum  Winsloiuii,'  consists  of 
expansions  derived  from  the  tendons  at 
the  back  of  the  joint,  chiefly,  however, 
from  the  semimembranosus  (p.  546). 
It  extends  from  the  posterior  part  of  the  tuberosity  of  the  tibia  to 
the  outer  condyle  of  the  femur.  It  not  only  closes  and  protects  the 
joint  behind,  but  prevents  its  extension  beyond  the  perpendicular. 

The  joint  should  be  opened  above  the  patella.  Observe  the 
great  extent  of  the  fold  which  the  synovial  membrane  forms  above 
this  bone.*    It  allows  the  free  play  of  the  bone  over  the  lower  part 

*  In  perforniing  operations  near  the  knee,  the  joint  should  always  be  bent,  in 
order  to  draw  the  synovial  fold  as  much  as  possible  out  of  the  way. 


DIAGRAM  OF  THE  SEMI-LUNAR 
CARTILAGES  AND  LATERAL  LI- 
GAMENTS OF  THE  KNEE. 

1.  Internal  lateral  ligament. 

2.  External  ditto. 
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of  the  femur.  The  fold  extends  higher  above  the  inner  than  the 
outer  condyle,  which  accounts  for  the  form  of  the  swelling  produced 
by  effusion  into  the  joint. 

Folds  of  Below  the  patella  a  slender  band  of  the  synovial 

Synovial  Mem-  membrane  proceeds  backwards  to  the  space  between 
^i^^NE.  the  condyles,  and  is  called  the  ligamentum  mio- 

cosum.  Two  similar  horizontal  folds  are  termed  the  ligamenta 
alaria.  These  are  not  true  ligaments,  but  merely  remnants  of  the 
partition  which,  in  the  early  stage  of  the  joint's  growth,  divided 
it  into  two  halves. 

Outside  the  synovial  membrane  there  is  always  fat ;  especially 
under  the  ligamentum  patellae.  Its  use  is  to  fill  up  vacuities,  and 
to  mould  itself  to  the  several  movements  of  the  joint. 

Crucial  The  Crucial  ligaments,  so  named  because  they 

Ligaments.  cross  like  the  letter  X,  extend  from  the  mesial 

side  of  each  condyle  to  the  head  of  the  tibia.  The  anterior  or 
external,  the  smaller,  ascends  from  the  inner  part  of  the  fossa  in 
front  of  the  spine  of  the  tibia,  backwards  and  outwards  to  the 
inner  and  back  part  of  the  external  condyle.  The  'posteHor  or 
internal,  best  seen  from  behind,  extends  from  the  back  of  the 
fossa  behind  the  spine  of  the  tibia  forwards  to  the  front  of  the 
inner  condyle. 

-  Between  the  condyles  and  the  articular  surfaces 

Intbb-arti-  *' 

cuLA»  OR  of  the  tibia  are  two  incomplete  rings  of  fibro- 

Semi-lunab  cartilage,  shaped  like  the  letter  C.    They  serve 

Cartilages.  deepen  the  articular  surfaces  of  the  tibia  ;  their 

mobility  and  flexibility  enable  them  to  adapt  themselves  to  the 
condyles  in  the  several  movements  of  the  joint ;  they  distribute 
pressure  over  a  greater  surface  and  break  shocks.  They  are 
thickest  at  the  circumference,  and  gradually  shelve  off  to  a  thin 
margin :  thus  they  fit  in  between  the  bones,  and  adapt  a  convex 
surface  to  a  flat  one,  as  shown  in  fig.  1 32.  Their  form  is  suited  to 
the  condyles,  the  inner  being  oval,  the  outer  circular,  and  the 
synovial  membrane  covers  both  surfaces  of  the  cartilages.  The 
ends  of  each  are  firmly  attached  by  ligaments  to  the  pits  in  front 
and  behind  the  spine  of  the  tibia  ;  but  the  ends  of  the  external  one 
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lie  within  those  of  the  internal  which  are  attached  further  from  the 
spine.  The  cartilages  are  connected  in  front  by  a  thin  transverse 
ligament ;  and  their  circumference  is  attached  round  the  head  of 
the  tibia  by  fibrous  tissue,  called  the  coronary  ligament  (seen  in 
fig.  132),  yet  not  so  closely  as  to  restrict  their  range  of  motion.* 

Action  of  the  Their  respective  points  of  attachment  are  such 
Ligaments.  that,  when  the  joint  is  extended,  all  the  ligaments 

are  tight,  to  prevent  extension  beyond  the  perpendicular ;  thus 
muscular  force  is  economised.  But  when  the  joint  is  bent  the 
ligaments  are  relaxed,  enough  to  admit  a  slight  rotatory  movement 
of  the  tibia.  This  movement  is  more  free  outwards  than  inwards  ; 
and  is  effected,  not  by  rotation  of  the  tibia  on  its  own 
axis,  but  by  rotation  of  the  outer  head  round  the  inner. 
Kotation  outwards  is  produced  by  the  biceps  ;  rotation 
inwards  by  the  popliteus  and  semimembranosus. 

The  crucial  ligaments,  though  placed  inside  the  joint, 
answer  the  same  purposes  as  the  coronoid  process  and 
the  olecranon  of  the  elbow.    They  make  the  tibia  slide 
properly  forwards  and  backwards.    In  extension,  the 
anterior  crucial  ligament  is  tight ;  in  flexion,  the  posterior 
ligament  becomes  tight  and  consequently  limits  flexion,  crucial 
They  also  conjointly  limit  excessive  rotation.    They  not  ligaments 
only  prevent  dislocation  in  front  or  behind,  but  they  '^"^ 
prevent  lateral  displacement,  since  they  cross  each  other 
like  braces,  as  shown  in  fig.  133. 

SUPEEIOR 

There  is  a  joint  between  the  tibia  and  fibula  at 
Tebio-fibulab  their  upper  and  lower  extremities.  The  upper 
joint  is  secured  by  an  anterior  and  a  posteHor 
tihio-fibular  ligament',  their  fibres  are  very  strong  and  run  in 
an  oblique  direction  downwards  and  outwards,  passing  from  the 
external  tuberosity  of  the  tibia  to  the  head  of  the  fibula.  The 

*  Of  the  two  cartilages  the  exteroal  has  the  greater  freedom  of  motion,  because  in 
rotation  of  the  knee  the  outer  side  of  the  tibia  moves  more  than  the  inner.  Conse- 
quently, it  is  not  in  any  way  connected  to  the  external  lateral  ligament ;  so  far  from 
this,  it  is  separated  from  it  by  the  tendon  of  the  popliteus,  of  which  the  play  is  facili- 
tated by  a  bursa  communicating  freely  with  the  joint.  For  this  reason  the  external 
cartilage  is  more  liable  to  dislocation  than  the  internal. 
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contiguous  surfaces  of  the  bones  are  crusted  with  cartilage.  In  the 
large  majority  of  instances  the  synovial  membrane  is  a  separate 
one,  but  it  occasionally  communicates  with  the  synovial  membrane 
of  the  knee-joint. 

Interosseous  The  contiguous  borders  of  the  tibia  and  fibula 
Membkane.  ai-e  connected  by  the  interosseous  membrane.  The 

purpose  of  it  is  to  alford  additional  surface  for  the  attachment 
of  muscles.  Its  fibres  pass  chiefly  downwards  and  outwards  from 
the  tibia  to  the  fibula,  but  a  few  fibres  cross  like  the  letter  X. 
The  anterior  tibial  artery  comes  forwards  above  the  interosseous 
membrane,  through  an  oval  space  about  an  inch  below  the  head 
of  the  fibula.  Lower  down  there  is  an  aperture  for  the  anterior 
peroneal  artery.  It  is  moreover  pierced  here  and  there  by  small 
blood-vessels. 

Inferior  The  lower  extremities  of  the  tibia  and  fibula 

Tibio  fibular  are  firmly  connected,  for  it  is  essential  to  the 
security  of  the  ankle-joint  that  there  should  be 
little  or  no  movement  between  the  two  bones.  The  anterior 
ligament  is  composed  of  oblique  fibres  which  pass  downwards  from 
the  tibia  to  the  fibula;  the  posterior  ligament  is  stronger  and 
narrower  than  the  anterior,  and  its  fibres  pass  horizontally  from 
the  outer  malleolus  to  the  posterior  border  of  the  tibia,  above 
the  articular  surface.  The  inferior  interosseous  ligament  connects 
the  contiguous  surfaces  of  the  two  bones.  The  synovial  membrane 
of  this  joint  is  an  extension  upwards  of  that  of  the  ankle- 
joint. 

Ligaments  of  From  the  form  of  the  bones,  it  is  obvious 
the  Ankle-joint,  that  the  ankle  is  a  hinge-jbint ;  consequently, 
its  security  depends  upon  the  great  strength  of  its  lateral  liga- 
ments. The  hinge,  however,  is  not  so  perfect  but  that  it  ad- 
mits of  a  slight  rotatory  motion,  of  which  the  centre  is  on 
the  fibular  side,  and  therefore  the  reverse  of  that  in  the  case 
of  the  knee. 

Internal  This  ligament,  sometimes  called,  from  its  shape. 

Lateral  deltoid,   is  exceedingly  thick  and  strong,  and 

Ligament.  compensates  for  the  comparative  shortness  of  the 
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malleolus  on  this  side  (fig.  134).  The  great  strength  of  it  is  proved 
by  the  fact  that,  in  dislocations  of  the  ankle  inwards,  the  summit 
of  the  malleolus  is  more  often  broken  oflf  than  the  ligament  torn. 
It  extends  from  a  deep  excavation  at  the  apex  of  the  malleolus, 
radiates  from  this  point,  and  is  attached  to  the  side  of  the 
astragalus,  also  to  the  os  calcis,  to  the  scaphoid  bone,  and  to  the 
inferior  calcaneo-scaphoid  ligament,  which  it  firmly  braces  up 
(fig.  134). 

This  ligament  consists  of  three  distinct  fasciculi 
— an  anterior,  a  posterior,  and  a  middle  (fig.  1 35). 
All  three  arise  from  surfaces  near  the  summit  of 

Fio.  134. 


External 
Lateral, 
Ligament. 


1.  Plantar  fascia. 

2.  Calcaneo-scapboid  ligament  which  supports  the  head  of  the  astragalus. 

3.  Internal  lateral  ligament,  called  from  its  shape  deltoid. 

the  external  malleolus;  the  first  two  are  inserted  into  the  front  and 
the  back  of  the  astragalus  respectively ;  the  middle  into  the  outer 
surface  of  the  os  calcis. 

Anteuioe  and  The  closure  of  the  joint  is  completed,  in  front 
PosTEEioR  and  behind,  by  an  anterior  and  a  posterior  liga- 

LioAMENTs.  ^g^^  attached  to  the  bones  near  their  articular 

surfaces,  and  sufficiently  loose  to  permit  the  necessary  range  of 
motion. 

Besides  flexion  and  extension,  the  ankle-joint  admits  of  a 
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slight  lateral  movement,  only  permitted  in  the  extended  state, 


Fig.  135.  for  the  better  direction  of  our  steps. 

In  adaptation  to  this  movement  the 
internal  malleolus  is  shorter  than  the 
outer ;  it  is  not  so  tightly  confined  by 
its  ligaments,  and  its  articular  surface 
is  part  of  a  cylinder. 

Open  the  joint  to  see  that  the 
breadth  of  the  articular  surfaces  of  the 
bones  is  greater  in  front  than  behind. 
The  object  of  this  is  to  render  the 
astragalus  less  liable  to  be  dislocated 
backwards.  Whenever  this  happens,  the 
astragalus  must  of  necessity  become 
firmly  locked  between  the  malleoli. 

Ligaments  ^he  astragalus  is  the 

CONNECTING  THE  key-stouc  of  the  arch  of 
Bones  of  the  the  foot,  and  Supports 
the  whole  weight  of  the 
body.  It  articulates  with  the  os  calcis 
and  the  os  scaphoides  in  such  a  manner  as  to  permit  the  abduction 
and  adduction  of  the  foot,  so  useful  in  the  direction  of  our  steps. 

AsTRAGALo-  ^hc  astragalus  articulates  with  the  os  calcis,  by 

cAiCANEAi  LiGA-  two  distiuct  surfaces  separated  by  the  interosseous 
groove,  of  which  the  anterior  is  convex,  the 
posterior  slightly  concave.  The  interosseous  ligament  descends 
vertically  in  the  interosseous  canal,  and  is  the  principal  bond 
of  union  between  the  two  bones.  The  posterior  ligament  is  a 
short  oblique  band,  which  passes  from  the  posterior  border  of  the 
astragalus  to  the  upper  border  of  the  os  calcis.  The  external 
ligament  passes  vertically  from  the  astragalus  to  the  os  calcis. 

AsTRAGALo-  "^^^  autcrior  surface  of  the  astragalus  is  broadly 

SCAPHOID  LiGA-  convex,  fitting  into  the  concave  surface  of  the 
^^^"^^  scaphoid.     Superiorly,  the  surfaces  of  the  two 

bones  are  connected  by  a  broad  ligament,  astragalo-scaphoid, 
which  blends  with  the  external  calcaneo-scaphoid. 


DIAGRAM  OF  THE  EXTERNAL 
LATERAL  LIGAMENT. 

1.  Anterior  part. 

2.  Posterior  part. 

3.  Middle  part. 

4.  Interosseous  ligament  between 

the  astragalus  and  os  calcis. 
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Calcaneo- 
scAPHOiD  Liga- 


ment. 


Fig.  136. 


In  the  skeleton  the  head  of  the  astragalus 
articulates  in  front  with  the  scaphoid,  but  the 
lower  part  of  it  is  unsupported.  This  interval  is 
bridged  over  by  a  very  strong  and  slightly  elastic  ligament,  which 
extends  from  the  os  calcis  to  the  scaphoid  (fig.  1  34).  These  bones, 
together  with  the  ligament,  form  a  complete  socket  for  the  head 
of  the  astragalus  ;  it  is  this  joint,  chiefly,  which  permits  the 
abduction  and  adduction  of  the  foot.  The  ligament  being  slightly 
elastic,  allows  the  keystone  of  the  arch  (the  astragalus)  a  play, 
which  is  of  great  service  in  preventing  concussion  of  the  body. 
'V\'lienever  this  ligament  yields,  the  head  of  the  astragalus  falls, 
and  the  individual  becomes  gradually  flat-footed. 

The  ligament  is  thick  and  strong,  and  passes  horizontally  for- 
wards from  the  sustentaculum  tali  to  the  plantar  surface  of  the 
scaphoid,  where  it  is  connected  with  the  tendon 
of  the  tibialis  posticus,  and,  superiorly,  with 
the  astragalo-scaphoid  ligament.  The  external 
calcaneo-scaphoid  ligament  is  short,  lying  in 
the  hollow  between  the  astragalus  and  os  calcis, 
and  passes  from  the  ridge  on  the  anterior  part  of 
the  OS  calcis  to  the  outer  side  of  the  scaphoid. 

Calcaneo-  The  OS  calcis  articulates  with 

cuBoro  Joint.  the  OS  cuboides  nearly  on  a 
line  with  the  joint  between  the  astragalus  and 
t^e  scaphoid.  The  bones  are  firmly  connected 
by  the  inferior  calcaneo- cuboid  ligament,  of 
which  the  superficial  portion,  the  ligamentum 
longum  plantce,  is  attached  to  the  os  calcis  as 
far  as  the  tubercle,  and  passes  forwards  to  the 
plantar  aspect  of  the  cuboid  ;  some  of  its  fibres 
extend  to  the  second,  third,  and  fourth  meta- 
tarsal bones,  and  complete  the  canal  for  the 
tendon  of  the  peroneus  longus.  The  ligamen- 
tum breve  plantce  is  very  broad,  and  passes 
from  the  os  calcis  to  the  inner  side  of  the  cuboid  bone. 

The  dorsal  ligament  connects  the  upper  surfaces  of  the  bones. 


1.  Calcaneo-scaphoid 

ligament. 

2.  Calcaneo-cuboid 

ligament. 
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The  remaining  bones  of  the  tarsus  are  connected  and  main- 
tained in  position  by  dorsal  and  plantar  ligaments,  and  strong 
interosseous  bands  which  pass  between  their  contiguous  surfaces. 
Fia.  137.  Though  there  is  very  little  motion  between 

any  two  bones,  the  collective  amount  is  such 
that  the  foot  is  enabled  to  adapt  itself  accur- 
ately to  the  ground ;  pressure  is  more  equally 
Interosseous  ligamentT^t  distributed,  and  Consequently  there  is  a  firmer 
the  wedge  bones.      -^^^^^  fo^,  ^j^g  support  of  the  body.    Being  com- 
posed, moreover,  of  several  pieces,  each  of  which  possesses  a  certain 

Fro.  138. 


DIAaRAM  OF  THE  ARTICULATIONS  OF  THE  TAE9US  AND  THE  TAKSO-METATAHSDS. 


1.  Posterior  calcaneo-astragaloid  synovial  cavity. 

2.  Calcaneo-scaphoid  synovial  cavity. 

3.  Calcaneo-cuboid  synovial  cavity. 

4.  Synovial  cavity  between  metatarsal  bone  of 

great  toe,  and  internal  cuneiform  bone. 


5.  Common  scaplio-cuneiform,  intercuneiform, 

and  metatarso-cuneiform  synovial  ca- 
vity. 

6.  Cubo-metatarsal  synovial  cavity. 


elasticity,  the  foot  gains  a  general  springiness  and  strength  which 
could  not  have  resulted  from  a  single  bone. 

Tahso-meta-  The  tarsus  articulates  with  the  metatarsus  in 

TAitsAL  JOINTS.  ^lu  obliquB  Huo  which  inclines  backwards  on  its 
outer  side.  This  line  is  interrupted  at  the  joint  of  the  middle 
cuneiform  bone  and  the  second  metatarsal  bone.  Here  there  is  a 
deep  recess,  so  that  the  base  of  this  metatarsal  bone  is  wedged  in 
between  the  internal  and  external  cuneiform  bones. 


SYNOVIAL  MEMBEANE8  OP  THE  TARSUS. 
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These  joints  are  maintained  in  position,  above,  by  dorsal  tarso- 
metatarsal ligaments,  and,  below,  by  ^plantar  ligaments.  Inter- 
osseous ligaments.- also  pass  between  the  wedge  bones,  keeping 
them  in  their  respective  places  (fig.  137). 

The  metatarsal  bones  are  connected  to  those  at  their  proximal 
and  distal  ends,  by  dorsal  and  plantar  ligaments :  those  at  the 
proximal  extremities  are  very  strong,  and  are  supplemented  by 
interosseous  fibres,  as  in  the  metacarpus,  p.  350. 

The  distal  extremities  of  the  metatarsal  bones  are  united  by 
the  transverse  metatarsal,  ligament ;  this  extends  from  the  great 
to  the  little  toe  on  theiK  plantar  surfaces. 

Synovial  Mem-  Exclusive  of  the  ankle-joint  and  the  phalanges 
BBANEs  OF  THE  of  the  tocs,  thc  boucs  of  the  foot  are  provided  with 
Tabsus.  distinct  synovial  membranes  ;  namely^ — 

1.  Between  the  posterior  articular  surface -of  the  os  calcis  and 
that  of  the  astragalus. 

2.  Between  the  head  of  the  astragalus  and  the  scaphoid,  and 
between  the  anterior  articular  surface  of  the  astragalus  and  os 
calcis. 

3.  Between  the  os  calcis, and  the  os  cuboides..  . 

4.  Between  the  inner  cuneiform  bone  and  the  metatarsal  bone 
of  the  great  toe.. 

5.  Between  the  scaphoid  and  the  three  cuneiform  bones,  and 
between  these  and  the-adjoining  bones  (the  great  toe  excepted). 

6.  Between  the  os  cuboides  and  the  fourth  and  fifth  metatarsal 
bones. 

The  joints  formed  between  the  distal  ends  of  the  metatarsal 
bones  and  the  phalanges  of  the  toes,  and  the  several  inter- 
phalangeal  joints,  are  connected  in  all  respects  like  those  of  the 
fingers.  See.  the  description  given  in  the  dissection  of  the  hand 
(p.  351).. 


P  P 
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Membranes  of  PREVIOUS  to  the  examination  of  the  brain  itself, 
THE  Brain.  "we  should  sttidy  the  structure  and  uses  of  the 
three  membranes  by  which  it  is  surrounded. 

The  'first,  the  dura  mater,  has  been  described  (p.  6).  The 
second  is  a  serous  membrane,  termed  the  arabhnoid  ;  the  third  is 
a  vascular  one,  termed  the  pia  mater. 

Aeacbngid  This    second    investment  forms  'the  smooth, 

Mbmbhane.  polished  surface  of  the  brain,  exposed  after  the 

removal  of  the  dura  mater.  It  is  named' araishnoid,  from  the 
resemblance  (if 'its- texture  to  a  spider's  web.  It  is^a  serous  mem- 
brane, and,  like  all  others- of  the  kind,  forms  a- closed  sac,  one  part 
of  which,  the  parietal  layer,  lines  'the  under  surface  of  the  dura 
mater ;  the  other,  the  visceral,  is  reflected  over  the  brain. 

The  opposed  surfaces  of  this  '  membrane  are  polished,  and 
lubricated  by  a  serous  fluid  which  "  diminishes  friction  ;  since  the 
brain  is  moved  with  a  slight  pulsation,  caused- in  part  by  the 
action  of  the  heart,  in  part  by  respiration.  The  parrietal  la, jev 
is  so'  thin  that  it  can  be  demonstrated  as  a  distinct  layer  only  in 
a  few  places ;  it  consists  of  little  more  than  a  layer  of  squamous 
epithelium,  lining  the  inner  aspect  of  the  dura  mater.  The 
visceral  layer  is  colourless  and  transparent ;  it  is  spread  uniformly 
over  the  surface  of  the  brain,  and  does  not  dip  into  the  furrows 
between  the  convolutions.  On  account  of  its  extreme  tenuity, 
and  its  close  adhesion  to  the  pia  mater,  it  cannot  be  readily 
separated  from  this  membrane ;  but  there  are  places,  especially  at 
the  base  of  the  brain,?  termed  ^  subarachnoid  spaces,  where  the 
arachnoid  membrane  can  he  seen  distinct  i  from  the  subjacent 
pia  mater. 
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SuBABACHNoiD  Whersver  the  arachnoid  membrane  is  separated 
Spaces  AND  Fluid,  from  the  pia  mater  a  serous  fluid  {cerebro-s'pinal) 
intervenes,  contained  in  the  meshes  of  a  very  delicate  areolar 
tissue.  The  spaces  between  them  are  termed  subarachnoid. 
They  are  very  manifest  in  some  places.  For  instance,  there  is 
one  well-marked  space  in  the  longitudinal  fissure,  where  the 
arachnoid  does  not  descend  to  the  bottom,  but  passes  across  the 
edge  of  the  falx  cerebri,  a  little  above  the  corpus  callosum.  At 
the  base  of  the  brain,  there  are  two  of  considerable  size :  one  is 
situated  between  the  anterior  border  of  the  pons  Varolii  and  the 
commissure  of  the  optic  nerves ;  the  other  between  the  cere- 
bellum and  the  medulla  oblongata.  In  the  spinal  cord,  also,  there 
is  a  considerable  interval  occupied  by  fluid  between  the  arachnoid 
and  the  pia  mater.  The  purpose  of  this  fluid  is,  not  only  to  fill 
up  space,  as  fat  does  in  other  parts,  but  mechanically  to  protect 
the  nervous  centres  from  the  violent  shocks  and  vibrations  to  which 
they  would  otherwise  be  liable. 

The  brain  therefore  may  be  said  to  be  supported  in  a  fluid, 
which  insinuates  itself  into  all  the  inequalities  of  the  surface,  and 
surrounds  all  the  nerves  as  far  as  the  foramina,  through  which  they 
pass.  This  fluid  sometimes  escapes  through  the  ear,  in  cases  of 
fracture  through  the  base  of  the  skull,  involving  the  meatus 
auditorius  internus  and  the  petrous  portion  of  the  temporal  bone.* 

This,  the  immediate  investing  membrane  of  the 
Pia  Matek.  , 

brain,  is  extremely  vascular,  and  composed  of  a 

minute  network  of  blood-vessels  held  together  by  delicate  connec- 
tive tissue.  From  its  internal  surface  vessels  pass  off  at  right 
angles  into  tlie  interior  of  the  brain.  The  pia  mater  dips  into  the 
fissures  between  the  convolutions,  and  penetrates  into  the 
ventricles  for  the  supply  of  their  interior,  forming  the  velum 
interpositum  and  the  choroid  plexuses.] 

*  The  cerebro-spinal  fluid  varies  in  amount  from  two  drachms  to  two  ounces.  It 
is  a  clear,  limpid  fluid,  slightly  alkaline,  containing  98'5  parts  of  water,  and  1-5 
parts  of  solid  matter.  The  cerebro-spinal  fluid  of  the  encephalon  and  that  of  the 
spinal  cord  communicate. 

t  The  arachnoid  is  said  to  be  supplied  with  filaments  from  the  motor  root  of  the 
fifth,  the  facial  And  the  spinal  accessory  nerves ;  the  pia  mater  by  the  third,  sixth 
facial,  pneumogastric,  spinal  accessory  and  sympathetic  nerves. 

p  p  2 
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Artekies  of 
THE  Brain. 

Intern  A.I, 
Carotid. 


Butb  of  olfactory  nerve 


Second    pair    or  optic 
nerve   


Locks  perforatus  anticus. 
Tractus  opticus  .   .  . 
Crvu  cerebri  .... 
Third  pair  of  nerves  . 
Fourth  pair  of  nerves  . 

Fifth  pair  of  nerves  . 
Sixth  pair  of  nerves  . 


Pyramid 
Olivo  . 


Vertebral  artery  . 


Anterior  spinal  a. 


The  brain  is  supplied  with  blood  by  the  tv/o 
internal  carotid  and  the  two  vertebral  arteries. 

This  artery  enters  the  skull  through  the  carotid 
canal  in  the  temporal  bone,  and  ascends  very 

Fig.  139. 


Anterior  cerebral  a. 


'Lamina  cinerea. 
Middle  cerebral  a. 
Tuber  cinereum. 
Mammillary  body. 
Locus  perforatus  raedi 

Posterior  cerebral  a. 
Superior  cerebellar  a. 

Pons  Varolii. 


•Inferior  cerebellar  a. 
Seventh  pair  of  nerves  t 

Eighth  pair  of  nerves. 
Ninth  pair  of  nerves. 
Cerebellum. 


tortuously  by  the  side  of  the  body  of  the  sphenoid,  along  the  inner 
wall  of  the  cavernous  sinus.  It  appears  on  the  inner  side  of  the 
anterior  clinoid  process,  and,  after  giving  oif  the  ophthalmic, 
divides  into  the  anterior  and  middle  cerebral  and  posterior  com- 
municating arteries. 
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a.  The  anterior  cerebral  artery  passes  forwards  to  reach  the  longi- 
tudinal fissure  between  the  hemispheres,  curves  round  the  front  part  of 
the  corpus  callosum,  then  runs  backwards  along  its  upper  surface  (under 
the  name  of  the  artery  of  the  corpus  callosum),  and  terminates  in 
branches  which  anastomose  with  the  posterior  cerebral.  The  anterior 
cerebral  arteries  of  opposite  sides  run  close  together ;  and  at  the  base  of 
the  brain  are  connected  by  a  transverse  branch,  called  the  anterior 
communicating  artery  (fig.  139). 

b.  The  middle  cerebral  artery,  the  largest  branch  of  the  internal 
carotid,  runs  deeply  within  the  fissui-e  of  Sylvius,  and  divides  into  many 
branches,  distributed  to  the  anterior  and  middle  lobes.  Near  its  origin 
it  gives  ofi"  a  multitude  of  small  arteries,  which  pierce  the  locus  per- 
foratus  anticus  to  supply  the  corpus  striatum. 

c.  The  jwsterior  communicating  arteiy  proceeds  directly  backwards 
to  join  the  posterior  cerebral ;  thus  establishing  at  the  base  of  the  brain 
the  fi'ee  arterial  inosculation  called  the  circle  of  Willis. 

d.  The  anterior  choroid  artery,  a  small  branch  of  the  internal  carotid, 
arises  external  to  the  posterior  communicating  artery.  It  runs  back- 
wards, and  enters  the  fissure  at  the  bottom  of  the  middle  horn  of  the 
lateral  ventricle,  to  terminate  in  the  choroid  plexus  of  that  cavity. 

Vektebeal  This  artery,  a  branch  of  the  subclavian  in  the 

Aetery.  f^j-g^  paj.^  Qf  j^g  course,  winds  backwards  along  the 

arch  of  the  atlas,  and  enters  the  skull  through  the  foramen  magnum 
by  perforating  the  posterior  occipito-atlantoid  'lig-ament.  It  then 
curves  round  the  medulla  oblongata  between  the  hypoglossal  nerve 
and  the  anterior  root  of  the  first  cervical.  At  the  lower  border 
of  the  pons  Varolii,  the  two  arteries  unite  to  form  a  single  trunk 
— the  '  basilar ' — ^ which  is  lodged  in  the  groove  along  the  middle 
of  the  pons,  and  bifurcates  at  its  upper  border  into  the  posterior 
cerebral  arteries. 

Each  vertebral  artery,  before  joining  its  fellow,  gives  off — 

a.  A  posterior  meningeal  branch,  distributed  to  the  posterior  fossa  of 
the  skull. 

b.  Anterior  and  posterior  spinal  arteries,  which  run  along  the  median 
fissures  of  the  front  and  back  surfaces  of  the  spinal  cord. 

c.  The  inferior  cerebellar  artery,  sometimes  a  branch  of  the  basilar, 
but  more  frequently  of  the  vertebral,  passes  backwards  between  the  hypo- 
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glossal  and  pneiimogastric  nei^ves,  and  divides  into  two  branches,  which 
are  distributed  to  the  inferior  surface  of  the  cerebellum. 

The  basilar  artery,  formed  by  the  junction  of  the  two  vertebral, 
in  its  course  along  the  pons  gives  off  on  each  side — 

a.  Transverse  branches  which  pass  outwards  on  the  pons :  one,  the 
auditory,  enters  the  meatus  auditorius  internus  with  the  auditory  nerve, 
to  be  distributed  to  the  internal  ear. 

h.  The  anterior  cerebellar,  which  supplies  the  front  part  of  the  lower 
surface  of  the  cerebellum  and  anastomoses  with  the  other  cerebellar 
arteries. 

c.  The  superior  cerebellar,  which  is  distributed  to  the  upper  surface 
of  the  cerebellum ;  the  valve  of  Yieussens  and  part  of  the  velum  inter- 
positum. 

d.  The  two  posterior  cerebral,  the  terminal  branches  into  which  the 
basilar  artery  divides,  run  outwards  and  backwards,  in  front  of  the  third 
nerve.  They  wind  round  the  crura  cerebri  and  divide  into  numerous 
branches  which  supply  the  under  surface  of  the  posterior  cerebral  lobes, 
and  ultimately  inosculate  with  the  other  cerebral  arteries.  Each  gives 
off  a  small  posterior  choroid  artery,  distributed  to  the  velum  inter- 
positum,  and  choroid  plexus. 

Circle  OF  This  important  arterial  inosculation  (fig.  139)  is 

Wiixis.  formed,  laterally,  by  the  two  anterior  cerebral, 

the  two  internal  carotid,  and  the  two  posterior  communicating 
arteries  ;  in  front,  it  is  completed  by  the  anterior  communicating 
artery ;  behind,  by  the  two  posterior  cerebral.  The  tortuosity  of 
the  large  arteries  before  they  enter  the  brain  serves  to  mitigate 
the  force  of  the  heart's  action  ;  and  the  circle  of  Willis  provides  a 
free  supply  of  blood  from  other  vessels,  in  case  any  accidental  cir- 
cumstance should  stop  the  flow  of  blood  through  any  of  the  more 
direct  channels.* 

*  In  many  of  the  long-necked  herbivorous  quadrupeds  a  provision  has  been  made 
ia  the  disposition  of  the  internal  carotid  arteries,  for  the  purpose  of  equalising  the 
force  of  the  blood  supplied  to  the  brain.  The  arteries,  as  they  enter  the  skull,  divide 
into  several  branches,  which  again  unite  and  form  a  remarkable  network  of 
arteries,  called  by  Galen,  who  first  described  it,  the  'rete  mirabile.'  The  object  of  this 
evidently  is  to  moderate  the  rapidity  with  which  the  blood  would  otherwise  enter  the 
cranium  in  the  different  positions  of  the  head,  and  thus  preserve  the  brain  from 
those  sudden  influxions  to  which  it  would  under  other  circumstances  be  continually 
exposed. 
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Peculiarities  Besides  the  circle  of  Willis,  there  are  other 
OF  THE  Ceeebbal  peculiajities  relating  to  the  circulation  of  the 
CiBcui^TioN.  blood  in  the  brain  :  namely,  the  length  and  tor- 
tuosity of  the  four  great  arteries  as  they  enter  the  skull ;  their 
passage  through  tortuous  bony  canals  ;  the  spreading  of  their  rami- 
fications in  a  very  delicate  membrane,  the  pia  mater,  before  they 
enter  the  substance  of  the  brain ;  the  minuteness  of  the  capillaries, 
and  the  extreme  thinness  of  their  walls  ;  the  formation  of  the  venous 
sinuses  (p.  8),  which  do  not  accompany  the  arteries ;  the  chordae 
Willisii  in  the  superior  longitudinal  sinus :  the  absence  of  valves  in 
the  sinuses ;  and  the  confluence  of  no  less  than  six  sinuses,  forming 
the  torcular  Herophyli,  at  the  internal  occipital  protuberance. 

Genebal  Di-  The  mass  of  nervous  substance  contained  within 

VISION  OF  the  the  cranium,  comprised  under  the  common  term 
Brain.  brain  (encephalon),  is  divided  into  fom*  parts  :  the 

cerebrum,  which  occupies  the  whole  of  the  upper  part  of  the 
cranial  cavity ;  the  cerebellum,  or  smaller  brain,  which  occupies 
the  space  below  the  tentorium  cerebelli ;  the  pons  Varolii,  or  the 
quadrilateral  mass  of  white  fibres  which  rests  upon  the  basilar 
process  of  the  occipital  bone  ;  and  the  medulla  oblongata,  situated 
below  the  pons,  and  continuous  with  the  spinal  cord  (fig.  142). 

The  weight  of  the  entire  encephalon  bears  a  proportionate  re- 
lation to  the  intellectual  power.  The  result  of  observations  shows 
that  it  averages  in  males  about  50  ounces,  and  in  females  about 
44  ounces. 

Medulla  Ob-  This  term  is  applied  to  that  part  of  the  cerebro- 
LONGATA.  spinal  axis  which  is  placed  below  the  pons  Varolii, 

and  is  continuous  with  the  spinal  cord  on  a  level  with  the  upper 
border  of  the  atlas.  It  is  slightly  pyramidal  in  shape,  with  the 
broad  part  above.  It  lies  on  the  basilar  groove  of  the  occipital 
bone,  and  descends  obliquely  backwards  through  the  foramen 
magnum.  Its  posterior  surface  is  received  into  the  fossa  (vallecula) 
between  the  hemispheres  of  the  cerebellum.  .  It  is  about  an  inch 
and  a  quarter  in  length,  and  nearly  an  inch  thick  at  dts  broadest 
part. 

In  front  and  behind,  the  medulla  is.  marked  by  a  median 
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fissm-e,  the  anteHor  and  posterior  median  fissures,  which  are  the 
continuations  of  the  median  fissures  of  the  spinal  cord.  The 
anterior  ends,  below  the  pons  Varolii,  in  a  cul-de-sac,  termed  the 
foramen  coicum,  and  is  occupied  by  a  process  of  pia  mater.  The 
posterior  runs  along  the  floor  of  the  fourth  ventricle  as  a  shallow 
median  groove. 

The  surface  of  the  medulla  is  marked  out  on  each  side  into 
four  longitudinal  columns,  which  receive  the  .following  names 

Fig.  140. 


C.  Crus  cerebri. 
P.  V.  Pons  Varolii. 
P.  Anterior  pyramid, 
p.  OUve. 

B.  Bestiform  tract  or 
body. 


'1.  Q-asserian  ganglion. 

2.  Motor  root  of  the 

fifth  n. 

3.  Third  n. 

4.  Aroiform  fibres. 

5.  Sensitive  root  of  the 

fifth  n. 

6.  Sixth  n. 

7.  Two  divisions  of  the 

seventh  n. 

8.  Three  divisions  of 

the  eighth  n. 

9.  Ninth  or  hypoglos- 

sal n. 


DIAGRAM  OF  THE  FRONT  .SURFACE-- OP 'THE  MEDULLA  OBLONGATA. 

from  before  backwards  :  the  anterior  pyramids,  the  olivary  bodies, 
the  r'estiform  bodies,  and  the  .posterior  pyramids. 

The  anterior  pyramids  'are  two  columns  of  white  matter, 
narrow  below, '  but  increasing  gradually  in  breadth  as  they 
ascend  towards  the  pons.  At  this  part  they  become  constricted, 
and  may  be  traced  "through  the  pons  into  the  crura  cerebri. 
The  fibres  of  which  they  are  in  the  main  composed  are  derived 
from  the  anterior  columns  of  the  spinal  cord,  and  consist  there- 
fore of  motor  fibres.  '  On  separating  the  pyramids  about  an  inch 
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below  the  pons,  bundles  of  nerves  are  seen  decussating  across 
the  anterior  fissure  (fig.  140).  This  is  the '  explanation  of  cross 
'paralysis — i.e.  when  one  side  of  the  brain  is  injured,  the  loss 
of  motion  is  manifested  on  the  opposite  side  ©f  the  body.*  This 
decussation,  which  consists  of  three  or  four  bundles  on  each  side, 
involves  only  the  inner  fibres  of  the  pyramid ;  the  outer  fibres 
ascend  through  the  pons  without  crossing.  The  decussating 
fibres  are  the  continuations  upwards  of  the  deep  fibres  of  the 


Fig.  141. 


DIAGRAM  OF  THE  FOXJHTH  VBKTHICLE  AND  BESTIFORM  BODIES. 


1.  Thalamus  opticus.  4.  Processus  a  cerebello  ad  testes. 

2.  Nates'  and  testes.  5.  Kestiform  bodies  diverging. 

3.  Origin  of  fourth  nerve.  6.  Origins  of  seventh  or  auditory  nerve. 

lateral  columns  of  the  spinal  cord,  which  here  come  forwards  to 
the  surface,  and  push  aside  the  anterior  columns. 

The  olivary  bodies  are  the  two  oval  eminences  situated  on  the 
outer  side  of  the  anterior  pyramids,  from  which  they  are  separated 
by  a  shallow  depression.  They  do  not  ascend  quite  as  high  as  the 
pons.    They  consist  externally  of  white  matter ;  and,  when  cut 

*  The  phenomenon  of  cross  paralysis  of  sensation  is  explained  by  the  fact  made 
out  by  Brown-S^quard,  that  the  paths  of  sensory  impressions  cross  each  other  in  the 
grey  matter  of  the  cord. 
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into,  their  interior  presents  an  undulating  line  of  yellowish-brown 
colour,  called  from  its  zigzag  shape  the  corpus  dentatum.  This, 
which  is  sometimes  called  the  olivary  mioleua,  forms  an  interrupted 
circle, .  incomplete  at  its  upper  and  inner  side,  so  that  it  nearly 
isolates  the  white  matter  within.  The  small  grey  mass  placed  above 
the  corpus  dentatum,  and  similarly  composed  of  grey  matter,  is 
called  the  accessory  olivary  nucleus.  At  the  lower  part  of  the 
olivary  body,  some  white  fibres  may  be  observed  arching  round 
from  the  anterior  median  fissure,  constituting  the  arciform  fibres 
of  Rolando. 

The  restiform  bodies,  situated  to  the  outer  side  of  and  behind 
the  olivary  bodies,  are  the  continuations  upwards  of  the  posterior 
columns  of  the  spinal  cord.  As  they  ascend  they  diverge  and 
pass  into  the  cerebellum,  constituting  its  inferior  peduncles 
(fig.  141).  Owing  to  this  divergence,  the  grey  matter  of  the 
medulla  is  exposed,  so  that  the  floor  of  the  fourth  ventricle  (of 
which  the  restiform  bodies  assist  in  forming  the  lateral  boundaries) 
is  mainly  composed  of  grey  matter.  The  restiform  bodies  consist 
of  white  fibres  derived  from  the  posterior  and  lateral  columns 
of  the  spinal  cord ;  in  its  interior  is  some  grey  matter  continuous 
with  that  in  the  posterior  part  of  the  cord. 

The  posterior  pyramids  are  the  two  slender  white  columns  on 
each  side  of  the  posterior  median  fissure.  Ascending,  they 
diverge  and  thus  form  the  apex  of  the  fourth  ventricle.  At  their 
point  of  separation  the  posterior  pyramids  enlarge,  and  form  the 
processus  clavatus ;  after  which  they  diminish  in  size,  and  run  up 
with  the  restiform  bodies,  which,  however,  they  soon  leave  and  are 
continued  upwards  into  the  cerebrum  along  the  floor  of  the  fourth 
ventricle. 

Emerging  from  the  anterior  median  fissure  may  be  noticed 
some  superficial  transverse  white  fibres  which  cross  below  the 
lower  extremity  of  the  olivary  bodies,  and  sometimes  also  the 
anterior  pyramids ;  these  are  known  as  the  arciform  fibres  of 
Rolando  (fig.  140).  They  are  probably  connected  with  white 
fibres  which  run  horizontally,  constituting  an  imperfect  septum 
between  the  two  halves  of  the  medulla,  and  may  be  seen  when  a 
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longitudinal  section  is  carefully  made  through  its  middle.  The 
majority  of  these  septal  fibres  enter  the  olivary  bodies,  and  then 
emerging  through  the  grey  matter  of  the  corpus  dentatum, 
become  continuous  with  the  fibres  of  the  restiform  bodies  and 
lateral  tracts;  others  pass  out  from  the  posterior  fissure  and 
wind  round  the  restiform  bodies.  These  latter  fibres  are  the  trans- 
verse strice,  seen  on  the  floor  of  the  fourth  ventricle,  some  of  which 
form  the  roots  of  the  auditory  nerves. 

PonsVakolu  "^^^^  convex  eminence  of  transverse  white 
OR  GEEAT  CoMMis-  fibrcs  (p.  584)  Is  situated  at  the  base  of  the 
SURE  OF  THE  Ce-  bralu,  immediately  above  the  medulla  oblongata. 
EEBELLUM.  ^^^^^  upou  thc  basikr  groove  of  the  occipital 

bone,  and  in  its  antero-posterior  diameter  measures  rather  more 
than  an  inch.  The  upper  margin  is  convex,  and  arches  over  the 
crura  cerebri ;  the  lower  is  nearly  straight,  being  separated  from 
the  medulla  by  a  transverse  groove.  On  each  side  the  pons 
becomes  narrower,  in  consequence  of  the  transverse  fibres  being 
more  closely  aggregated  ;  these  enter  the  anterior  part  of  the 
cerebellum,  constituting  its  middle  cms.  Along  the  middle 
runs  a  shallow  groove  which  lodges  the  basilar  artery.  If  the 
pia  mater  be  removed,  we  observe  how  the  superficial  fibres 
pass  transversely,  to  connect  the  two  hemispheres  of  the  cere- 
bellum. Throughout  the  mammalia  the  size  of  the  pons  bears  a 
direct  ratio  to  the  degree  of  development  of  the  lateral  lobes  of 
the  cerebellum ;  therefore  it  is  larger  in  man  than  in  any  other 
animal.* 

When  the  superficial  transverse  fibres  are  dissected  off,  the 
longitudinal  fibres  of  the  anterior  pyramids  are  seen  passing  up 
beneath  them  to  enter  the  crura  cerebri,  like  a  river  under  a 
bridge,  hence  its  name  of  pons.  These  pyramidal  fibres  are 
separated  into  yet  smaller  bundles  by  deeper  transverse  fibres, 
which,  like  the  superficial  transverse  ones,  are  continued  into  the 
cerebellum. 

Besides  the  transverse  and  longitudinal  fibres  just  described, 

*  Birds,  reptiles,  and  fishes  have  no  pons,  as  there  are  no  lateral  lobes  to  the 
cerebellum. 
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the  pons  contains  a  considerable  amount  of  grey  matter,  which  is 
distributed  between  the  transverse  and  longitudinal  fibres. 

The  pons,  like  the  medulla  oblongata,   has  an  imperfect 
median  septum,  composed  of  horizontal  fibres,  some  of  which  at  its 
anterior  border  surround  the  crura  cerebri. 
^  The  cerebrum  in  man  is  so  much  more  de- 

veloped than  the  other  parts  of  the  encephalon 
that  it  completely  overlies  them,  and  forms  by  far  the  largest 
portion.  It  is  oval  in  form,  and  convex  on  its  external  aspect.  It 
is  divided  in  the  middle  line  into  two  symmetrical  parts,  termed 
the  right  and  left  hemispheres,  by  the  deep  longitudinal  fissure, 
which  is  occupied  by  the  falx  cerebri  (p.  7).*  The  cerebrum  is 
composed  of  numerous  parts — viz.,  of  certain  internal  ganglionic 
masses,  the  corpora  striata,  optic  thalami,  and  corpora  quadri- 
FiQ.  14.2.  gemina-;   of  commissural  white  fibres, 

the  fornix,  corpus  callosum,  and  the  com- 
missures of  the  third  ventricle ;  of  the 
pineal  and  pituitary  bodies  ;  and,  lastly,  of 
the  two  lateral  hemispheres,  which  overlie 
and  conceal  the  parts  previously  men- 
tioned. 

The  cerebrum  rests  upon  the  anterior 
and  middle  fossse  of  the  base  of  the  skull, 
and  the  tentorium  cerebelli.    There  are 

DIAGRAM  OF  THE  GENEHAL  i       i  •  i 

DiTisioKs  OF  THE  BRAIN.  threc  surfaccs  to  each  hemisphere  :  an 
1, 2, 3.  Anterior,  middle,  and  poste-  extcmal  or  couvcx  ;  an  inner  or  median  ; 

rior  lobes  of  the  cerebrum.  _ 

4.  Cerebellum.  and  au  inferior,  interrupted  by  the  nssure 

5.  Pons  Varolii.  o       i  • 

6.  Medulla  oblongata.  of  SylviuS. 

By  widely  separating  the  two  hemispheres  at  the  longitudinal 
fissure  (the  brain  being  in  its  natural  position),  we  discover  that 
they  are  connected  in  the  middle  by  the  transverse  white  com- 

*  Examples  are  occasionally  met  with,  where  the  longitudinal  fissure  is  not 
exactly  in  the  middle  lino,  the  consequence  of  which  want  of  symmetry  is,  that  one 
hemisphere  is  larger  than  the  other.  Bichat  ('  Recherches  physiologiques  sur  la  Vie 
etlaMort,'  Paris,  1829)  was  of  opinion  that  this  anomaly  exercised  a  deleterious 
influence  on  the  intellect.  It  is  remarkable  that  the  examination  of  his  own  brain 
after  death  went  to  prove  the  error  of  his  theory. 


DISSECTION  OF  THE  BRAIN. 


589 


missure,  called  the  corpus  callosum.  In  front  of,  and  behind  this 
white  mass,  the  fissure  extends  to  the  base  of  the  brain. 

The  surface  of  each  hemisphere  is  mapped  out  by  tortuous 
eminences  termed  convolutions  {gyri),  separated  from  each  other 
by  deep  furrows,  sulci.  Many  of  the  furrows  are  occupied  by 
the  large  veins  in  their  course  to  the  sinuses ;  others  are  filled 
with  subarachnoid  fluid.  The  convolutions  are  folds  of  the  brain, 
for  the  purpose  of  increasing  the  extent  of  the  surface  for  the 
grey  nerve-substance.  They  are  not  symmetrical  on  both  sides, 
although  they  follow  a  somewhat  similar  arrangement.  Their 
number,  arrangement,  and  depth,  vary  somewhat  in  difierent 
individuals,  and,  to  a  certain  extent,  may  be  considered  an 
index  of  the  degree  of  intelligence.* 

Since  the  grey  matter  forms  a  sort  of  bark  round  the  white 
substance,  it  is  often  called  the  cortical  substance.  The  depth 
of  the  sulci  between  the  convolutions  varies  in  different  brains, 
from  an  inch  to  half  an  inch  ;  hence  it  follows  that  two  brains 
of  equal  size  may  be  very  unequal  in  point  of  extent  of  surface 
for  the  grey  matter,  and  therefore  in  amount  of  intellectual 
capacity.  .  Under  the  microscope  the  cortical  layer  is  seen  to 
consist  of  four  layers,  two  grey  alternating  with  two  of  white, 
the  external  layer  being  always  white.f 

Some  of  the  sulci,  from  their  depth,  regularity,  and  early 
period  of  development,  are  termed  the  pnmary  fissures,  and  map 
out  the  surface  of  the  cerebrum  into  its  different  lobes.  Of  these 
there  are  three  :  the  fi.ssure  of  Sylvius,  the  fissure  of  Rolando 
or  central  fissure,  and  the  parieto-occipital  fissure  (fig.  143). 

*  Those  who  wish  to  investigate  the  cerebral  convolutions  in  their  simplest  form 
in  the  lower  classes  of  mammalia,  and  to  trace  them  through  their  successive  develop- 
ment and  arrangement  into  groups  as  we  ascend  to  the  higher  classes,  should 
consult  Leuret,  'Anatomie  compar^e  du  Syetfeme  Nerveux  consid^r^e  dans  ses  Kapports 
avec  rintelligence,'  Paris,  1839  ;  alsoFoville,  'Traits  de  I'Anat.  du Syst^me  Nerveux,' 
&c.,  Paris,  1844.  The  convolutions  of  the  human  brain  have  been  described  by 
Ecker,  'On  the  Convolutions  of  the  Human  Brain,'  1873;  and  by  Turner,  'The 
Convolutions  of  the  Human  Brain,  topographically  considered,'  Edin.  1866. 

f  Six  layers  may  bo  demonstrated  in  some  situations,  chiefly  near  the  corpus 
callosum  and  the  occipital  lobe.  For  an  account  of  these  laminaj  see  Lockhart 
Cliuke,  'Proceed.  Koyal  Society,'  1863. 
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Tlie  fissure  of  Sylvius  is  seen  on  the  base  of  the  cerebrum, 
and  receives  the  lesser  wing  of  the  sphenoid  bone.  It  curves 
outwards  as  a  deep  cleft,  and  divides  into  two  rami ;  an  as- 
cending or  vertical,  about  an  inch  in  length,  and  a  posterior  or 
horizontal  ramus,  which  passes  backwards,  and  ends  about  the 
middle  of  the  hemisphere. 

iiG.  143. 


VIEW  OF  THE  CONVOIAJTIONS  AND  FISSUEES  OF  THE  EXTEENAX  SUfiFACE  OF  THE 

BRAIN  (left  side). 

convolutions,  separated  by  the  superior 
and  inferior  frontal  sulci. 
pi,  pi.  Superior  and  inferior  parietal  convolu- 
tions,  separated  by  the  inter-parietal 
fissure. 

ot,  «2,  o3.  Superior,  middle,  and  inferior  occi- 
pital convolutions,  separated  by  the  occi- 
pital fissures. 
ti,  t2,  IS.  Superior,  middle,  and  inferior  tem- 
poro-spheiioidal  convolutions,  separated 
by  the  superior  and  inferior  temporo- 
sphenoidal  fissures. 


A.  Fissure  of  Rolando. 

B.  Fissure  of  Sylvius, 
c.  Inter-parietal  fissure. 
P.O.  Parieto-occipital  fissure. 
cm.  Calloso-marginal  fissure. 
F.  Frontal  lobe, 
p.  Parietal  lobe, 
o.  Occipital  lobe. 
T.s.  Temporo-sphenoidal  lobe. 
A.P.  Ascending  frontal  convolution. 
A.p.  Ascending  parietal  convolution. 
/<,/2,/3.  Superior,  middle,  and  inferior  frontal 


The  fissure  of  Rolando  or  central  fissure  runs  obliquely  over 
the  outer  surface  of  the  hemisphere.    It  commences  close  to  the 
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longitudinal  fissure  about  its  middle,'  then  runs  downwards  and 
forwards,  and  terminates  a  little  above  the  fork  of  the  Sylvian 
fissure. 

The  parieto-occipital  fissure  is  seen  on  the  median  surface 
of  the  hemisphere  towards  its  posterior  part.  It  begins  on  its 
median  surface  about  half  an  inch  behind  the  corpus  callosum, 
then  ascends  nearly  verticaly,  and  ends  on  the  external  aspect 
of  the  cerebrum  about  an  inch  from  the  longitudinal  fissure.* 

Other  important  fissures  besides  the  primary  just  described 
are  seen  on  the  cerebral  surface.  They  are  chiefly  found  on  the 
median  aspect  of  the  hemisphere,  and  are  as  follows  (fig.  144)  : — 

The  calloso-marginal  fissure  runs  nearly  parallel  with  the 
anterior  two-thirds  of  the  corpus  callosum,  then,  changing  its 
direction,  it  ascends  obliquely  and  terminates  on  "the  external 
aspect  of  the  hemisphere,  where  it  forms  a  deep  notch  immedi- 
ately behind  the  fissure  of  Eolando. 

The  calcarine  fissure,  also  seen  on  the  median  surface,  begins 
close  to  the  posterior  border  of  the  cerebrum,  and  then,  running 
nearly  horizontally  forwards,  terminates  below  the  corpus  callosum. 
Midway  in  its  course  it  is  joined  at  an  acute  angle  by  the  parieto- 
occipital fissure. 

The  primary  fissures  form  the  boundaries  of  the  various  lobes 
of  which  each  hemisphere  is  composed. 

Thus  the  frontal  lobe  is  that  part  ^f  the  cerebrum  anterior 
to  the  fissure  of  Rolando  on  the  external  surface,  and  the  calloso- 
marginal  fissure  on  the  median.  The  parietal  lobe  is  placed 
between  the  fissure  of  Rolando  and  the  external  parieto-occipital 
fissure. 

The  occipital  lobe  consists  of  the  posterior  part  of  the  hemi- 
sphere behind  and  below  the  parieto-occipital  fissiu-e.  The  tem- 
poro-sphenoidal  lobe  is  bounded  above  by  the  horizontal  ramus 
of  the  Sylvian  fissure,  and  forms  that  part  of  the  hemisphere 
which  occupies  the  middle  cerebral  fossa. 

The  island  of  Reil  or  the  central  lobe  lies  deep  in  the  fissure 

*  The  fissure  of  Eolando  is  first  seen  aboxit  the  fifth  month  of  fcetal  life ;  the 
parieto-occipital  fissure,  bet-ween  the  fourth  and  fifth  month. 
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of  Sylvius.  It  consists  of  a  number  of  hidden  convolutions 
((/2/ri  operii)  connected ■  with  those  adjoining  it,  and  corresponds 
to  the  under  surface  of  the  corpus  striatum.  The  frontal  lobe 
is  on  its  external  surface  divided  by  two  frontal  fissures  into  a 
superior,  middle,  and  inferior  frontal' convolution  (fig.  143). 

The  only  fissure  of  the  parietal  lobe  is  the  inter-parietal  sulcus, 
which  separates  the  upper  from  the  lower  parietal  convolution, 
which,  latter  is  occasionally  divided  into  the  supra-marginal  and 
angular  gyrus  ;  the  one  being  above,  the  other  behind. the  fissure  of 

Fig.  144. 


CONVOLUTIONS.  AND.  USSUKES  OF  THE  MEDIAN  AND,  TENTOEIAL  SUEFACBS  OE  BIGHT 

HEMISPHERE. 


C.C.  Corpus  callosuin. 

A.F.  Ascending  frontal  convolution. 

A.p.  Ascending  parietal  convolution. 

P.O.  Parleto-occipital  fissure. 

P.O.  Prsecuneus  or  quadrate  lobe. 

c.  Cuneus. 

c.  Calcarine  fissure. 

Clf.  Collateral  fissure. 


G.P.  Gyrus  fomicatns. 

cm.  Galloso-tnarginail  fissure. 

■fi,:  Supeiior  frontal  or  marginal  convolution. 

O.T.  Optic  thalamus. 

p.  Pituitary  body. 

rfc.  Dentate  convolution. 

<o4.  Gyrus  occipito-temporalis  lateralis. 

/o5.  Gyrus  occipito-temporalis  medialis. 


Sylvius.  Behind  the  fissure  of  Kolando  is  the  asoending  parietal 
convolution,  which  is-  usually  continuous  with  the  ascending  frontal 
convolution,  above  and  below  the  fissure. 

The  occipital  lobe  is  composed  of  a  superior,  middle,  and  in- 
ferior occipital  convolution,  separated  by  ill-defined  sulci,  and 
connected  with  some  parietal  and  temporo-sphenoidal  convolutions 
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by  the  annedant  gyH.  The  temporo-sphenoidal  lobe  is  traversed 
by  two  parallel  fissures,  which  divide  it  into  a  superior,  middle, 
and  inferior  temporo-sphenoidal  convolution.  In  front  of  the 
under  aspect  of  this  lobe,  there  is  the  uncinate  or  hippocampal 
convolution,  which  is  continuous  with  the  gyrus  fornicatus.  In  this 
situation  also  we  find  two  fissures,  the  hippocampal  and  the  col- 
lateral, the  former  of  which  corresponds  to  the  hippocampus  major, 
the  latter  to  the  eminentia  coUateralis.  The  remaining  convolu- 
tions are  seen  on  the  median  surface  of  the  hemisphere,  and  com- 
prise the  gyrus  fornicatus,  which  courses  round  the  corpus  callosum; 
the  cuneus,  situated  between  the  parieto-occipital  and  calcarine 
fissures ;  and  the  prcecuneus  or  quadrate  lobe  placed  in  front  of  the 
parieto-occipital  fissure. 

NoMENCLATUEE  ^ho  scveral  objects  seen  at  the  base  of  the  brain 
OF  THE  Parts  at  in  the  middle  line  should  now  be  examined,  pro- 
theBase  of  the     ceeding  in  order  from  the  front  (fig.  139,  p.  580). 

In  this  description  the  cerebral  nerves  are  omitted. 
These  will  be  examined  hereafter. 

In  the  middle  line,  dividing  the  frontal  lobes,  is  the  longitudinal 
fissure.  By  gently  separating  these  lobes,  we  expose  the  corpus  cal- 
losum, or  the  great  transverse  commissure  which  connects  the  two 
hemispheres  of  the  cerebrum.  Continued  backwards  and  outwards 
on  each  side  from  the  corpus  callosum  to  the  fissure  of  Sylvius  is 
a  white  band,  the  peduncle  of  the  corpus  callosum.  Extending  from 
the  corpus  callosum  to  the  optic  commissure  is  a  thin  grey  layer, 
the  lamina  cinerea.  Between  the  frontal  and  temporo-sphenoidal 
lobes  is  the  fissure  of  Sylvius,  which  lodges  the  middle  cerebral 
artery.  The  optic  commissure,  formed  by  the  union  of  the  two 
optic  tracts,  is  seen  in  the  middle  line  behind  the  lamina  cinerea. 
At  the  root  of  the  fissure  of  Sylvius  is  the  locus  perforatus  * 
anticus.  Immediately  behind  the  optic  commissure  is  a  slight 
prominence  of  grey  matter,  the  tuber  cinereum;  from  this  de- 
scends a  conical  tube  of  reddish  colour,  the  infundibulum,  to  the 
apex  of  which  is  attached  the  pituitary  body.    Behind  the  tuber 

*  Called  '  perforatus'  from  its  being  perforated  by  a  number  of  blood-vessels  for 
the  supply  of  the  corpus  striatum.  ' 

Q  Q 
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cinereum  are  two  round  white  bodies,  the  corpora  maramillaria. 
Posterior  to  these  is  the  locus  perforatus  posticus,  which  is  bounded 
behind  by  the  pons,  and  laterally  by  the  two  diverging  crura  cere- 
bri, two  round  cords  of  white  substance,  which  enaerge  from  the 
anterior  border  of  the  pons.  Winding  round  the  outer  side  of  each 
crus  is  a  soft  white  band,  the  optic  tract. 

Examine  now  in  detail  the  various  objects  above  enumerated, 
most  of  which  are  shown  in  fig.  139. 

The  lamina  cinerea  is  a  thin  layer  of  grey  substance,  which 
connects  the  corpus  callosum,  and  the  optic  commissure ;  it  passes 
above  this  and  becomes  continuous  with  the  tuber  cinereum.  If 
the  lamina  be  torn,  which  is  very  easily  done,  an  aperture  is  made 
into  the  third  ventricle. 

.  The  locus  perforatus  anticus,  placed  to  the  inner  side  of  the 
commencement  of  the  fissure  of  Sylvius,  is  composed  partly  of 
grey  substance ;  crossing  it  is  seen  a  broad  white  band,  the 
peduncle  of  the  corpus  callosum. 

The  tuber  cinereum  is  a  prominence  of  grey  matter  immediately 
behind  the  optic  commissure,  and  from  it  a  conical  tube  of  reddish 
colour,  the  infundibulum,  descends  to  the  pituitary  body.  This 
body,  which  occupies  the  sella  turcica,  is  of  reddish-brown  colour, 
and  consists  of  two  lobes;  the  anterior,  the  larger,  is  concave 
behind  to  receive  the  posterior  lobe.  It  weighs  from  five  to  ten 
grains,  and  on  section  resembles  in  structure  the  thyroid  gland, 
being  composed  of  reticular  tissue  with  numerous  cavities  filled 
with  nucleated  cells  and  granular  matter. 

The  corpora  albicantia  or  mammillaria  are  two  round  white 
bodies,  which  are  formed  by  the  curl  of  the  anterior  crura  of 
the  fornix. 

The  locus  perforatus  posticus*  is  a  depression  of  grey  matter, 
the  surface  of  which  is  penetrated  by  small  vessels  which  supply 
the  optic  thalami. 

Origin  of  the        The  cerebral  nerves  are  given  off  in  pairs,  named 
Cerebral  the  first,  second,  third,  &c.,  according  to  the  order 

Nerves.  which  they  appear,  beginning  from  the  front. 

*  Pons  Tarini. 
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There  are  nine  pairs.  Some  are  nerves  of  special  sense— as  the 
olfactory,  the  optic,  the  auditory ;  others  are  nerves  of  common 
sensation— as  the  larger  root  of  the  fifth,  the  glosso-pharyngeal, 
and  the  pneumogastric  ;  others,  again,  are  nerves  of  motion — as 
the  third,  the  fourth,  the  smaller  root  of  the  fifth,  the  sixth,  the 
facial  division  of  the  seventh,  the  spinal  accessory,  and  the  hypo- 
glossal. 

¥iQ.  145. 


6.  Corpus  geniculatum 

internum. 

7.  Corpora  quadri- 

gemina. 

8.  Thalamus  opticus. 

9.  Tractus  opticus. 
10.  Corpus  callosum. 


DIAGBAM  OF  THE  ORIGINS  OF  THE  OLFACTORY  AND  OPTIC  NERVES. 


First  Pair  or        "^^^  olfactory  nerve  is  triangular  on  section,  the 
Olfactory  apex  of  the  triangle  being  lodged  in  a  furrow 

Nerves.  {olfactory  sulcus)  between  the  convolutions.  It 

proceeds  straight  forwards  under  the  frontal  lobe,  and  terminates 
in  the  olfactory  bulb,  which  lies  on  the  cribriform  plate  of  the 
■  ethmoid  bone. 

The  olfactory  lobe  is  oval,  of  a  reddish-grey  colour,  and  very  soft 
consistence,  owing  to  the  large  amount  of  grey  matter  contained 
in  it.    It  gives  off  from  its  under  surface  about  twenty  branches, 

Q  Q  2 


596 


DISSECTION  OF  THE  BRAIN, 


which  pass  through  the  foramina  of  the  cribriform  plate.*  I*  or 
the  description  of  these,  see  p.  233. 

The  nerve  arises  by  three  roots — an  outer  and  an  inner,  com- 
posed of  white  matter,  and  a  middle,  composed  of  grey  (p.  595). 

The  Older  root  passes  forwards  as  a  thin  white  line  from 
the  bottom  of  the  fissure  of  Sylvius,  and  describes  a  curve  with 
the  concavity  outwards.  Its  deeper  origin  has  been  traced  to  the 
optic  thalamus  and  a  nucleus  in  the  anterior  part  of  the  temporo- 
sphenoidal  lobe. 

The  inner  root  arises  from  the  posterior  extremity  of  the  in- 
ternal convolution  of  the  frontal  lobe,  and  thence  may  be  traced  to 
the  gyrus  fornicatus. 

The  middle,  or  grey  root,  arises  from  the  grey  matter  of  the 
sulcus,  in  which  the  nerve  is  lodged,  and  from  the  grey  matter 
of  the  locus  perforatus  anticus ;  to  see  it,  therefore,  the  nerve 
should  be  turned  backwards.  It  contains  white  fibres  in  its 
interior,  which  have  been  traced  to  the  corpus  striatum. 

Second  Pair  The  optic  tracts  arise  from  the  corpora  quadri- 

OR  Optic.  gemina,  the  corpora  geniculata,  and  the  optic 

thalami  (p.  595).  They  wind  round  the  crura  cerebri,  with  which 
they  are  connected  by  their  anterior  borders,  and  join  in  the 
middle  line  to  form  the  optic  commissure.  This  commissure  rests 
upon  the  sphenoid  bone  in  front  of  the  sella  turcica ;  and  from  it 
each  optic  nerve,  invested  by  its  fibrous  sheath,  passes  through 
the  optic  foramen  into  the  orbit  and  terminates  in  the  retina. 

At  the  commissure  some  of  the  nerve-fibres  cross  from  one  side 
to  the  other.    This  decussation  affects  only  the  middle  fibres  of 

*.  Strictly  speaking,  the  olfactory  nerve  and  its  ganglion  are  integral  parts  (the 
prosencephalic  lobe)  of  the  brain.  What  in  human  anatomy  is  called  the  origin  of 
the  nerve  is,  in  point  of  fact,  the  cms  of  the  olfactory  lobe,  and  is  in  every -way  homo- 
logous to  the  crus  cerebri  or  cerebelli.  In  proof  of  this,  look  at  the  enormous  size 
and  connections  of  the  crus  in  animals  which  have  very  acute  sense  of  smell. 
Throughout  the  vertebrate  kingdom  there  is  a  strict  ratio  between  the  sense  of  smell 
and  the  development  of  the  olfactory  lobes.  Again,  in  many  animals,  these  lobes  are 
actually  larger  than  the  cerebral,  and  contain  in  their  interior  a  cavity  which  com- 
municates with  the  lateral  ventricles.  According  to  Tiodemann,  this  cavity  exists 
even  in  the  human  foetus  at  an  early  period. 
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the  nerve ;  the  outer  fibres  pass  from  one  optic  tract  to  the  optic 
nerve  of  the  same  side ;  the  inner  fibres  pass  from  one  optic  tract 
round  to  the  optic  tract  of  the  opposite  side ;  while  in  front  of  the 
commissure  are  fibres  which  pass  from  one  optic  nerve  to  its  fellow 
(p.  600).* 

Third  Paik  or  apparent  origin  of  the  third  nerve  is  from 

MoTOREs  Ocu-  the  inner  side  of  the  crus  cerebri,  immediately  in 
i-oRv^.  front  of  the  pons.    Some  of  its  roots,  however, 

pass  through  the  locus  niger  and  the  tegmentum  of  the  crus, 
to  reach  a  grey  nucleus  beneath  the  iter  a  tertio  ad  quartum 
ventriculum  and  below  the  corpora  quadrigemina  (p.  595).  It 
passes  through  the  sphenoidal  fissure  and  supplies  all  the  muscles 
of  the  orbit,  except  the  superior  oblique  and  the  rectus  externus. 

Fourth  Pair  The  fourth  nerve  arises  from  the  upper  surface 

OR  Trochleab  of  the  valve  of  Vieussens  (p.  612).  Here  it 
Nebvks.  divides  into  three  sets  of  fibres :  one,  ascending, 

passes  to  the  roof  of  the  aqueduct  of  Sylvius  ;  another,  decussating, 
passes  over  to  the  opposite  side  to  join  the  ascending  fibres  ;  and 
a  third,  or  descending,  which  rises  from  the  floor  of  the  fourth 
ventricle  close  to  the  locus  cseruleus.  It  runs  obliquely  outwards, 
winds  round  the  crus  cerebri,  enters  the  orbit  through  the  sphe- 
noidal fisSure,  and  sujjplies  the  superior  oblique. 

Fifth  Pair  or  The  fifth  nerve  consists  of  two  roots,  both  of 
Trigemiival  which  arise  apparently  from  the  outer  side  of  the 

Nerve.  ipous  Varolii  (p.  584) ;  but  their  real  origin  is 

deeper.  The  smaller  and  anterior  of  the  two  roots,  consisting  of 
motor  fibres  only,  may  be  traced  to  the  outer  side  of  the  fom-th 
ventricle,  and  to  a  grey  nucleus  at  the  lower  part  of  the  medulla  ; 
the  posterior  and  larger  root  consisting  of  purely  sensory  fibres, 
may  be  traced  to  a  mass  of  nerve-cells  in  connection  with  the  grey 
tubercle  of  Eolando,  and  also  to  the  middle  of  the  floor  of  the 
fourth  ventricle.  The  nerve  proceeds  forwards  over  the  apex  of 
the  petrous  portion  of  the  temporal  bone  ;  here  is  developed,  upon 

♦  This  decussation  was  iogeniously  supposed  by  Dr.  WoUaston  ('Philos.  Trans,  of 
the  Royal  Society,'  1824)  to  account  for  single  vision,  since  the  right  halves  and  the 
left  halves  of  the  eyes  would  derive  their  nerve-fibres  from  the  same  optic  nerve. 
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the  sensitive  root,  the  Grasserian  ganglion.  The  root  then  divides 
into  three  branches — the  ophthalmic,  which  passes  through  the 
sphenoidal  fissure  ;  the  superior  maxillary,  which  passes  through 
the  foramen  rotundum  ;  the  inferior  maxillary,  which  passes 
through  the  foramen  ovale.  They  all  confer  common  sensation 
upon  the  parts  they  supply,  which  comprises  the  entire  face  and 
sides  of  the  head.  The  small  motor  root  passes  beneath  the 
ganglion,  with  which  it  has  no  connection,  and  accompanies  the 
inferior  maxillary  division,  to  be  distributed  to  the  muscles  of 
mastication. 

Sixth  Paie  ob        The  sixth  nerve  emerges  from  the  groove  be- 

Abducbntes.  tween  the  pons  and  the  anterior  pyramid  (p.  584), 

with  both  of  which  it  is  connected.    Its  deep  origin  has  been 

traced  to  a  grey  nucleus  of  nerve-cells  in  the  floor  of  the  fourth 

ventricle.    It  leaves  the  skull  through  the  sphenoidal  fissure,  and 

supplies  the  rectus  extern  us  of  the  eye. 

c         -o  The  seventh  comprises  two  nerves — the  vortio 

Seventh  Pair.  ^  ■'^ 

dura,  or  motor  nerve  of  the  face,  and  the  portio 
mollis,  or  auditory  nerve.  The  two  nerves,  of  which  the  portio 
dura  is  the  more  internal  and  anterior,  arise  apparently  from  the 
lower  border  of  the  pons  Varolii  (p.  584).  The  deep  origin  of 
the  portio  dura  is  stated  to  pass  through  the  medulla  to  the  grey 
nucleus  in  the  floor  of  the  fourth  ventricle  near  the  origin  of  the 
sixth  nerve.  The  deep  origin  of  the  portio  mollis  is  from  the 
internal  auditory  nucleus  in  the  floor  of  the  fourth  ventricle.  The 
nerve  then  passes  outwards,  and  enters  the  meatus  auditorius 
intemus  in  company  with  the  portio  dura.  For  the  fiuther 
description  of  the  portio  dura,  see  p.  90.  The  auditory  nerve 
divides  at  the  bottom  of  the  meatus  auditorius  intemus  into 
cochlear  and  vestibular  branches,  which  are  distributed  to  the 
internal  ear. 

Eighth  Pair  -^^^^    comprises    three    nerves — the  glosso- 

pharyngeal, the  pneumogastric,  and  the  nervus 
accessorius  (p.  580).  The  glosso-pharyngeal  nerve  arises  by  several 
filaments  from  the  restiform  body  of  the  medulla,  through  which 
they  may  be  traced  to   a  grey  nucleus  in  the  outer  part  of 
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the  floor  of  the  fourth  ventricle,  close  to  the  nucleus  for  the 
vagus. 

The  pneumogastric  nerve  arises  by  numerous  filaments  which 
pass  to  a  grey  nucleus  in  the  floor  of  the  fourth  ventricle,  close  to 
the  middle  line. 

The  nervus  accessorius  is  composed  of  two  parts — an  upper  or 
accessory  portion,  which  arises  from  the  medulla  ;  and  a  lower  or 
spinal  portion,  which  arises  from  the  spinal  cord.  The  accessory 
fibres  may  be  traced  to  the  nucleus  at  the  apex  of  the  calamus 
scriptorius.  The  spinal  portion  arises  by  a  series  of  slender  filaments 
from  the  lateral  tract  of  the  spinal  cord  as  low  down  as  the  fifth  or 
sixth  cervical  vertebra.  The  spinal  portion  ascends  behind  the 
ligamentum  denticulatum,  through  the  foramen  magnum,  into 
the  skull,  and  joins  the  accessory  part.  The  nervus  accessorius 
then  passes  through  the  foramen  j  ugulare  with  the  pneumogastric 
and  glosso-pharyngeal  nerves.  The  glosso-pharyugeal  is  distri- 
buted to  the  mucous  membrane  of  the  pharynx,  and  back  of  the 
tongue  (p.  224).  The  pneumogastric  is  distributed  to  the 
pharynx,  the  larynx,  the  heart  and  lungs,  the  oesophagus,  and 
stomach.  The  nervus  accessorius  supplies  the  sterno-mastoid,  and 
the  trapezius.  For  the  further  description  of  these  nerves,  see 
pp.  225,  226. 

Ninth  Pair  or  This  nerve  arises  by  several  filaments  from  the 
HipoGLossAL.  medulla,  along  the  groove  between  the  anterior 
pyramid  and  the  olive.  Its  fibres  may  be  traced  to  a  long  grey 
nucleus,  which  forms  an  eminence  in  the  floor  of  the  fourth  ven- 
tricle in  front  and  to  the  inner  side  of  the  vagal  nucleus.  It 
leaves  the  skull  through  the  anterior  condyloid  foramen,  and  is 
distributed  to  the  muscles  of  the  tongue  and  depressors  of  the  os 
hyoides  and  larynx. 

Dissection  of  The  brain  should  now  be  laid  on  its  base.  By 
THE  RAIN.  gently  separating  the  hemispheres,  we  expose  at 

the  bottom  of  the  longitudinal  fissure  a  white  band  of  nerve-sub- 
stance, which  is  the  great  transverse  commissure  of  the  cerebrum, 
and  termed  the  corpus  callosum. 
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Slice  off  the  hemispheres  down  to  the  level  of  the  corpus 
callosum.  The  cut  surface  presents  a  mass  of  white  substance 
White  and  surrounded  by  a  tortuous  layer  of  grey  matter, 
Gbky  Matter.  about  one-eighth  of  an  inch  in  thickness.  Tliis 
grey  substance  consists  of  four  layers — two  of  grey  alternating 
with  two  of  white,  the  most  external  layer  being  white.  In  some 
places,  chiefly  at  the  base  of  the  brain,  six  layers  have  been 
demonstrated. 


Fig.  146. 


Fig.  147. 


trPPEB  SURFACE  OF  COR- 
PUS CALLOSUM. 

1,  1.  -LineEe  transveKae. 

2,  Rapli6. 

3,  3.  Anterior  cerebral  a. 


DIAGRAM  OF  LAMINA  CINEREA. 


1, 1.  Peduncles  of  corpus  Gallosum. 

2.  Lamina  cinerea. 

3.  Commissure  of  optic  nerves. 


Corpus  Callo-  This  transverse  portion  of  white  substance  is 
the  chief  connecting  medium  between  the  two 
hemispheres,  and  is  called  the  great  transverse  commissure  of  the 
cerebrum.  It  is  about  four  inches  long,  and  is  rather  nearer  to 
the  front  than  to  the  back  part  of  the  brain.  It  is,  moreover, 
thicker  at  the  ends  than  in  the  middle.  Its  surface  is  slightly 
arched  from  before  backwards.  A  shallow  groove,  called  the 
raphe,  runs  along  the  middle  of  its  upper  sm-face  (tig.  146)  ;  in  a 
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fresh  Lrain,  two  longitudinal  white  tracts,  named  the  nerves  of 
Lancisi,  run  parallel  to  it ;  and  external  to  these  ag'ain  are  two  • 
other  longitudinal  fibres,  strice  longitudinales  laterales.  The 
surface  of  the  corpus  callosuni  is  marked  by  transverse  lines  which 
indicate  the  course  of  its  fibres ;  these  are  the  linece  transversce  of 
the  old  anatomists.  The  anterior  cerebral  arteries  proceed  along 
the  surface  of  the  corpus  callosum  to  the  back  of  the  brain. 


Fig.  148. 


Forameu  of  Monro 

Middle  commissui-e  . 
Anterior  commissure. 
Lamina  cinerea  .  . 

Optic  ucrve    .   .  . 


Medulla  oblongata 


TEETICAL  SUCTION  THEOUGH  THE  COHPrS  CATLOSCM,  AND  PARTS  BELO-W. 

The  anterior  part  of  the  corpus  callosum  turns  downwards 
and  backwards,  forming  a  bend  called  its  genu.  The  inferior 
part  of  this  bend— ros^mm— becomes  gradually  thinner  and 
narrower,  and  terminates  in  two  peduncles,  which  diverge  from 
each  other,  and  are  lost,  one  in  each  fissure  of  Sylvius.  Between 
these  crura  is  placed  the  lamina  cinerea  (fig.  147).  The  posterior 
part  of  the  corpus  callcsum  terminates  in  a  thick,  round  border 
which  is  free,  and  beneath  it  the  pia  mater  enters  the  interior  of 
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the  ventricles.  A  satisfactory  view  cannot  be  obtained  of  the  arch 
fornaed  by  the  corpus  callosum,  of  its  terminations  in  front  and 
behind,  and  of  the  relative  thickness  of  its  different  parts,  without 
making  a  perpendicular  section  through  a  fresh  brain,  as  shown  in 
the  preceding  figure.* 

Connected  with  the  under  surface  of  the  posterior  part  of  the 
corpus  callosum  is  the  fornix,  which  separates  from  it  in  front, 
the  two  structures  being  connected  by  a  vertical  septum — the 
septum  lucidum. 

Lateral  Ven-  A  longitudinal  incision  should  be  made  on  each 
THicLEs.  gi(je  through  the  corpus  callosum  about  half  an 

inch  from  its  median  rn.phe.  Care  must  be  taken  not  to  cut  too 
near  the  middle  line,  in  order  to  preserve  the  delicate  partition 
which  descends  from  the  under  surface  of  the  corpus  callosum,  and 
separates  the  ventricles  from  each  other.  Two  cavities,  called  the 
lateral  ventricles,  will  thus  be  exposed,  one  in  each  cerebral  hemi- 
sphere, and  they  should  afterwards  be  laid  open  throughout 
their  whole  extent.  Their  general  form  should  be  first  examined ; 
then  the  several  objects  seen  in  them. 

The  latei'al  ventricles  are  two  serous  cavities,  one  in  each 
hemisphere  of  the  brain.  They  are  occasioned  by  the  enlargement 
and  folding  backward  of  the  cerebral  lobes  over  the  other  parts  of 
the  central  nervous  axis.  They  contain  a  serous  fluid,  which, 
even  in  a  healthy  brain,  sometimes  exists  in  considerable  quan- 
tity ;  when  greatly  in  excess  it  constitutes  one  form  of  the  disease 
termed  hydrocephalus.  The  ventricles  are  lined  with  ciliated 
epithelium,  laid  upon  a  layer  of  neuroglia  ;  a  term  which  has  been 
applied  to  that  peculiarly  delicate  connective  tissue  found  through- 
out the  brain  and  spinal  cord. 

The  ventricles  are  crescentic  in  shape,  with  their  backs  towards 
each  other.  Each  extends  into  the  three  lobes  of  the  cerebral 
hemisphere,  and  consists  of  a  central  part  or  body,  and  three  horns 
or  cornua,  anterior,  middle,  and  posterior.    The  body,  situated  in 

*  The  corpus  callosum  is  more  or  less  developed  in  all  mammalia,  but  is  absent 
in  birds,  reptiles,  and  fish.  It  has  been  absent  in  the  human  subject  without  any 
particular  mental  deficiency.  See  cases  recorded  by  Reil, '  Archiv  fiir  die  Phys.'  t.  li., 
and  "Wenzel,  '  De  plenitior.  Struct.  Cereb.'  p.  302. 
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the  middle  of  the  hemisphere,  is  separated  from  its  fellow  by  the 
septum  lucidum.  Its  roof  is  formed  hy  the  corpus  callosum. 
On  the  floor,  beginning  from  the  front,  are  seen,  the  corpus 
striatum,  the  tasnia  semicircularis,  the  optic  thalamus,  the  choroid 
plexus,  and  the  fornix.  The  anterior  horn  extends  into  the 
frontal  lobe,  and  as  it  passes  forwards  it  diverges  slightly  from  its 
fellow  of  the  opposite  side.  Its  roof  is  formed  by  the  corpus 
callosum,  and  it  curves  round  the  anterior  extremity  of  the  corpus 
striatum.  The  posterior  horn  may  be  tra,ced  into  the  occipital 
lobe,  where  it  passes  at  first  backwards  and  outwards,  and  then 
converges  towards  its  fellow.    In  it  are  to  be  noticed  an  elevation 


Fig.  U9. 


.  Corpus  callosnm. 
.  Lateral  ventricle. 
.  Third  ventricle. 
.  Corpus  striatum. 
.  Thalamus  opticus. 
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of  white  substance,  the  hippocamjous  mi7ior,  also  a  triangular  flat 
surface  external  to  it,  called  the  pes  accessorius  or  eminentia 
collateralis* 

The  middle  horn  runs  into  the  middle  lobe,  descends  towards 
the  base  of  the  brain,  making  a  curve,  at  first  backwards  and 
outwards,  then  downwards  and  forwards,  and  lastly  inwards  :  the 

*  The  posterior  horns  are  not  always  equally  developed  in  both  hemispheres,  and 
sometimes  they  are  absent  in  one  or  both. 

In  the  carnivora,  ruminantia,  solipeda,  pachydermata,  and  rodentia,  the  lateral 
ventricles  are  prolonged  into  the  largely  developed  olfactory  lobes.  This  is  the  case 
in  the  humin  foetus  only  at  an  early  period. 
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initial  letters  of  which  make  the  memorial  word  '  budjfi.''  By 
cutting  through  the  substance  of  the  hemisphere,  the  windings  of 
this  horn  can  be  followed ;  in  it  are  the  hippocampus  major ^  a 
large  rounded  white  eminence  which  follows  the  curve  of  the 
cornu ;  the  pes  hippocampi,  the  expanded  paw-like  extremity  of 
the  former ;  the  posterior  crus  of  the  fornix,  the  choroid  plexus, 
and  the  back  of  the  optic  thalamus. 

Appbaeance  If  a,  vertical  transverse  section  were  made  across 

ON  Perpexv-  the  middle  of  the  brain,  the  lateral  ventricles 

DicuLAR  Section,  ^q^j^j  appear  as  represented  in  fig.  149.  Together 
with  the  third  or  middle  ventricle,  their  shape  slightly  resembles 
the  letter  T.  Such  a  section  shows  well  the  radiating  fibres  of  the 
corpus  callosum,  the  fornix,  and  the  velum  interpositum  beneath 
it ;  also  the  beginning  of  the  transverse  fissure  at  the  base  of 
the  brain,  between  the  crus  cerebri  and  the  temporo-sphenoidal 
lobe. 

The  contents  of  the  lateral  ventricles  should  now  be  examined 
more  in  detail ;  also  the  thin  septum  {septum  lueidum)  by  which 
the  two  lateral  ventricles  are  separated. 
Septum  Luci-  This  is  a  thin  and  almost  translucent  partition 
which  descends  vertically  in  the  middle  line  from 
the  under  surface  of  the  corpus  callosum,  and  separates  the 
anterior  part  of  the  lateral  ventricles  from  each  other.  It  is 
attached  above  to  the  corpus  callosum,  below  to  the  reflected  part 
of  the  corpus  callosum  and  fornix  (fig.  148).  It  is  not  of  equal 
depth  throughout.  Its  broadest  part  is  in  front  and  corresponds 
with  the  knee  of  the  corpus  callosum.  It  becomes  narrower 
behind,  tapering  to  a  thin  point,  where  the  corpus  callosum  and 
the  fornix  become  continuous.  The  septum  consists  of  two  layers, 
which  enclose  a  space  called  the  fifth  ventricle  or  the  ventncle  of 
the  septum  (fig.  151).  Each  layer  consists  of  white  substance 
inside,  and  of  grey  outside  ;  the  ventricle  between  them  is  closed 
in  the  adult,  and  lined  with  a  delicate  serous  membrane  ;  but  in 
foetal  life  it  communicates  with  the  third  ventricle  between  the 
pillars  of  the  fornix.''^ 

*  The  development  of  the  septum  lueidum  commences  about  the  fifth  month  of 
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Cut  transversely  through  the  corpus  callosum  and  the  septum 
lucidum,  and  turn  forwards  the  anterior  half.  In  this  -way  the 
ventricle  of  the  septum  will  appear,  as  in  fig.  151.  By  turning- 
back  the  posterior  half  of  the  corpus  callosum  a  view  is  obtained 
of  the  fornix.  This  proceeding  requires  care,  or  the  fornix  will 
be  reflected  also,  since  these  two  arches  of  nerve-substance  are 
here  so  closely  connected. 
-p^^^^^  This  is  a  layer  of  white  matter,  extending  in 

the  form  of  an  arch  from  before  backwards, 
beneath  the  corpus  callosum.  It  is  the  great  longitudinal  com- 
missure, and  lies  over  the  velum  interpositum  (fig.  148,  p.  601). 

Fig.  150, 
8 


1, 1. 

2,  2, 

3,  3, 


Corpora  striata. 
Thalami  optici. 
Anterior  crura 
of  fornix  bend- 
ing down  to  join 
the  corpora 
mammillaria. 


4,  4.  Posterior  cviira 

of  the  fornix 
joining  the  hip- 
pocampi. 

5,  5.  Choroid  plexus. 

6,  6.  Hippocampi 

majores. 

7,  Coi-pus  callosum 
cut  through. 

8,  Ventricle  of  sep- 
tum lucidum. 


DIAGRAM  OF  THE  FORNIX. 

(The  arrow  is  passed  through  the  foramen  of  Monro.) 

Viewed  from  its  upper  surface,  it  is  triangular,  with  the  base 
behind,  as  shown  in  fig.  150.  The  broad  part  or  body  is  con- 
nected with  the  corpus  callosum.  From  its  anterior  narrow  part 
proceed  two  round  white  cords,  called  its  anterior  crura,  one  on 
each  side  of  the  mesial  line.  As  they  pass  forwards,  the  crura 
descend  through  a  mass  of  grey  matter,  towards  the  base  of  the 
brain,  where,  making  a  sudden  bend,  they  form  the  corpora 
mammillaria,  from  which  they  may  be  traced  backwards  and 

fcetal  life,  and  proceeds  from  before  backwards,  pari  passu  with  the  corpus  callosum 
and  fornix. 
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Upwards,  each  to  the  optic  thalamus  of  its  own  side.  As  they 
descend  the  anterior  crura  are  joined  by  the  peduncles  of  the 
pineal  body  and  by  the  taenia  semicircularis.  Immediately  behind 
and  below  the  anterior  crura  is  a  passage  through  which  the 
choroid  plexuses  of  opposite  sides  are  continuous  with  each  other. 

FoEAMEN  OF  Thls  apcrture  is  called  the  foramen  of  Monro 
MoNEo.  (^fig.  150).    Strictly  speaking,  it  is  not  a  foramen, 

But  only  a  communication  between  the  two  lateral  and  the  third 
ventricles.  The  postenor  crura  are  continued  downwards  and 
outwards  from  the  body  of  the  fornix  as  thin  flat  white  bands 
intimately  connected  with  the  concave  side  of  the  hippocampus 
major  as  far  down  as  the  pes  hippocampi.  Each  band  is  called 
the  taenia  hippocampi  or  the  corpus fimhriatum* 

The  fornix  should  now  be  cut  through,  and  its  two  portions 
reflected.  On  the  under  surface  of  the  posterior  portion  are  seen 
fibres,  arranged  transversely,  belonging  to  the  corpus  callosum, 
constituting  what  is  termed  the  lyra. 

Between  the  fornix  and  the  upper  surface  of  the  cerebellum 
is  the  transverse  fissure,  or  fissure  of  Bichat,  through  which  the 
pia  mater  enters  the  ventricles.  The  fissure  extends  from  the 
middle  downwards  on  each  side  to  the  base  of  the  brain,  as  far  as 
the  end  of  the  descending  horn.  It  is  of  a  horse-shoe  shape,  with 
the  concavity  directed  forwards.  The  upper  boundary  of  that 
part  of  the  transverse  fissure  which  extends  into  the  middle  horn 
is  sometimes  called  the  free  margin  of  the  hemisphere. 

CoBPus  Steia-  This  body  is  so  called  because,  when  cut  into, 
TOM.  it  presents  alternate  layers  of  white  and  grey 

matter.!    It  is  a  much  larger  mass  of  grey  substance  than  it 

*  The  fornix  and  septum  lucidum  are  absent  in  fish  ;  they  are  merely  rudimen- 
tary in  reptiles  and  birds ;  but  all  mammalia  have  them  in  greater  or  less  perfection, 
according  to  the  degree  of  development  of  the  cerebral  hemispheres. 

t  The  vfhite  lines  in  the  corpus  striatum  are  produced  by  the  fibres  of  the  cms 
cerebri,  "which  traverse  this  mass  of  grey  matter  before  they  expand  to  form  the 
hemisphere.  The  grey  matter  itself  is  sometimes-  called  tlie  anterior  cerebral 
ganglion.  It  is  found  in  all  mammalia,  in  birds,  and,  to  a  certain  extent,  in  reptiles. 
On  a  transverse  section  it  is  triangular,  with  its  base  directed  outwards.  At  this  part 
it  is  divided  by  two  clear  lines  into  three  zones.  Outside  is  a  grey  layer  called  the 
claustrum. 
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appears  to  be ;  that  which  is  seen  projectiag  on  the  floor  of  the 
lateral  ventricle  being  only  a  part  of  it.  The  intra-ventricular 
portion  is  pear-shaped,  broad  in  front,  and  when  traced  backwards 
is  found  to  taper  gradually  to  a  point  on  the  outside  of  the  optic 
thalamus  (p.  605).  The  under  ipsLvt— extra-ventricular  portion — of 
the  corpus  striatum  lies  embedded  in  the  white  substance  of  the 
hemisphere,  and  corresponds  with  the  island  of  Eeil. 

TiENiA  Semi-  This  is   a   narrow  semi-transparent  band  of 

ciKctnAEis.  longitudinal  white  fibres,  which  lies  in  the  groove 

between  the  corpus  striatum  and  the  optic  thalamus  (fig.  151). 
In  front,  it  is  connected  with  the  anterior  crus  of  the  fornix  and 
descends  with  it  to  the  corpus  mammillare  ;  behind,  it  is  lost  in 
the  white  substance  of  the  middle  horn  of  the  lateral  ventricle. 
A  vein,  one  or  more  from  the  corpus  striatum,  passes  underneath 
the  ttenia  semi-circularis  to  join  the  vena  Galeni. 

Hippocampus  This  is  an  elongated  eminence  of  grey  matter, 
Major.  covered  with  white,  and  is  situated  in  the  pos- 

terior part  of  the  descending  horn.  It  extends  to  the  bottom  of 
the  horn,  where  it  becomes  somewhat  expanded,  and  indented  on 
the  sm'face,  so  as  to  resemble  the  paw  of  an  animal,  whence  its 
name,  pes  hippocampi.  Attached  along  the  front  border  of  the 
hippocampus,  is  the  posterior  crus  of  the  fornix. 

Hippocampus  This  eminence,  smaller  than  the  preceding,  is 

Minor.  situated  in  the  posterior  horn.     It  consists  of 

white  matter  externally,  and  corresponds  to  the  calcarine  fissure. 
Between  the  hippocampus  major  and  minor,  is  a  triangular  smooth 
surface,  called  the  pes  accessorius  or  eminentia  collateralis.  This 
corresponds  to  the  posterior  ramus  of  the  fissure  of  Sylvius. 

Velum  Inter-  The  velum  interpositum,  which  supports  the 
posiTuji  and  fornix,  should  now  be  examined.    This  is  a  layer 

Chokoid  Plexus.  q£  mater,  which  penetrates  into  the  ven- 
tricles through  the  transverse  fissure,  beneath  the  posterior  border 
of  the  corpus  callosum,  as  shown  in  fig.  150.  The  shape  of  this 
vascular  membrane  is  like  that  of  the  fornix,  and  its  borders 
project  beneath  that  body  and  form  the  red  convoluted  fringes 
called  the  choroid  plexuses.     These  plexuses   consist  almost 
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entirely  of  tortuous  ramifications  of  minute  blood-vessels,  and 
are  covered  with  vascular  villi.  The  villi  themselves  are  covered 
with  large  spheroidal  epithelial  cells.  In  front,  the  plexuses  com- 
municate with  each  other  through  the  foramen  of  Monro  ;  behind, 
they  descend  into  the  middle  horns  of  the  lateral  ventricles,  and 
become  continuous  with  the  pia  mater  at  the  base  of  the  brain. 
From  the  under  surface  of  the  velum  two  small  vascular  processes 
are  prolonged  into  the  third  ventricle,  forming  the  choroid  plexuses 

Vbn^  Gaieni  ^^^^  cavity.    Along  the  centre  of  the  velum 

run  two  large  veins,  called  vence  Galeni,  which 
return  the  blood  from  the  ventricles  into  the  straight  sinus. 

The  velum  interpositum,  with  the  choroid  plexuses,  must  now 
be  removed  to  expose  the  following  structures  shown  in  diagram 
(p.  610)  : — I.  A  full  view  of  the  optic  thalamus.  2.  Between  the 
optic  thalami  is  the  third  ventricle,  a  deep  vertical  fissure,  situ- 
ated in  the  middle  line.  3.  Behind  the  fissure  is  the  pineal 
body,  a  vascular  structure,  about  the  size  of  a  pea.  From  this 
body  may  be  traced  forwards  two  slender  white  cords,  called  its 
peduncles — one  along  the  inner  side  of  each  optic  thalamus. 
4.  Passing  transversely  across  the  third  ventricle  are  three  com- 
missures— anterior,  middle,  and  posterior,  connecting  the  oppo- 
site sides  of  the  brain.  5.  Immediately  behind  the  pineal  body 
are  four  elevations,  two  on  each  side,  called  the  cooyora  quad- 
rigemina,  or  nates  and  testes.  6.  These  bodies  are  connected 
with  the  cerebellum  by  two  bands,  one  on  each  side,  termed  the 
processus  a  cerebello  ad  cerebrum.  7.  Between  these  cords 
extends  a  thin  layer  of  grey  substance,  called  the  valve  of 
Vieussens,  beneath  which  lies  the  fourth  ventricle. 

Thalamus  This,  called  also  the  posterior  cerebral  ganglion, 

Opticus.  is  the  oval  elevation  seen  on  the  floor  of  the 

lateral  ventricle,  immediately  behind  the  corpus  striatum  and 
taenia  semicircularis.  The  under  surface  rests  upon  its  correspond- 
ing crus  cerebri,  and  forms  the  roof  of  the  middle  horn  of  the 
lateral  ventricle.  Though  white  on  the  surface,  its  interior  con- 
sists of  alternate  layers  of  white  and  grey  matter.  Beneath  the 
posterior  part  of  the  thalamus  are  two  small  eminences,  termed  the 
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coyyora  geniculata,  internum  and  externum.  These  consist  of 
small  accumulations  of  grey  matter,  beneath  the  white  ;  one  being 
situated  to  the  outer,  the  other  to  the  inner  side  of  the  optic  tract, 
fig.  145.  A  narrow  band  of  white  substance  connects  the  external 
one  with  tiie  nates,  and  a  similar  band  connects  the  internal  one 
with  the  testes.* 

Third  Vbn-  This  is  the  narrow  fissure  between  the  optic 

TRicLE.  thalami,  and  reaches  down  to  the  base  of  the  brain. 

Its  roof  is  formed  by  the  velum  interpositum  and  fornix ;  the  floor, 
which  increases  in  depth  in  front,  is  formed  by  certain  parts  at  the 
base  of  the  brain,  found  within  the  interpeduncular  space — viz., 
the  locus  perforatus  posticus,  corpora  mammillaria,  tuber  cinereum, 
infundibulum,  and  lamina  cinerea,  all  of  which  are  best  seen  in  a 
vertical  section,  as  shown  p.  601.  In  front,  it  is  bounded  by 
the  anterior  crura  of  the  fornix,  and  the  anterior  commissure; 
laterally,  by  the  optic  thalami  and  the  peduncles  of  the  pineal 
body  ;  behind,  it  communicates  with  the  fourth  ventricle  through 
the  iter  a  tertio  ad  quartum  ventriculum,  which  is  a  long  canal 
beneath  the  corpora  quadrigemina. 

Passing  across  the  third  ventricle  are  seen  three 

COMMISSUKES.  .  . 

commissures,  the  anterior,  middle,  and  posterior. 

The  middle  commissure  may  be  seen  by  gently  separating  the 

optic  thalami,  and  is  about  half  an  inch  in  breadth. 
Middle.  mi  .    .  i        , .  i 

This  is  composed  entirely  of  grey  substance,  and 

in  most  brains,  owing  to  its  softness,  is  generally  torn  before  it 

can  be  examined. f    The  anterior  commissure  is  a  round  white 

cord,  which  lies  immediately  in  front  of  the 

anterior  crura  of  the  fornix,  and  connects  the 

corpora  striata.    This  commissure  may  be  traced  on  each  side, 

through  the  corpora  striata,  extending  backwards  far  into  the 

♦  These  bands  axe  faintly  marked  in  man,  but  are  more  apparent  in  the  lower 
animals. 

f  The  soft  commissure  does  not  appear  to  be  a  very  essential  constituent  part  of 
the  brain.  It  is  not  found  before  the  ninth  month  of  foetal  life ;  and  in  some  in- 
stances, according  to  our  observations,  is  never  developed.  Wenzel  states  that  it  is 
absent  in  about  one  out  of  seven  subjects  ('De  plenitiori  Struct.  Cerebri  Horn,  et 
Brut.'  Tubingen,  1812).  '  , 

R  R 
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temporo-splienoidal  lobes.    Situated  immediately  in  frout  of  and 
p  rather  below  the  pineal  body  is  another  thin  round 

white  cord  called  the  posterior  commissure.  Its 
fibres  pass  into  the  substance  of  the  hemisphere  and  connect  the 
optic  thalami. 

The  third  ventricle  communicates  with  the  lateral  ventricles 


Tig.  151. 


Corpiis  callosnm  cut  through 


Ventricle  of  the  septum  lucidum 

Corpus  striatum  

Anterior  crura  of  the  fornix  . 
Anterior  commissure  .... 
Taenia  semicircularis  .... 
Middle  commissure  .... 
Thalamns  opticus  

Crura  of  pineal  gland  .... 

Posterior  commissure  .... 

Pineal  gland  

Kates   V 

Testes   ^ 

Valve  of  Yieussens   - 

Processus  a  cerebello  ad  cerebrum 

K 


through  the  foramen  of  Monro,  and  with  the  fourth  ventricle 
through  the  iter  a  tertio  ad  quartum  ventriculum. 

This  verv  vascular  oval  body  is  situated  immedi- 

PlNEAL  J5ODT,  •         /n       t  n\ 

OR  Glakd.  ately  in  front  of  the  corpora  quadrigemma  (tig.  151). 

It  is  firmly  connected  with  the  under  surface  of  the  velum,  and  is 
apt  to  be  separated  from  its  normal  position  when  that  membrane  is 


DISSECTION  OF  THE  BEAIN. 


611 


reflected.  It  is  about  the  size  of  a  cherry-stone,  and  has  two  white 
peduncles  or  crura,  which  extend  forwards,  one  on  the  inner  side 
of  each  optic  thalamus,  and  terminate  by  joining  the  anterior 
crura  of  the  fornix.  These  crura  are  connected  together  behind, 
and  with  the  front  of  the  posterior  commissure.  In  its  interior  it 
contains,  besides  some  viscid  fluid,  more  or  less  gritty  matter, 
consisting  of  phosphate  and  carbonate  of  lime. 

Although  the  pineal  body  is  found  in  all  mammalia,  birds, 
and  reptiles,  in  the  same  typical  position,  its  functions  are  entirely 
unknown. 

Corpora  Quad-  These  are  four  eminences,  situated,  two  on  each 
RiGEMiNA.  side,  behind  the  pineal  body,  and  are  separated 

from  each  other  by  a  crucial  depression.  Laterally,  they  are  con- 
nected with  the  optic  thalami  and  crura  cerebri,  and  are  placed 
above  the  iter  a  tertio  ad  quartum  ventriculum.  Though  white 
on  the  surface,  they  contain  grey  matter  in  the  interior  for  the 
purpose  of  giving  origin  to  the  optic  tract.  A  more  appropriate 
term  for  them  would  be  the  '  optic  lobes,'  instead  of  '  nates  and 
testes,'  handed  down  from  the  old  anatomists.  The  nates,  the 
more  anterior,  are  rather  darker  and  larger  than  the  testes  :  and 

from  both  proceed  outwards  two  flat  white  cords,  the  anterior  and 
posterior  brachia.    The  anterior  proceeds  to  the  optic  tract,  optic 

thalamus  and  corpus  geniculatum  externum,  the  posterior  to  the 

crus  cerebri  and  corpus  geniculatum  internum.* 
Processus  a  Ce-       By  gently  drawing  back  the  overlapping  cere- 

RKBELi-o  AD  Cere-    bellum,  two  broad  white  cords  are  seen,  which 
pass  backwards,  diverging  from  each  other,  from 

the  corpora  quadrigemina  to  the  cerebellum  (fig.  151).  These 

are  the  processus  a  cerehello  ad  cerebrum,  or  superior  peduncles 

of  the  cerebellum.    They  connect  the  cerebrum  and  cerebellum, 

*  Eminences  homologous  to  the  corpora  quadrigemina  are  found  in  all  vertebrate 
animals;  they  are  the  meso-cephalic  lobes;. they  always  give  origin  to  the  optic 
nerves,  and  their  size  bears  a  direct  relation  to  the  power  of  sight.  They  are  rela- 
tively smaller  in  man  than  in  any  other  animal.  In  birds  there  are  only  two 
eminences,  and  these  are  very  large,  especially  in  those  far-seeing  birds  which  fly 
high,  as  the  eagle,  falcon,  vulture,  &o.,  who  require  acute  sight  to  discern  their  prey 
at  a  distance. 

n  ii2 
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and  rest  upon  the  crura  cerebri.  The  space  between  them  is 
occupied  by  a  thin  layer  of  grey  matter,  which  covers  the  fourth 
ventricle.  This  layer  is  called  the  valve  of  Vieussens,  is  narrow 
in  front,  and  broad  posteriorly,  where  it  is  connected  with  the  cen- 
tral portion  of  the  cerebellum. 

Iter  a  Tertio  '^^^  third  ventricle  is  connected  with  the 
AD  QuARTUM  Yen-  fourth  by  a  canal  large  enough  to  admit  a 
TRicuxOTi  OR  probe,  which  runs  backwards  beneath  the  pos- 

SYLviur^  °^  terior  commissure  and  the  corpora  quadrigemina 
(p.  601).  This  passage,  together  with  the  third 
and  fourth  ventricles,  are  persistent  parts  of  the  central  canal 
which  in  early  foetal  life  extended  down  the  middle  of  the  cerebro- 
sj)inal  axis.  It  subsequently  becomes  much  encroached  upon  by 
the  large  increase  of  grey  substance,  and  in  its  floor  are  seen  the 
nuclei  common  to  the  third  and  fourth  nerves  of  each  side. 

Fourth  Ven-  This  space  is  situated  between  the  cerebellum 
THicLE.  and  the  posterior  part  of  the  medulla  oblongata 

and  pons  Varolii.  It  is  only  a  dilated  portion  of  the  primordial 
canal  alluded  to  in  the  last  paragraph.  To  obtain  a  perfect  view 
of  its  boundaries,  a  vertical  section  should  be  made,  as  in  diagram 
(p.  601 ).  It  appears  triangular,  and  its  boundaries  are  as  follows  : 
— The  front  or  base  is  formed  by  the  medulla  oblongata  and  pons 
Varolii ;  the  upper  wall  by  the  valve  of  Vieussens  and  tlie  aqueduct 
of  Sylvius ;  the  posterior  wall  by  the  inferior  vermiform  process 
of  the  cerebellum  ;  below,  by  the  continuation  of  the  arachnoid 
membrane  on  to  the  spinal  cord ;  and,  laterally,  by  the  processus 
a  cerebello  ad  cerebrum,  posterior  pyramids,  and  restiform  bodies. 
The  pia  mater  is  prolonged  for  a  short  distance  into  the  lower 
part  of  the  cavity,  and  forms  the  choroid  plexus  of  the  fourth 
ventricle.* 

The  anterior  wall  of  the  fourth  ventricle  is  lozenge-shaped, 
and  on  it  are  the  following  objects,  which  should  be  separately 

*  Tiedemann  proposed  to  call  the  fourth  ventricle  the  first :  because  in  the  fcBtus, 
it  is  formed  sooner  than  any  of  the  others ;  because  it  exists  in  all  vertebrated 
animals,  -whereas  the  lateral  ventricles  are  absent  in  all  osseous  fishes ;  and  because 
the  Yeutricle  of  the  septum  lucidum  is  absent  in  all  fishes,  in  reptiles,  and  in  birds. 
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examined  (p.  585):— 1.  A  median  groove,  the  remains  of  the 
primitive  axis  canal ;  running  parallel  to  it  on  each  side  is  a 
round  elevation,  the  fasciculus  teres.  2.  From  the  lower  part  of 
the  furrow  two  white  cords  (the  restiform  bodies  or  inferior 
crura  cerehelli)  pass  oflf  from  the  medulla  oblongata,  diverging 
like  the  branches  of  the  letter  V.  and  enter  the  lateral  hemi- 
spheres of  the  cerebellum.  The  divergence  of  these  cords,  with 
the  median  furrow,  was  called  by  the  old  anatomists  the  calamus 
scriptorius.  3.  The  floor  of  the  fourth  ventricle  is  covered  by 
grey  matter^  which  is  the  grey  substance  of  the  medulla  exposed 
by  the  divergence  of  the  restiform  bodies ;  one  slight  accumula- 
tion, external  to  the  fasciculus  teres,  has  received  the  name  of  locus 
cceruleus.  4.  On  the  floor  are  seen  a  number  of  transverse  white 
lines — strice  medullares — emerging  from  the  median  groove, 
some  of  which  form  part  of  the  origin  of  the  auditory  nerves. 
^  This  portion  of  the  brain  is  situated  in  the 

occipital  fossa,  beneath  the  posterior  lobes  of  the 
cerebrum,  from  which  it  is  separated  by  the  tentorium.  Its  form 
is  ellipsoidal,  with  the  long  axis  transverse.  When  the  arachnoid 
membrane  and  the  pia  mater  are' removed,  it  is  noticed  that  its 
surface  is  darker,  and  not  arranged  in  convolutions  like  those  of 
the  cerebrum.  It  consists  of  a  multitude  of  thin  plates,  folia, 
disposed  in  a  series  of  concentric  curves,  with  the  concavity 
forwards.  By  a  little  dissection,  it  is  easy  to  separate  some  of 
the  laminae  from  each  other,  and  to  see  that  the  intervening 
fissures  increase  in  depth  from  the  centre  towards  the  circum- 
ference. 

The  cerebellum  consists  of  two  lateral  hemispheres  united  by 
an  intermediate  portion,  the  vermiform  process,  the  upper  aspect 
of  which  takes  the  name  of  the  superior  vermiform  process,  the 
inferior  that  of  the  inferior  vermiform  process.  Comparative 
anatomy  proves  that  this  is  the  fundamental  part  of  the  cere- 
bellum, the  lateral  masses  not  being  developed  in  the  vertebrate 
series  until  after  the  birds.  In  man  they  form  by  far  the  largest 
part  of  the  cerebellum. 

The  upper  surface  is  divided  from  the  lower  by  a  deep  fissure, 
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named  the  great  horizontal,  which  extends  along  the  free  border 
of  each  hemisphere. 

Upper  Sue-  The  upper  surface  of  the  cerebellum  slopes  on 

^^CE.  each  side,  having  a  ridge  along  tlie  middle  line, 

called  the  superior  vermiform  process.  This  process  presents 
three  eminences,  an  anterior,  middle,  and  posterior,  which  are 
named  respectively,  the  lohulus  centralis,  the  monticulus  cere- 
belli, and  the  commissura  simplex.  The  hemispheres  are  sepa- 
rated posteriorly  by  a  deep  notch,  the  incisura  cerebelli  jjosterior, 
which  receives  the  falx  cerebelli.  On  this  surface  of  the  cerebel- 
lum are  two  lobes,  one  of  which,  the  quadrate,  is  situated  on  its 

Fig.  152. 


SUPEEIOB  SURFACE  OF  THE  CEREBEIXUM. 


t  c  s.  Inoisura  cerebelli  anterior. 
icp.  Incisura  cerebelli  posterior. 
as  or  Iq.  The  anterior  superior  or  quadrate 
lobe. 

p  s.  Tho  posterior  superior  lobe. 


p  i.  The  posterior  inferior  lobe. 
A/.  The  great  borizontal  fissure. 
I  c.  The  lobulus  centralis. 
m  c.  Monticulus  cerebelli. 
c  s.  Commissura  simplex. 


external  and  anterior  aspect,  the  other,  the  posterior,  is  placed 
along  its  posterior  border. 

On 'the  under  surface  of  the  cerebellum,  its 


Undee  Sue- 


face 


division  into  two  hemispheres  is  clearly  per- 
ceptible. The  deep  furrow  between  them  is  called  the  vallecula. 
The  front  part  of  it  is  occupied  by  the  medulla  oblongata.  To 
examine  the  surface  of  the  valley  the  medulla  must  be  raised, 
and  the  hemispheres  separated  from  each  other.  Along  the 
middle  line  of  the  vallecula  is  the  inferior  veimiform  process, 


DISSECTION  OF  THE  BRAIN. 


615 


which  is  the  under  surface  of  the  fundamental  part  of  the  cere- 
bellum. Traced  forwards,  this  process  terminates  in  the  nodule ; 
traced  backwards,  it  ends  in  a  small  conical  projection,  called 
the  jpyramid ;  between  these  is  a  tongue-like  body,  called  the 
uvula. 

Each  hemisphere  presents  on  its  under  surface  certain  secondary 
lobes,  to  which  diflferent  names  have  been  applied  (fig.  153). 
That  portion  which  immediately  overlies  the  side  of  the  vallecula 
is  called  the  tonsil  {amygdala) ;  this  is  connected  with  the 
uvula  by  an  indented  layer  of  grey  matter,  called  the  furrowed 

Fig.  153. 


INFERIOR  SURFACE  OF  THE  CEREBELLUM 

A.  The  amygdala. 
Bi.  The  biventral  lobe, 

G.  The  slender  lobe.  u.  The  uvula 

Pi.  The  posterior  inferior  lobe.  j).  The  pyramid 

A  /.  The  great  horizontal  fissure. 


/ 1.  The  flocculus. 
n.  The  nodule 


situated  in  the  vallecula. 


band.  At  the  anterior  part  of  each  hemisphere,  near  the  middle 
line,  is  a  little  lobe  named  the  flocculus  or  subpeduncular  lobe. 

From  either  side  of  the  uvula  may  be  traced  a  thin  valve-like 
fold  of  white  substance,  which  proceeds  in  a  semicircular  direc- 
tion to  the  flocculi.  These  folds  form  the  posterior  medullary 
velum.*  To  see  this  satisfactorily,  the  tonsils  must  be  carefully 
separated  from  each  other. 

*  These  are  sometimes  called  the  valves  of  Tarini. 
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In  addition  to  the  amygdalae  and  flocculi,  already  mentioned, 
other  lobes  have  been  described  on  the  under  surface  of  the  cere- 
bellum. Thus,  there  is  the  digastric  lobe,  situated  external  to  the 
amygdala ;  and  behind  this  are  successively  the  slender  and  the 
jposterior  inferior  lobes. 

Peduncles  of  The  cerebellum  is  connected  with  the  cerebro- 
THK  Cerebellum,  spinal  axis  by  three  peduncles  or  crura — a  superior, 
middle,  and  inferior.  With  the  medulla  oblongata  it  is  connected 
by  means  of  the  restiform  tracts ;  these  are  called  the  processus 
a  cerehello  ad  medullam,  or  its  inferior  peduncles ;  with  the 
cerebrum  it  is  connected  by  means  of  the  processus  e  cerehello  ad 
cerebrum  ;  these  are  called  its  superior  peduncles.  The  lateral 
portions  of  the  pons  constitute  its  middle  peduncles. 

Internal  To  examine  the  internal  structure  of  the  cere- 

Structurb,  bellum,  a  longitudinal   section  must   be  made 

through  the  thickest  part  of  one  of  its  hemispheres.  There  is 
then  seen  in  the  centre  a  large  nucleus  of  white  substance,  from 
which  branches  radiate  into  the  grey  substance  in  all  directions. 
Each  of  these  branches  corresponds  to  one  of  the  folia  of  the 
cerebellum,  and  from  it  other  smaller  branches  proceed  and  again 
subdivide.  This  racemose  arrangement  of  the  white  matter  in 
the  substance  of  the  grey  has  been  likened  to  the  branches  of  a 
tree  deprived  of  its  leaves,  and  is  generally  known  as  the  arbor 
vitce. 

Corpus  Den-  In  the  centre  of  the  white  substance  of  each 

TATUM.  hemisphere  is  a  nucleus  of  gi-ey  matter,  the  corpus 

dentatum,  consisting  of  a  zigzag  line  of  yellowish-grey  colour,  in- 
complete at  its  upper  and  inner  part,  and  enclosing  within  it  some 
white  substance.  From  its  centre  white  fibres  may  be  traced  to 
the  superior  cerebellar  peduncles  and  the  valve  of  Vieussens.  It 
is  displayed  either  by  a  vertical  or  by  a  horizontal  section. 

Kespecting  the  function  of  the  cerebellum,  the 

Functions.  deductions  derived  from  comparative  anatomy 
and  physiological  experiments  render  it  probable  that  it  is  the 
co-ordinator  of  muscular  movements — e.g.,  in  walking,  flying,  and 
swimming. 


i 


617 


DISSECTION  OF  THE  SPINAL  COED. 

To  examine,  in  situ,  the  spinal  cord  covered  with  its  mem- 
bi-anes,  the  arches  of  the  vertebrae  must  be  sawn  through,  and 
removed.  It  is  then  noticed  that  the  cord  does  not  occupy  the 
whole  cavity  of  the  spinal  canal.  The  dura  mater  does  not  adhere 
to  the  vertebra,  and  does  not  form  their  internal  periosteum,  as  in 
the  skull.  Between  the  bones  and  this  membrane,  a  space  inter- 
venes, which  is  filled  with  a  soft  reddish-looking  fat,  with  watery 
cellular  tissue,  and  the  ramifications  of  a  plexug  of  veins. 

Fig.  154. 


1.  Anterior  external 

veins. 

2.  Posterior  external 

veins. 


3.  Posterior  longitudinal 

spinal  veinp. 

4.  Anterior  longitudinal 

spinal  veins. 


DIAGRAM  OF  THE  SPINAL  VEINS.    (Vertical  section.) 

Spinal  System  The  spine  is  remarkable  for  the  number  of  large 
OF  Veins.  and  tortuous  veins  which  ramify  about  it,  inside 

and  outside  the  vertebral  canal  (fig.  154).*  There  are — 1.  The 
posterior  external  veins  which  form  a  tortuous  plexus  outside 
the  arches  and  spinous  processes  of  the  vertebrae ;  they  send  ofi" 
branches,  which  pass  through  the  ligamenta  subflava,  and  end 
in  the  plexus  inside  the  vertebral  canal.  2.  The  veins  of 
the  bodies  of  the  vertebrm  emerge  from  the  backs  of  the  bodies, 
and  empty  themselves  into  —  3.  the  anterior  longitudinal 
spinal  veins ;  these,  two  in  number,  one  on  each  side,  are  the 

*  Vide  Brescliet,  'Essai  sur  les  Veines  du  Rachis,'  4to. ;  '  Traits  Anatomique  sur 
le  Systeme  Veineux,  fol.  avec  planches,'  1829;  also  Cloquet,  'Trait6  d'Anatomie 
descriptiro.' 
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large  tortuous  veins  which  extend  down  the  spinal  canal,  behind 
the  bodies  of  the  vertebrae.  4.  The  posterior  longitudinal 
spinal  veins,  like  the  anterior,  run  along  the  whole  length 
of  the  spinal  canal.  They  form  a  tortuous  venous  plexus, 
situated  inside  the  vertebral  arches,  and  communicate  with  the 
anterior  longitudinal  veins  by  cross  branches  at  frequent  intervals, 
5.  The  proper  veins  of  the  spinal  cord  lie  within  the  dura  mater. 
They  form  a  fine  plexiform  arrangement  of  veins  over  both  sur- 
faces of  the  cord,  and  can  with  difficulty  be  injected  from  the 
other  spinal  veins.  This  complicated  system  of  veins  dis- 
charges itself  through  the  intervertebral  foramina  in  the  several 


Fjcg.  155. 


1.  Anterior  external 

veins. 

2.  Posterior  external 

veins. 

3.  Posterior  longitudinal 

spinal  veins. 


4.  Anterior  longitudinal 

spinal  veins. 

5.  Internal  veins  of  the 

body  of  the  vertebra. 

6.  Lateral  veins. 


JL 

DIAGRAM  OF  THE  SPINAL  VEINS.    (Transverse  section.) 

regions  of  the  spine,  as  follows  : — In  the  cervical,  into  the  vertebral 
veins ;  in  the  dorsal,  into  the  intercostal  veins  ;  in  the  lumbar, 
into  the  lumbar  veins.  None  are  provided  with  valves  :  hence  they 
are  liable  to  become  congested  in  diseases  of  the  spine. 

The  membranes  of  the  spinal  cord,  though  continuous  with 
those  of  the  brain,  differ  from  them  in  certain  respects,  and  require 
separate  notice. 

^      ^  The  dura  mater  of  the  cord  is  a  tough  fibrous 

membrane  like  that  of  the  brain,  but  does  not 
adhere  to  the  bones,  being  separated  from  them  by  fat,  loose 
areolar  tissue,  and  the  plexus  of  veins  described  above.  Moreover, 
such  adhesion  would  impede  the  free  movement  of  the  vertebrte 
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upon  each  other.  It  is  attached  firmly  above  to  the  margin  of  the 
foramen  magnum,  and  may  be  traced  downwards  as  a  sheath  as  far 
as  the  second  bone  of  the  sacrum,  from  which  it  is  prolonged  as  a 
cord  to  the  coccyx,  where  it  becomes  continuous  with  the  peri- 
osteum. It  forms  a  complete  canal  or  bag,  which  surrounds  loosely 
the  spinal  cord,  and  sends  oflf  a  prolongation  over  the  trunk  of 
each  spinal  nerve.  These  prolongations  accompany  the  nerves  only 
as  far  as  the  intervertebral  foramina,  and  are  then  blended  with 
the  periosteum. 

Cut  through  (.he  nerves  which  proceed  from  the  spinal  cord  on 
each  side,  and  remove  the  cord  with  the  dura  mater  entire.  Then 
slit  up  the  dura  mater  along  the  middle  line,  to  examine  the 
arachnoid  membrane. 

Arachnoid  The  arachnoid  membrane  of  the  oord  is  a  con- 

Membrake.  tinuation  from  that  of  the  brain,  and,  like  it, 

consists  of  a  visceral  layer,  which  surrounds  the  cord,  and  a 
parietal,  which  lines  the  inner  surface  of  the  dura  mater.  The 
visceral  layer  is  not  in  immediate  contact  with  the  pia  mater 
beneath  it,  but  is  separated  from  it  by  a  transparent  watery  fluid 
contained  in  the  meshes  of  the  subarachnoid  tissue  (p.  579.) 

Cbrebro-  This  <;erebro-spinal  fluid   cannot  be  demon- 

Spinal  Fluid.  strated  unless  the  cord  be  examined  very  soon  after 
death,  and  before  the  removal  of  the  brain.*    The  nerves  proceed- 

*  The  existence  and  situation  of  the  cerebro-spinal  fluid  were  first  discovered  by 
Haller,  'Element.  Phys.'  vol.  iv.  p.  87,  and  subsequently  more  minutely  investigated 
by  Magendie,  'Recherches  Phys.  et  Cliniques  sur  le  Liquide  Cephalo-rachidien,' in 
4to.  avee  atlas:  Paris,  1842.  This  physiologist  has  shown  that  if,  during  life,  the 
arches  of  the  vertebrae  are  removed  in  a  horse,  dog,  or  other  animal,  and  the  dura 
mater  of  the  cord  punctured,  there  issue  jets  of  a  fluid  which  had  previously  made  the 
sheath  tense.  The  fluid  communicates,  through  the  fourth  ventricle,  with  that  in  the 
general  ventricular  cavity.  The  collective  amount  of  the  fluid  varies  from  1  to  2  oz. 
or  more.  It  can  be  made  to  flow  from  the  brain  into  the  cord,  or  vice  versd.  This  is 
proved  by  experiments  on  animals,  and  by  that  pathological  condition  of  the  spine  in 
children  termed  'spina  bifida.'  In  the  latter  instance,  coughijig  and  crying  make  the 
tumour  swell ;  showing  that  fluid  is  forced  into  it  from  the  ventricles.  Again,  if 
pressure  be  made  on  the  tumour  with  one  hand,  and  the  fontanelles  of  the  child 
examined  with  the  other,  in  proportion  as  the  spinal  swelling  decreases  so  is  the 
brain  felt  to  swell  up,  accompanied  by  symptoms  resulting  from  pressure  on  the 
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ing  from  the  cord  are  loosely  surrounded  by  a  sheath  of  the  arach- 
noid ;  but  this  only  accompanies  them  as  far  as  the  dura  mater, 
and  is  then  reflected  upon  that  membrane. 

^  The  pia  mater  of  the  cord  is  the  protectiugf 

PiA  Mater.  ,     ^        ,  .  ,    .  ,     .  .  • 

membrane,  which  immediately  invests  it.    It  is 

very  different  in  structure  from  that  of  the  brain,  since  it  does 
not  constitute  a  membrane  in  which  the  arteries  break  up,  but 
serves  rather  to  support  and  strengthen  the  cord  :  consequently, 
it  is  much  less  vascular,  more  fibrous  in  its  structure,  and  more 
adherent  to  the  substance  of  the  cord.  It  sends  down  thin  folds 
into  the  anterior  and  posterior  median  fissures  of  the  cord,  and  is 
prolonged  upon  the  spinal  nerves,  forming  their  investing  mem- 
brane or  '  neurilemma.' 

Over  the  anterior  median  fissure  may  be  traced  a  well-marked 
fibrous  band,  formed  by  the  pia  mater,  which  has  been  named  the 
linea  splendens.- 

Below  the  level  of  the  second  lumbar  vertebra,  the  pia  mater 
is  continued  as  a  slender  filament,  called  the  filum  terminate,  or 
central  ligament,  which  runs  down  in  the  middle  of  the  bundle 
of  nerves  into  which  the  spinal  cord  breaks  up.  About  the  level 
of  the  third  sacral  vertebra  it  becomes  continuous  with  the  dura 
mater  of  the  cord,  and  is  then  prolonged  as  far  as  the  base  of 
the  coccyx.  The  spine  of  the  third  sacral  vertebra  marks  the  level 
to  which  the  cerebro-spinal  fluid  descends  in  the  vertebral  canal. 

LiGAMBNTUM  From  each  side  of  the  cord  along  its  whole 

Dbkticuxatum.  length  there  runs  a  fibrous  band,  ligamentum 
denticulatum,  which  gives  off  a  series  of  processes  to  steady  and 
support  the  cord.  They  are  triangular,  their  bases  being  attached 
to  the  cord,  and  their  points  to  the  inside  of  the  dura  mater 
(fig.  156).  There  are  from  eighteen  to  twenty-two  of  them  on 
each  side,  and  they  lie  between  the  anterior  and  posterior  roots  of 
the  spinal  nerves.  The  first  process  passes  between  the  vertebral 
artery  and  the  hypoglossal  nerve ;  the  last  is  found  at  the  ter- 
mination of  the  cord.    It  is  composed  of  fibrous  tissue,  and  is 

nervous  axis  generally.  See  some  remarks  very  much  to  the  point,  hy  Sir  George 
BurrowB,  '  On  Diseases  of  the  Cerebral  Circulation,'  p.  60,  1846. 
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Spinal  Cord. 


Fifi.  156, 


Cauda  Equina. 


DIAGEAM  OF  THE  LIGAMENTUM 
DENTICUI.ATUM. 


covered  with  nucleated  cells  continuous  with  the  arachnoid  mem- 
brane.* 

The  spinal  cord  is  that 
part  of  the  cerebro-spinal 
axis  contained  in  the  vertebral  canal. 
It  is  the  continuation  of  the  medulla 
oblongata,  and  extends  from  the  fora- 
men magnum  down  to  the  upper  border 
of  the  second  lumbar  vertebra,  where 
it  terminates  in  a  conical  point,  conus 
niedullaris,  after  having  given  off  the 
large  bundle  of  nerves  termed  cauda 
equina,  for  the  supply 
of  the  lower  limbs.  From  i  cura  mater 

the    conus  medullaris   there  is  continued  2;  2, 2.  Ligam^ntnm  denti<iulatum. 

downwards  a  slender  cord,  the  fLlumterminale,  which  passes  within 
the  sheath  to  the  coccyx. f  The  length  of  the  cord  is  from  fifteen 
to  eighteen  inches,  and  its  general  form  is  cylindrical,  slightly 
flattened  in  front  and  behind.  It  is  not  of  uniform  dimensions 
throughout.  It  presents  a  considerable  enlargement  in  the  lower 
part  of  the  cervical  region  ;  another  in  the  lower  part  of  the 
dorsal,  from  which  proceed  the  large  nerves  to  the  upper  and 
lower  limbs,  respectively.  The  upper  or  cervical  enlargement, 
which  is  the  larger,  extends  from  the  third  cervical  to  the 
first  dorsal  vertebra;  the  lower,  or  lumbar,  is  situated  opposite 
to  the  last  dorsal  vertebra.  | 

The  cord  is  divided  into  two  symmetrical  halves 
by  a  median  longitudinal  fissure  in  front  and 
behind  (fig.  157).    The  anterior  fissure  is  the  more  distinct,  and 


Fissures. 


*  Firfe  Axel,  Key,  and  Retzius ;  Max  Schultze's 'Archives,' 1873. 

t  The  explanation  of  this  is,  that,  at  an  early  period  of  foetal  life,  the  length  of 
the  cord  corresponds  with  that  of  the  vertebral  canal;  hut  after  the  third  month,  the 
lumbar  and  sacral  vertebrae  grow  away  from  the  cord,  in  accordance  with  the  more 
active  development  of  the  lower  limbs.  See  Tiedemann,  '  Anatomie  und  Bildungs- 
geschichte  des  Gehirns  im  Foetus  dcs  Monschen,'  &c.;  Nuremberg,  1816. 

t  In  very  early  foetal  life  these  enlargements  do  not  exist,  and  only  make  their 
appearance  with  the  development  of  the  extremities. 
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penetrates  about  one- third  of  the  substance  of  the  cord.  It  con- 
tains a  fold  of  pia  mater,  with  many  blood-vessels  for  the  supply 
of  its  interior.  At  the  bottom  of  this  fissure  is  a  transverse 
layer  of  white  substance,  named  the  anterior  white  commissure, 
connecting  the  two  anterior  halves  of  the  cord.  The  posterior 
fissure  is  so  much  less  apparent  than  the '  anterior,  that  some 
anatomists  deny  its  existence ;  but  by  careful  preparation  it  can 
be  demonstrated,  although  it  does  not  contain  a  fold  of  pia  mater. 
Indeed,  it  can  be  traced  to  a  greater  depth  than  the  anterior, 
and  reaches  down  as  far  as  the  posterior  grey  commissure  of 
the  cord. 

Besides  the  anterior  and  posterior  fissures,  along  each  half  of 
the  cord  are  two  superficial  grooves,  from  which  the  anterior  and 
posterior  roots  of  the  spinal  nerves  respectively  emerge.  These 

Fig.  157. 


1.  Dura  mater. 

2.  Arachnoid  mem- 

brane. 

3.  Ganglion  on  poste- 

rior root  of  spinal 
nerre. 


,  Anterior    root  of 

spinal  nerve. 
,  5.  Seat  of  sub-arach- 
noid fluid. 
,  Posterior  branch  of 

spinal  nerve. 
,  Anterior  branch  of 

spinal  nerve. 


COLUMKS. 


DIAGRAM  OF  A  TEANSVEHSE  SECTION  THEO0SH  THE  SPINAL  COHD 
AND  ITS  MEMBRANES. 

are  the  anterior  and  posterior  lateral  fissures  (fig.  157). 
The  posterior  leads  down  to  the  posterior  horn  of  the  grey 
matter  in  the  interior  of  the  cord ;  the  anterior  is  simply 
the  groove  from  which  the  anterior  roots  emerge.  By  these 
lateral  fissures  each  half  of  the  cord  is  divided  into 
three  longitudinal  columns — an  anterior,  a,  pos- 
terior, and  a  lateral.  On  each  side  of  the  posterior  median 
fissure  is  a  slender  column,  called  the  posterior  median  column, 
which  is  separated  from  the  posterior  column  by  a  shallow  furrow. 

Internal  A  transverse  section  through  the  cord  (fig.  157) 

Structure.  shows  that,  externally,  it  is  composed  of  white 

nerve-substance,  and  that  its  interior  contains  grey  matter, 
arranged  in  the  form  of  two  crescents,  with  their  backs  to  each 
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other.  Each  crescent  is  placed  in  the  corresponding  half  of  the 
cord,  and  is  connected  with  its  fellow  across  the  centre  by  a 
portion  called  the  posterior  or  grey  commissure.*  The  posterior 
horns  are  long  and  narrow,  and  extend  to  the  posterior  lateral 
fissure,  where  they  axe  connected  with  the  posterior  roots  of  the 
spinal  nerves.  The  anterior  horns  are  short  and  thick,  and  come 
forwards  towards  the  attachment  of  the  anterior  roots  of  the  nerves, 
but  do  not  reach  the  surface.  Separating  the  grey  commissure 
from  the  anterior  median  fissure  is  the  anterior  or  white  com- 
missure. 

On  making  transverse  sections  through  different  regions  of  the 
spinal  cord  the  grey  substance  is  seen  to  vary  in  shape :  in  the 
cervical  region  the  anterior  cornua  are  thick  and  short,  the  pos- 
terior are  long  and  slender;  in  the  dorsal,  the  anterior  and 
posterior  cornua  are  both  thin ;  in  the  lumbar,  the  anterior  and 
posterior  cornua  are  large  and  broad ;  in  the  lower  part  of  the  cord 
the  grey  matter  is  arranged  in  a  central  mass.  Eunning  along  the 
Central  centre  of  the  cord  in  its  whole  length  is  a  minute 

Cakai,  canal,  just  visible  to  the  naked  eye.    It  is  lined 

with  cylindrical  ciliated  epithelium,  and  opens  superiorly  into  the 
fourth  ventricle.  The  central  canal  is  interesting,  as  it  is  the 
remains  of  the  cavity  formed  by  the  spinal  cord  at  the  earliest 
period  of  its  development.-f- 

Thirty-one  pairs  of  nerves  arise  from  the  spinal 
Spinal  Nerves.  ,  ,        •  ^  ,    ■     n  ■     ■,        .  , 

cord,  namely,  eight  m  the  cervical  region,  twelve 

in  the  dorsal,  five  in  the  lumbar,  five  in  the  sacral,  and  one  in  the 

coccygeal.    Each  nerve  is  formed  by  the  junction  of  two  series  of 

roots,  one  from  the  front,  the  other  from  the  back  of  the  cord. 

Two  Roots,  Charles  Bell  first  discovered  the  fact,  that 

Sensitive  AND        the  anterior  roots  consist  exclusively  of  motor 

Motor.  filaments,  and  the  posterior  exclusively  of  sensory. 

*  Tho  diifcrent  appearances  of  the  arrangement  of  the  grey  matter  in  the  cord 
have  been  accurntely  described  and  figured  by  Eolando,  'Richerche  Anatomiche  sulla 
Struttura  del  Midollo  Spinale,  con  Figure,  art.  tratto  dal  Dizionario  Periodico  di  Me- 
diana;'  Torino,  1824,  8vo.  p.  65. 

f  The  central  canal  is  well  seen  in  fishes,  birds,  and  reptiles. 
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All  converge  in  the  corresponding  invertebral  foramen  to  form  a 
single  nerve,  composed  of  motor  and  sensory  filaments. 

The  filaments  of  the  'posterior  or  sensory  roots  are  thicker  and 
more  numerous  than  the  anterior.  They  proceed  from  the  pos- 
terior lateral  fissure,  and  previous  to  their  union  with  the  anterior 
roots  are  collected  together  and  pass  through  a  ganglion. 
The  ganglion  is  of  an  oval  form,  and  lies  in  the  intervertebral 
foramen.  The  fibres  composing  these  roots  enter  the  cord,  and 
may  be  traced  to  the  posterior  cornu,  through  which  they  pass  in 
various  directions.  The  anterior  roots  arise  from  the  fissure 
between  the  anterior  and  lateral  columns  of  the  cord.  The  fibres 
of  the  anterior  root  may  be  traced  through  the  antero-lateral  fissure 
into  the  anterior  cornu.* 

The  compound  nerve  formed  by  the  junction  of  the  two  roots 
(after  the  formation  of  the  ganglion  of  the  posterior)  divides,  out- 
side the  intervertebral  foramen,  into  an  anterior  and  a  posterior 
branch.    See  diagram,  p.  622. 

Variation  in  The  direction  and  length  of  the  roots  of  the 
THE  Length  of  nerves  vary  in  the  different  regions  of  the  spine, 
THE  EooTs,  owing  to  the  respective  parts  of  the  cord  from 

which  they  arise  not  being  opposite  to  the  foramina  through  which 
the  nerves  leave  the  spinal  canal.  In  the  upper  part  of  the  cer- 
vical region,  the  origins  of  the  nerves  and  their  point  of  exit  are 
nearly  on  the  same  level ;  therefore  the  roots  proceed  transversely, 
and  are  very  short.  Lower  down,  however,  the  obliquity  and 
length  of  the  roots  gradually  increase,  so  that  the  roots  of  the 
lower  dorsal  nerves  are  at  least  a  vertebra  higher  than  the  fora- 
mina through  which  they  emerge.  Again,  since  the  cord  itself 
terminates  at  the  upper  border  of  the  second  lumbar  vertebra, 

*  The  researches  of  Blandin,  'Anat.  descript.,'  t.  ii.,  p.  648,  1838,  have  led  him  to 
establish  the  following  relation  between  the  respective  size  of  the  anterior  and 
posterior  roots  of  the  nerves  in  the  several  regions  of  the  spine  : — 


The  posterior  roots  are  to  the  anterior  in  the  cervical  region 


dorsal 
lumbar  and  sacral 


2 


1 

n 

This  relation  quite  accords  with  the  greater  delicacy  of  the  sense  of  touch  in  the 
upper  extremity. 


DISSECTION  OF  THE  SPINAL  CORD. 


625 


the  lumbar  and  sacral  nerves  must  descend  from  it  almost  per- 
pendicularly through  the  lower  part  of  the  spinal"  canal.  To 
Cauda  this  bundle  of  nerves  the  old  anatomists  have 

Equina.  given  the  name  of  cauda  equina,  from-ita  vesem- 

blance  to  a  horse's  taib 

To  sum  up  briefly,  it  appears  that  the  spinal  cord  consists  of 
two  symmetrical  halves,  separated  in  front  and  behind  by  a  deep 
median  fissure ;  that  the  two  halves  are  connected  at  the  bottom 
of  the  anterior  fissure  by  an  anterior  or  white  commissure,  at  the 
bottom  of  the  posterior  fissure  by  the  posterioror  grey  commissure  ; 
that  each  half  of  the  cord  is  divided  into  three  tracts  or  columns 
of  longitudinal  white  nerve-fibres— an  anterior,  a  lateral,  and  a 
posterior — the  boundaries  between  them  being  the  respective  lines 
of  origin  of  the  roots  of  the  spinal  nerves  ;  that  the  interior  of  the 
cord  contains  grey  matter  disposed  in  the  form  of  two  crescents, 
placed  with  their  convexities  towards  each  other,  and  connected 
by  a  transverse  bar  of  grey  matter,  which  constitutes  the  posterior 
commissure. 

Blood -Vessels  The  cord  is  supplied  with  blood  by — 1.  The 
OF  THE  Coed.'  anterior  spinal  artery,  which  commences  at  the 
medulla  oblongata  by  a  branch  from  the  vertebral  of  each  side, 
and  then  runs  down  the  middle  of  the  front  of  the  cord.  Other 
branches  are  derived  from  the  vertebral,  ascending  cervical,  inter- 
costal, and  lumbar  arteries,  which  pass  through  the  intervertebral 
foiamina,  and  assist  in  keeping  up  the  size  of  this  anterior  artery. 
2.  The  posterior  spinal  arteries,  which  proceed  also  from  the 
vertebral,  intercostal,  and  lumbar  arteries,  and  ramify  somewhat 
irregularly  on  the  back  of  the  cord. 

On  the  posterior  part  of  the  bodies- of  the- vert ebrse,  the  spinal 
arteries  of  opposite  sides  communicate  by  numerous  transverse 
branches  along  the  entire  length  of  the  spine,  thus  resembling 
the  arrangement  of  its  venous  plexuses. 

Functions  op  The  spinal  cord  performs,  at  least,  three  func- 
THE  Spinal  Cord,  tions: — 1.  It  is  the  general  conductor  of  impres- 
sions to,  and  from,  the  brain.  2.  It  transfers  impressions.  3,  It 
is  a  centre  of  reflex  action.    Sensory  impressions  are  conducted  by 

8  8 
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the  posterior  roots  of  the  spinal  nerves  to  the  cord,  and  are  thence 
transmitted  to  the  brain  through  the  posterior  columns  and  the 
grey  matter  of  the  cord.  These  impressions  do  not  run  up  on  the 
same  side,  for  the  fibres,  immediately  on  entering  the  grey  matter, 
cross  over  to  the  opposite  side  to  reach  the  brain  ;  so  that  if  the 
posterior  column  of  the  right  side  be  divided,  the  left  leg,  and  not 
the  right,  would  be  deprived  of  sensation.  Motor  impulses  are 
conveyed  along  the  an tero -lateral  columns  and  the  grey  matter  in 
them,  and  carry  the  commands  of  the  will  from  the  brain  to  the 
muscles.  The  crossing  of  the  motor  fibres  takes  place  in  the 
medulla  oblongata,  at  the  decussation  of  the  anterior  pyramids,  so 
that  they  run  in  the  corresponding  half  of  the  cord  as  far  as  their 
point  of  decussation.  Division,  therefore,  of  one  half  of  the  cord 
below  this  point,  causes  paralysis  of  motion  on  the  same  side  of 
the  body.  The  cord  is,  moreover,  concerned  in  the  conduction 
of  impressions  to  and  from  the  vaso-motor  centre  of  the  medulla 
oblongata,  which  determines  the  varying  conditions  of  the  blood- 
vessels. The  cord  also  transfers  impressions ;  this  is  more  manifest 
in  disease  than  in  health ;  a  well-marked  example  of  transference  is, 
that  pain  is  felt  at  the  knee  in  cases  of  disease  of  the  hip-joint. 
The  spinal  cord  has  probably  no  power  of  originating  impressions, 
in  other  words,  it  is  not  automatic. 

MiiTOTE  Strtjc-  These  are  among  the  most  complicated  parts  of 
TURE  OF  THE  Me-  ccutral  ucrvous  system.    They  contain  white 

BULLA  Oblongata  nerve-matter  intermixed.    The  white 

AND  Pons  "       &    j  .       ,  • 

Vauolii.  matter  consists,  in  part,  of  the  contmuation  up- 

wards of  the  longitudinal  fibres  of  the  cord  ;  in  part,  of  horizontal 
fibres. 

Anteeioe  The  anterior  columns  of  the  cord  (fig.  158), 

Pyramids.  having  reached  the  lower  part  of  the  medulla 

oblongata,  are  not  continued  straight  through  it,  but  diverge 
from  each  other,  being  pushed  aside  by  the  deep  fibres  of  the 
lateral  columns,  which  here  cross  each  other,  and  form  the  de- 
cussation of  the  anterior  pyramids.  In  their  further  progress  the 
fibres  of  the  anterior  columns  are  arranged  thus  :  some  of  them  run 
up,  and  form  the  outer  portion  of  their  own  pyramid  :  some  ascend 
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beneath  the  olive  to  join  the  restiform  body;  a  third  set  pass 
upwards  and,  after  embracing  the  olive,  reunite,  to  form  a  single 
bundle ;  this,  joined  by  fibres  (olivary  fasciculus)  from  the  olive 
ascends  under  the  name  of  the  fillet  of  Reil,  over  the  superior  crus 
of  the  cerebellum  to  the  corpora  quadrigemina  and  the  cerebral 
hemispheres  (fig.  159). 

The  lateral  columns  on  reaching  the  medulla  oblongata  are 
disposed  off  in  three  ways,  as  follows : — some  of  its  fibres  come 
forward  between  the  diverging  anterior  columns,  decussate  in  the 
middle  line  and  form  part  of  the  pyramid  of  the  opposite  side ; 

Fia.  158. 


1.  Anterior  column, 

2.  Lateral  column. 

3.  Posterior  column. 

4.  Posterior  median  column 

of  the  spinal  cord. 

5.  Anterior  pyramid. 

6.  Bestiform  body. 


7.  Posterior  pyramid. 

8.  Fasciculus  teres. 

9.  Inferior  cms  of  the  cere- 

bellimi. 

10.  To  the  corpora  quadri- 
gemina. 

H.  Crus  cerebri. 


DIAGRAM  OF  THE  COURSE  OF  THE  FIBRES  THROUGH  THE  MEDULLA  OBLONGATA. 

others  ascend  with  the  restiform  body  (or  tract)  into  the  cere- 
bellum ;  a  third  set  ascends  along  the  floor  of  the  fourth  ventricle 
(concealed  by  its  superficial  grey  matter)  as  the  fasciculus  teres, 
and  is  continued  along  the  upper  part  of  the  crus  cerebri  into 
the  cerebrum. 

Restiform  The  posterior  columns  ascend  (under  the  name 

Body.  of  the  restiform  bodies),  at  the  back  of  the  medulla, 

diverge  from  each  other,  and  are  continued  partly  into  the  cere- 
bellum, forming  its  inferior  crura,  and  partly  as  the  fasciculi 
teretes  along  the  floor  of  the  fourth  ventricle  into  the  cerebrum. 

s  s  2 
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Posterior  These  are  the  continuations  upwards  of  the 

Pyramids.  posterior  median  columns  of  the  cord ;  and,  like  the 

restiform  body,  each  divides  into  two  fasciculi,  one  of  which  ascends 
and  helps  to  form  the  inferior  crus  of  the  cerebellum,  the  other 
runs  up  with  the  fasciculus  teres. 

Horizontal  The  horizontal  fibres  in  the  medulla  oblongata 

Fibres.  and  the  pons  were  first  accurately  described  by 

Stilling  and  subsequently  by  Eolando.  Some  of  them  form  a 
septum,  and  divide  the  medulla  oblongata  and  pons  into  sym- 
metrical halves  ;  others,  arising  apparently  from  the  septum,  pass 
outwards  in  an  arched  manner  through  the  lateral  halves  of  the 
medulla ;  so  that  when  seen  in  a  transverse  section  by  transmitted 
light,  they  describe  a  series  of  curves,  with  the  convexity  forwards, 
throughout  the  entire  thickness  of  the  medulla.  Some  of  these 
transverse  fibres  appear  on  the  surface  over  the  pyramid  and  the 
olive  ;  these  have  received  the  name  of  arciform  fibres  of  Rolando 
(p.  584.)  Stilling  *  and  Kolliker,t  who  have  studied  the  subject, 
are  of  opinion  that  they  originate  in  the  restiform  bodies,  and 
thence  arch  forwards — some  on  the  surface,  others  through  the 
substance  of  the  medulla,  and  that  they  eventually  join  the  fibres 
of  the  septum. 

Internal  "^^^  pons  consists  of  transverse  and  longitudinal 

Structure  of  THE  white  fibres,  with  a  considerable  quantity  of  grey 
Pons  Varolii.  matter  in  its  interior.  The  superficial  layer  of 
fibres  is  obviously  transverse,  and  connects  the  two  hemispheres  of 
the  cerebellum.  After  removing  the  first  layer,  we  expose  the 
longitudinal  fibres  of  the  pyramids  in  their  course  to  the  crura 
cerebri ;  these  longitudinal  fibres,  however,  are  intersected  by 
the  deep  transverse  fibres  of  the  pons,  which,  like  the  superficial, 
are  continued  into  the  cerebellum.  The  deepest  layer  of  the  pons 
consists  entirely  of  longitudinal  fibres,  derived  partly  from  the 
lateral  columns,  partly  from  the  restiform  bodies  of  the  medulla. 

Crura  These  are  composed  of  longitudinal  fibres,  de- 

Cerebri.  rived  from  the  pyramids,  from"  part  of  the  lateral 

*  'TJeber  die  Medulla  Oblongata,'  Erlangen,  1843. 
f  '  Mikroskopische  Anatomie,'  p.  454. 
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and  restiform  columns  of  the  cord,  and  from  the  grey  matter 
in  tlie  pons  Varolii.  If  one  of  the  crura  be  divided  longitudinally, 
there  is  found  in  the  middle  of  it  a  layer  of  dark-coloured  nerve- 
substance,  called  locus  niger,  which  separates  the  crus  into  an 
upper  and  lower  stratum  of  fibres.  The  lower  stratum  is  tough 
and  coarse,  and  consists  of  the  continuation  of  the  fibres  pro- 


FiG.  159. 
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ceeding  from  the  pyramid  and  the  pons.  The  upper  stratum  is 
much  softer  and  finer  in  texture,  and  has  received  the  name  of 
tegmentum :  it  is  composed  of  the  fibres  proceeding  from  the 
lateral  and  restiform  columns ;  also  from  the  superior  crus  of 
the  cerebellum.    Tracing  the  fibres  of  the  crus  cerebri  into  the 
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cerebral  hemisphere,  we  find  that  its  lower  fibres  ascend  chiefly 
thi'oiigh  the  corpora  striata,  its  upper  fibres  through  the  thalami 
optici.  In  passing  through  these  ganglia,  the  crus  receives  a 
large  addition  to  its  fibres :  these  branch  out  widely  towards 
all  parts  of  the  hemisphere,  in  order  to  reach  the  cortical  sub- 
stance on  the  surface. 
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Since  the  eye  in  the  human  subject  cannot  be  obtained  suf- 
ficiently fresh  for  anatomical  purposes,  the  student  should  examine 
the  eye  of  the  sheep,  bullock,  or  pig.  The  conjunctiva  membrana 
should  be  removed,  together  with  the  loose  connective  tissue  which 
unites  it  to  the  sclerotica. 

The  coniunctiva  is  the  mucous  membrane  which 

Conjunctiva. 

covers  the  ocular  surface  of  the  eyelids  and  the 
anterior  part  of  the  globe,  and  is  lined  with  columnar  epithelium. 
It  is  loosely  attached  to  the  sclerotic  coat,  so  as  not  to  impede 
the  movements  of  the  globe.  The  'palpebral  portion  of  it  is 
very  vascular,  and  provided  with  fine  papillae  abundantly  sup- 
plied with  nerves.*  It  is  continued  into  the  Meibomian  glands, 
the  puncta  lachrymalia,  and  the  ducts  of  the  lachrymal  gland. 
The  sclerotic  portion  is  thinner  and  has  no  papillse.  It  is  trans- 
parent and  nearly  colourless,  except  when  inflamed ;  it  then 
becomes  intensely  vascular,  and  of  a  bright  scarlet  colour.  An 
abundant  supply  of  nerves  is  distributed  to  the  membrane  ;  their 
arrangement  is  stated  to  be  the  same  as  that  of  the  skin,  but  many 
of  them  have  been  described  as  terminating  in  end-bulbs. 

The  corneal  conjunctiva  is  composed  chiefly  of  epithelium, 
arranged  in  layers.  This  portion  of  the  conjunctiva  cannot  be 
separated  by  dissection  in  recent  eyes,  but  it  possesses  the  same 
acute  sensibility  as  the  rest  of  the  conjunctiva.  Changes  produced 
by  inflammation  of  the  conjunctiva  often  involve  the  cornea 
and  render  its  texture  thick  and  opaque.f    Blood-vessels  ramify 

*  These  papillze  were  first  described  by  Eble,  '  Uober  den  Bau  und  die  Krank- 
heiten  der  Bindehaut  des  Auges.' 

■f  The  facts  of  comparative  anatomy  confirm  this  view.    In  the  serpent  tribe, 


632 


DISSECTION  or  THE  EYE. 


round  the  margin  of  the  cornea,  forming  a  network  arranged  in 
loops.  Lymphatics  exist  abundantly  in  the  palpebral  and  sclerotic 
conjunctiva,  and  communicate,  after  becoming  much  reduced  in 
size,  with  the  irregular  cell-spaces  of  the  cornea. 

The  human  eye  is  nearly  spherical,  the  antero-posterior  and 
vertical  diameters  being  equal,  the  transverse  exceeding  these  by 
less  than  half  a  line.  The  convexity  of  the  cornea  varies  in 
different  persons,  and  at  different  periods  of  life  ;  this  is  one  cause 
of  the  several  degrees  of  near  sight  and  far  sight. 

Coats  and  Hu-  The  globe  is  composed  of  three  coats,  arranged 
HOURS  OF  THE  onc  witMu  the  other,  which  enclose  certain 
transparent  structures.  The  external  coat,  con- 
sisting of  the  sclerotic  and  cornea,  is  fibrous,  thick,  and  strong. 
The  second  coat,  consisting  of  the  choroid,  the  iris,  and  the  ciliary 
processes,is  composed  of  blood-vessels, muscular  tissue,  and  pigment- 
cells,  and  is  very  dark  in  colour.  The  third  coat,  called  the  retina, 
consists  of  the  expansion  of  the  optic  nerve  for  the  reception  of  the 
impression  of  the  waves  of.  light.  The  bulk  of  the  interior  is  filled 
with  a  transparent  humour,  called  the  vitreous  body.  Embedded 
in  the  front  of  this,  and  just  behind  the  pupil,  is  the  crystalline 
lens,  for  the  purpose  of  concentrating  the  rays  of  light.  In  front 
of  the  lens  is  placed  a  moveable  cm-tain,  called  the  iris,  to 
regulate  the  amount  of  light  which  shall  be  admitted  through  a 
central  aperture,  the  pupil,  to  the  fundus  of  the  eye.  The  space 
in  which  the ;  iris  is  suspended  is  filled  with  a  fluid,  termed  the 
aqueous  hMmour. 

Sclerotic  The  sclerotic  is  the  tough  protecting  coat  of  the 

Coat.  eye,  and  consists  of  white  fibres  interlacing  in  all 

directions.*    It  covers  about  five-sixths  of  .the  globe,  the  remaining 

•which  annually  shed  the  skin,  the  front  of  the  cornea  comes  off  with  the  rest  of  the 
external  surface  of  the  body.  In  the  eel  the  surface  of  the  cornea  is  often  drawn  off 
in  the  process  of  skinning.  In  some  species  of  rodents  which  burrow  under  the  ground 
like  the  mole,  the  eye  is  covered  with  hair,  like  other  parts. 

*  The-^elerotic  coat  of  the  eye  in  fishes  is  of  extraordinary  thickness  and  density  ; 
and,  in  birds,  this  coat  is  further  strengthened  by  a  circle  of  bony  plates,  fourteen  or 
fifteen  in  number.-arranged  in  a -series  round  the  margin  of  the  cornea.  Similar 
plates  are^found  in  some  of  the  reptiles,  and  particularly  in  the  fossil  ichtbyosiuiri 
and  plesiosauri. 
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INSEETION  OF  THE  RECTI  MUSCT^ES  'WITH 
ANTEEIOB  CILIAET  AETERIES. 


one-sixth  being  completed  by  the  cornea.  The  thickest  part  of 
the  sclerotic  coat  is  at  the  back  of  the  globe  (fig.  161)  ;  the  thinnest 
is  a  short  distance  behind  the  cornea.*  The  back  of  the  sclerotic 
is  perforated  by  the  optic  nerve,  which  enters  it  about  one-tenth  of 
an  inch  on  the  nasal  side  of  the  axis 
of  vision.  The  optic  nerve  at  its 
entrance  into  the  sclerotic  is  mudh 
constricted,  and  instead  of  passing 
tlirough  a  singie  aperture  in  this 
coat,  enters  it  through  a  porous 
netwoi-k  of  fibrous  tissue,  called  the 
lamina  cribrosa.'f  The  sheath  of 
the  optic  nerve  becomes  continuous 
with  the  sclerotic  where  it  perforates 
this  coat.  Around  the  optic  nerve 
the  sclerotic  is  perforated  by  the 
ciliary  arteries,  veins,  and  nerves, 
for  the  supply  of  the  choroid  and 
iris.  About  a  quarter  of  an  inch  from  the  cornea  the  sclerotic 
receives  the  insertion  of  the  recti  muscles  ;  here  also  it  transmits 
the  anterior  ciliary  arteries,  which  run  forward  along  the  tendons 
of  these  muscles,  and  form  a  vascular  ring  around  the  margin  of 
the  cornea  (fig.  160). 

The  sclerotic  is  composed  of  connective  tissue  arranged  in 
bundles,  which  run,  some  longitudinally,  some  transversely.  The 
longitudinal  fibres  are  the  most  external  and  abundant.  Under 
the  microscope  numerous  connective-tissue  corpuscles  may  be  seen 
filling  cell-spaces,  similar  to  those  found  in  the  cornea,  but  not  so 
abundant,  and  containing  pigment-granules.  Between  these  may 
be  demonstrated  fine  elastic  fibres.  The  inner  surface  of  the 
sclerotic  is  coated  with  a  thin  -  layer  of  connective  tissue,  lamina 
fusca,  in  which  are  found  some  pigment-cells. 

To  examine  the  cornea,  it  should  be  removed  with  the  sclerotic 

*  The  greatest  thickness  posteriorly  is  about  the  of  an  inch ;  its  least  thick- 
ness in  front  is  about  ^-^t^i  of  an  inch. 

t  In  the  centre  of  the  lamina  cribrosa  is  an  opening  larger  than  the  rest,  which 
transmits  the  arteria  centralis  retinae. 
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coat.  This  should  be  done  under  water,  by  making  a  circular  cut 
with  scissors,  about  a  quarter  of  an  inch  from  the  margin  of  the 
cornea.  With  a  little  care  it  will  be  easy  to  remove  the  outer  coat 
of  the  eye  without  injiu-ing  the  dark  choroid  coat,  the  ciliary 
muscle,  or  the  iris.  In  the  loose  brown-coloured  connective  tissue 
between  the  sclerotic  and  the  choroid  are  the  ciliary  nerves  passing 
forwards  to  the  iris;  their  white  colour  makes  them  very  con- 
spicuous on  the  dark  ground. 
CoENEA  "^^^  cornea  is  the  brilliant  translucent  coat  which 

forms  about  the  anterior  one-sixth  of  the  globe.  It 
Fig.  161. 
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1.  Anterior  chamber  filled  with  aqueous  humour. 

2.  Posterior  chamber.  3.  Canal  of  Petit. 

DIAGRAM  OF  A  VERTICAL  SECTION  OF  THE  EYE. 


is  nearly  circular  in  shape,  its  diameter  being  nearly  half  an  inch, 
and  its  thickness  about  of  an  inch.  The  curve  of  the  cornea 
forms  part  of  a  smaller  circle  than  that  of  the  sclerotic,  so  that  it 
projects  further  forwards,  varying  in  this  respect  in  different  eyes, 
and  at  different  ages  of  life.  It  is  firmly  connected  at  its  margin 
to  the  sclerotic,  with  the  fibres  of  which  it  is  continuous.  The 
margin  of  the  sclerotic  is  bevelled  on  the  inside  ;  that  of  the  cornea 
on  the  outside,  so  that  the  former  overlaps  the  latter  (fig.  161). 
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The  cornea  consists  of  five  layers,  which  are  not 
STEt-cTURE.  composed  of  the  same  kind  of  tissue.  The 

most  superjicial  layer  is  the  conjunctival.    This  consists  of  several 
strata  of  epithelial  cells ;  the  deeper  ones,  the  more  numerous,  are 
columnar  and  placed  vertically,  the  superficial  ones  are  flattened 
scaly  epithelium,  cells,  with  well-marked  nuclei.     The  second 
layer  is  about  the  15^00  of  an  inch  thick,  and  consists  of  a  perfectly 
structureless  lamina,  which,  when  peeled  off,  has  a  remarkable 
tendency  to  curl.    Boiling,  or  the  action  of  acids,  does  not  render 
it  opaque,  like  the  other  layers  of  the  cornea.    The  third  layer 
{cornea  proper)  consists  of  translucent  connective  tissue,  upon 
which  the  thickness  and  strength  of  the  cornea  mainly  depend. 
The  fibres  are  arranged  in  layers,  about  sixty  in  number.  Between 
the  laminse  are  irregularly  branched  spaces,  called  the  cell-spaces  of 
the  cornea.    In  these  spaces  are  lodged  the  corneal  corpuscles, 
with  outstanding  processes,  which  communicate  freely  with  each 
other,  and  correspond  in  shape  to  the  spaces  within  which  they  lie. 
In  inflammation  of  the  cornea  these  corpuscles  undergo  consider- 
able changes.*     The  fourth  layer  is  translucent,  elastic  and 
brittle,  and  may  be  easily  separated  from  the  preceding  laminae. 
Like  the  second  layer,  it  is  unaffected  by  boiling  or  by  the  action 
of  acids  or  alkalies,  but  is  somewhat  thinner,  being  from  yoVo 
•3  ^  of  an  inch   in  thickness.     It  is  termed  the  membrane 
of  Descemet.    In  the  sclerotic  coat,  close  to  its  junction  with  the 
cornea,  is  situated  a  small  oval  canal,  lined  with  epithelium, 
termed  the  sinus  circularis  iridis,  or  canal  of  Schlemm  (fig. 
161).     It  is  probably  a  venous  sinus,  for  it  can  always  be 
injected  from  the  arteries.    The  fifth  la.yer  consists  of  a  single 
layer  of  polygonal  epithelial  cells,  resembling  those  which  line 
serous  membranes.f    In  its  healthy  state  the  cornea  contains  no 

*  If  fluid  be  injected  very  gently  into  the  cornea  proper,  there  may  be  demon- 
strated a  system  of  canals,  called  liecJclinghausen's  canals,  which  are  the  communica- 
tions between  the  corneal  corpuscles ;  but  if  the  fluid  be  injected  more  forcibly,  it 
passes  in  the  course  of  the  flbres  composing  the  various  laminjE  of  the  cornea,  which 
gives  the  appearance  of  a  number  of  varicose  and  enlarged  tubes  crossing  each  other 
at  right  angles:  these  are  termed  Bowvian's  corneal  tubes. 

t  For  a  detailed  description  of  the  structure  see  Todd  and  Bowman,  'Physio- 
logical Anatomy,' 
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blood-  vessels,  except  at  its  circumference,  where  they  form  loops. 
Its  nerves,  which  are  numerous,  forty  to  forty-five  iu  number,  may 
be  traced  forwards  in  the  transparent  tissue  as  a  fine  plexus;  this 
gives  off  minute  fasciculi,  which  ramify  beneath  the  epithelium, 
constituting-  the  sub-epithelial  plexus.  P'rom  this  very  minute 
filaments  run  between  the  epithelium  cells,  forming  the  intra- 
epithelial plexus. 

Chohoid  Goat        After  the  removal  of  the  sclerotic  and  coniea, 
we  expose  the  choroid  coat*  and  its  continuation 
formerly  known  as  the  ciliary  processes.    In  connection  also  with 
this  tunic  is  a  white  ring,  the  ciliary  muscle. 

The  choroid  is  the  soft  and  flocculent  tunic  of  the  eye,  recog- 
nised by  its  dark  brown  colom-  and  great  vascularity.  Posteriorly 
there  is  a  circular  aperture  in  it  for  the  passage  of  the  optic  nerve. 
In  front,  the  choroid  passes  beneath  the  ciliary  muscle  with 
which  it  is  connected,  and  then  extends  forwards,  terminating 
in  a  series  of  plaited  folds,  called  the  ciliary  processes.  It  is 
connected  with  the  sclerotic  by  delicate  connective  tissue,  the 
lamina  fusca,  through  which  the  ciliary  vessels  and  nerves  pass 
forwards. 

CiLiABT  Pro-  The  ciliary  processes  are  the  folds  formed  by 
c'F'SSE.s.  the  anterior  part  of  the  choroid,  and  may  be  best 

seen  when  the  globe  has  been  divided  by  a  vertical  section  into  an 
anterior  and  a  posterior  half,  the  vitreous  humour  'being  left  un- 
disturbed. They  are  black,  and  consist  of  from  sixty  to  seventy 
radiating  folds,  arranged  in  a  circle  about  three  lines  broad.  These 
processes  consist  of  longer  and  shorter  folds,  the  former  being  the 
more  numerous.  The  longer  fold  is  about  a  line  in  length ;  the 
smaller  about  half  a  line.  One  of  the  longer  ones  is  seen  in 
the  diagram,  p.  634.  The  processes  fit  into  corresponding  folds 
of  the  suspensory  ligament  of  the  lens,  and  their  free  ends 
project  for  a  short  distance  into  the  posterior  chamber.  The 
vascular  supply  of  the  ciliary  processes  is  most  abundant,  and 
resembles  in  the  main  that  of  the  choroid.    The  arteries  come 


*  So  called  because  its  outer  flocculent  surface  somewhat  resembles  the  chorion, 
or  external  investment  of  the  ovum. 
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chiefly  from  the  anterior  ciliary,  and  from  the  front  vessels  of  the 
choroid ;  and  after  breaking  up  into  a  fine  plexus,  they  form  loops 
which  arch  backwards  to  end  in  the  smaller  veins.  Their  dark 
colour  arises  from  pigmented  cells,  which  disappear,  however,  at 
the  free  ends  of  the  processes. 

Under  the  microscope  the  choroid  is  seen  to  consist  of  two  layers, 
both  composed  of  blood-vessels  held  together  by  fine  connective 
tissue,  in  which  are  found  large  ramified  pigment- cells.  The  outer 
layer  consists  of  the  larger  branches  of  the  blood-vessels ;  the 

Fm.  162. 
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SCI.EBOTIC  COAT  BEMOVED  TO  SHOW  THE  CHOEOID,  CII.IAEY  LIGAMENT,   AND  NERVES. 

arteries  (short  ciliary)  being  chiefly  on  the  inner,  the  veins  on  the 
outer,  surface.  The  veins  are  arranged  with  great  regularity  in 
drooping  branches  (vasa  vorticosa),  like  a  weeping-willow  (fig. 
162),  and  converge  to  four  or  five  nearly  equidistant  trunks,  which, 
after  running  backwards  for  a  short  distance,  perforate  the  sclerotic 
not  far  from  the  entrance  of  the  optic  nerve,  and  empty  themselves 
into  the  ophthalmic  vein.  The  inner  layer  is  formed  by  the 
capillaries  of  the  ciliary  arteries,  and  is  called,  after  the  Dutch 
anatomist  Ruysch,  '  tunica  Ruyschiana.''  It  consists  of  the  most 
delicate  vascular  network  found  in  any  tissue,  and  extends  forwards 
to  the  ciliary  processes,  with  the  capillaries  of  which  it  freely 
communicates. 
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Between  the  choroid  membrane  and  the  lamina  fusca  of  the 
sclerotic  is  a  layer  of  connective  tissue,  the  lamina  supra  cho- 
roidea,  which  serves  to  connect  the  two  tunics. 

Ciliary  This  muscle  consists  of  unstriped  fibres,  and 

Muscle.  arises  by  a  thin  tendon  from  the  sclerotic  close  to 

its  junction  with  the  cornea.  Thence  its  fibres  radiate  backwards, 
and  are  lost  in  the  choroid  behind  the  ciliary  processes.  Some 
of  these  fibres  form  a  circular  muscle  aroimd  the  outer  circum- 
ference of  the  iris,  constituting  the  circular  ciliary  muscle,  which 
was  formerly  described  as  the  ciliary  ligament.  Its  action  is  to 
accommodate  the  eye  t©  objects  at  various  distances,  by  rendering 
the  lens  more  or  less  convex.* 

The  iris  is  the  contractile  curtain  suspended  in 
the  clear  fluid,  which  fills  the  space  between  the 
cornea  and  the  lens.  The  iris  divides  this  space  into  two  un- 
equal parts,  called  the  anterior  and  posterior  chambers  (fig.  161); 
these  communicate  with  each  other  through  a  circular  aperture  in 
the  centre,  called  the  pupil.f  Its  use  is  to  regulate  the  amount 
of  light  which  shall  be  admitted  into  the  eye  :  for  this  purpose  its 
inner  circumference  is  capable  of  dilating  and  contracting  accord- 
ing to  circumstances,  while  its  outer  circumference  is  immoveably 
connected  with  the  ciliary  muscle,  the  choroid  and  the  cornea,  t 

The  colour  of  the  iris  varies  in  different  individuals,  and  gives 
the  peculiar  tint  and  brilliancy  to  the  eye.  The  colouring  matter 
or  pigment  is  contained  in  minute  cells  {pigment  cells),  lining  the 
anterior  and  posterior  surfaces  of  the  iris,  the  posterior  taking  the 
name  of  uvea  from  its  grape-like  colour.  Pigmented  cells  are 
also  found  in  the  substance  of  the  iris. 

When  the  iris  is  laid  under  water,  and  viewed  with  a  low  mag- 
nifying power,  it  is  seen  to  be  composed  of  fine  fibres  converging 
from  all  sides  towards  the  pupil ;  many  of  them  unite  and  form 

*  Sir  Philip  Crampton  has  noticed  that  this  muscle  is  well  developed  in  birds. 
In  them  its  fibres  are  of  the  striped  variety,  just  as  the  circular  fibres  of  the  iris  are. 

t  The  size  and  shape  of  the  pupil  vary  in  different  animals.  In  the  bullock, 
sheep,  horse,  etc.,  it  is  oblong  ;  in  carnivorous  quadrupeds  it  is  often  a  mere  vertical 
slit  during  the  day,  but  dilates  into  a  large  circle  at  night. 

J  The  diameter  of  the  pupil  in  man  varies  from  the  j^th  to  the  i  of  an  inch. 
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arches,  leaving  elongated  interspaceSj  which  are  most  marked 
towards  the  middle  of  the  iris. 

The  contractile  power  of  the  iris  depends  upon  muscular  fibres 
of  the  non-striped  kind,  arranged  some  in  a  radiating,  others  in  a 
circular  manner.  The  radiating  {dilatator  iridis)  converge 
towards  the  pupil,  where  they  form  arches  and  blend  with  the 
circular  fibres  ;  the  circular  {sphincter),  well  marked,  are  collected 
on  the  posterior  aspect  of  the  pupillary  margin,  where  they  form 
a  ring  about  -^th  of  an  inch  in  width.* 

A  considerable  amount  of  connective  tissue  is  present  in  the 
iris,  forming  the  stroma,  and  consists  of  circular  and  radiating 
fibres ;  the  circular  are  found  at  the  circumference  of  the  iris,  the 
radiating  converge  towards  the  pupil.  In  front  of  the  iris  is  a 
thin  layer  of  epithelium,  which  is  continuous  with  that  covering 
the  membrane  of  Descemet. 

When  minutely  injected,  the  iris  appears  to  be  composed  almost 
entirely  of  blood-vessels ;  they  form,  in  the  ciliary  muscle  at  the 
outer  circumference  of  the  iris,  a  vascular  circle  (the  circulus 
major),  from  which  numeious  small  branches  pass  inwards,  and 
form  another  circle  {circulus  minor),  which  terminates  in  the 
veins  of  the  iris. 

Its  blood-vessels  are  derived  from  two  sources — the  posterior 
or  long,  and  the  anterior  ciliary  ai^teries.  The  long  ciliary  arteries, 
two  in  number,  perforate  the  sclerotica  on  each  side  of  the  optic 
nerve,  and  then  run  forwards  upon  the  choroid  to  the  ciliary  muscle  ; 
here  they  divide  into  branches  constituting  the  circulus  major, 
just  described :  the  anterior,  ^Ye  or  six  in  number,  are  derived 
from  the  muscular  branches,  and  ramify  on  the  tendons  of  the  recti 
muscles  (p.  212),  where  they  perforate  the  sclerotica  behind  the 
margin  of  the  cornea.  These  vessels  supply  the  ciliary  processes 
and  iris,  and  it  is  from  their  enlargement  that  the  red  zone  round 
the  cornea  is  produced  in  inflammation  of  the  iris. 

CixiART  The  nerves  of  the  iris,  about  fifteen  in  number, 

Nerves.  proceed  from  the  lenticular  ganglion,  and  from 

*  Tlie  circular  fibres  of  the  iris  in  the  bird  are  of  the  striped  variety,  and  discern- 
ible -without  difficulty. 
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the  nasal  branch  of  the  ophthalmic  division  of  the  fifth  nerve 

(p.  213).    They  perforate  the   back  of  the  sclerotica  like  the 

arteries,  run  along  the  choroid  which  they  supply  in  their  course, 

and  then  break  up  into  a  fine   non-medullated  plexus,  which 

supplies  the  ciliary  muscle  and  iris. 

Membraka  Until  the  seventh  or-  eighth  month  of  foetal 

PupiLLARis.  life,  the  pupil  is  closed  by  a  delicate  membrane, 

the  memhrana  pupillaris.    Its  vessels,  derived  from  those  of 

the  iris  and  capsule  of  the  lens,  are  arranged  in  loops  which 

converge   toward   the   centre  of  the  membrane.    Quekett  has 

described  this  membtane,  which  has  always  been  regarded  as 

a  distinct  structure,  as  identical  with  the-  anterior  layer  of  the 

capsule  of  the  lens.*' 

^  To  obtain  a  view  of  the  retina,  the  choroid 

Ketina. 

coat  must  be  carefully  removed  while  the  eye  is 
under  water  ;  this  should  be  done  with  the  forceps  and  scissors 
on  a  fresh  eye.  The  optic  nerve,  having  entered  the  interior  of  the 
globe  through  the  sclerotic- and  the  choroid,  expands  into  the  deli- 
cate nervous  tunic  called  the  retina.  In  passing  through  the 
coats  of  the  eye  the  nervo  becomes  gradually  constricted  and 
reduced  to  one-half  of  its  diameter ;  here  it  presents  a  round 
disk,  called  the  porus  opticus,  in  the  centre  of  which  may  be  seen 
the  arteria  centralis  retinee.  At  this  point,  too,  the  nerve-sub- 
stance projects  slightly  into  the  interior  of  the  globe,  forming  a 
little  prominence,  to  which  the  term  colliculus  nervi  optici  has  been 
applied. -f  In  front  the  retina  terminates  a  little  behind  the  poste- 
rior margin  of  the  ciliary  processes  in  a  thin  serrated  border  [ora 
serrata). 

Precisely  opposite  the  pupil,  in  the  centre  of  the  axis  of 
vision,  there  is-  an  oval  yellow  spot,  macula  Piitea,  in-  the  retina, 
about  -^-fjth  ^  of  an  inch  in  diameter,  fading  off  gradually  at  the 
edges,  and  having  a  black  spot,  fovea  centralis,  in  the  centre. 

*  See  a  paper  by  John  Quekett  in  the  'Transactions  of  the  Microscopical  Socitty 
of  London,'  vol.  iii.  p.  9. 

t  This  prominence  is  remarfcable  in  that  it  is  insensible  to  the  mys-of  light.  It  is 
termed  the  '  blind  spot.' 
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Here  vision  is  the  most  perfect ;  so  then  it  might  be  called  the 
"spot  of  sight."  This  central  spot  was  believed  by  its  discoverer, 
Sommering,  to  be  a  perforation  ;  but  it  is  now  ascertained  to  be 
due  to  the  pigmentary  layer  of  the  retina  showing  through  it. 
These  appearances  are  lost  soon  after  death,  and  are  replaced  by  a 


8.  Layer  of  pigment  cells. 


7.  Layer  of  rods  and  cones. 
•  (Membraua  Jacobi.) 

Membrana  limitans  ext. 


6.  Outer  nuclear  layer. 


Fig.  163. 

8  W^^^ss^^m 


5.  Outer  molecular  layer.  S  W^i^^S^^^^^^ 


4.  Inner  nuclear  layer. 


3.  Iimer  molecular  layer. 


2.  Layer  of  nerve-cells. 
1.  Layer  of  nerve-fibres. 

Membrana  limitans  interna. 


DIAGRAM  OF  THE  VAEIOUS  LATKBS  OF  THE  EETINA.     (After  Quaill.) 

minute  fold,  into  which  the  retina  gathers  itself,  reaching  from 
the  centre  of  the  spot  to  the  prominence  of  the  optic  nerve.* 

*  In  birds  tho  retiua  has  throughout  the  yellowish  colour  seen  only  at  one  part  in 
the  human  eye. 

T  T 


642 


DISSECTION  or  THE  EYE. 


Minute  Struc-  Although  to  the  naked  eye  the  retiua  appears 
TURK  OF  THE  a  simplc,  soft,  semi-transparent  membrane,  yet, 
Eetina.  when  examined  under  the  microscope,  it  is  found 

to  be  most  minutely  and  elaborately  organised.  It  varies  in 
thickness  from  the  to  the  of  an  inch,  being  thickest  behind 
and  gradually  diminishing  towards  the  front.  It  consists  of  eight 
layers,  through  which  may  be  traced  a  considerable  amount  of 
extremely  delicate  connective  tissue  (fibres  of  Miiller),  which 
constitutes  a  scaffolding  for  the  various  strata,  and  is  said  to  form 
for  them  two  more  or  less  continuous  boundary  lines  termed 
membrance  limitantes,  interna  and  externa.  The  layers  are  as 
follows,  beginning  fi-om  within  : — 

1.  The  layer  of  nerve-fibres  is  composed  of  the  spreading  out 
of  the  optic  nerve-fibres  and  of  connective-tissue  cells.  The  nerve- 
fibres,  consisting  only  of  the  axis-cylinders,  run  forwards  as  a  con- 
tinuous layer,  and,  in  fact,  become  connected  with  the  nerve-cells 
of  the  next  layer.    The  fibres  are  absent  on  the  yellow  spot. 

2.  The  ganglionic  layer  is  a  single  stratum  of  spheroidal 
nerve-cells  :  from  the  deeper  part  of  each  cell  there  is  given  off 
an  elongated  process,  which  passes  obliquely  into  the  nerve-fibre 
layer,  with  which  it  becomes  incorporated  ;  from  the  opposite  side 
of  the  cell  two  or  more  processes  pass  outwards  and  become  lost  in 
layer  No.  3.  The  ganglionic  cells  which,  in  the  greater  extent  form 
a  single  layer,  are  at  the  yellow  spot  arranged  eight  or  ten  deep. 

3.  The  inner  molecular  layer  is  a  granular  stratum  of  con- 
siderable thickness,  with  a  structureless  matrix.  -  In  it  are  found, 
also,  the  processes  of  the  cells  of  the  preceding  layer,  and  some 
varicose  filaments  which  pass  inwards  from  the  next  stratum. 

4.  The  inner  nuclear  layer  is  said  to  contain  three  or  four 
kinds  of  cells,  some  of  which  belong  to  the  Mullerian  or  connect- 
ing tissue  fibres  of  the  retina  ;  others,  the  more  numerous,  are 
bipolar  nerve-cells.  It  is  hard  to  give  an  intelligible  description 
of  this  layer,  so  long  as  even  experts  make  such  diflferent  state- 
ments concerning  it. 

5.  The  outer  molecular  or  internuclear  layer  resembles  in 
most  respects  the  inner  molecular  layer,  but  is  much  thinner. 
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6.  The  outer  nuclear  layer  consists  of  a  considerable  thickness 
of  nucleated  cells,  with  an  outward  and  an  inward  filament,  which 
maybe  recognised  as  connected  respectively  with  the  rods  and 
cones  of  the  next  layer.  The  rod-granules  are  the  most  numerous, 
and  each  has  an  enlargement  which  presents  a  well-marked  trans- 
verse striation ;  from  this  enlargement  one  varicose  filament 
passes  inwards  and  becomes  connected  with  the  outer  molecular 
layer ;  the  other  becomes  continuous  with  a  rod.  The  cone- 
granules  are  fewer  and  thicker,  and,  like  the  rod-granules,  one  end 
terminates  in  the  outer  molecular  layer,  the  other  passes  into  the 
base  of  a  cone. 

7.  The  rods  and  cones,  hacillaini  layer,  or  Jacolfs  membrane, 
is  composed  of  minute  cylindrical  elements  arranged  at  right 
ano-les  to  the  surface  of  the  retina.  The  rods,  the  more  nume- 
rous,  are  tapering  processes  running  through  the  whole  thickness 
of  this  layer,  and  externally  are  embedded  to  a  greater  or  less 
depth  in  the  pigmental  layer,  so  that  when  viewed  from  without 
they  have  the  appearance  of  mosaic  pavement.  Among  the  rods 
are  intermingled  numerous  shorter  flask-shaped  bodies,  called 
cones  ;  their  outer  extremities  taper  off  towards  the  choroid,  their 
inner  broad  ends  are  connected  with  the  fibres  of  Miiller  and  the 
outer  nuclear  layer.    The  rods  are  absent  at  the  yellow  spot. 

8.  The  pigmentary  layer  is  usually  described  as  forming  part 
of  the  choroid  coat,  but  it  should  be  included  more  properly  as 
one  of  the  layers  of  the  retina.  It  consists  of  a  single  layer  of 
hexagonal  nucleated  cells  filled  with  pigment-granules,  which  are 
most  numerous  towards  the  margins  of  the  cells.  The  use  of  the 
pigment  is  to  absorb  the  rays  of  light  which  pass  through  the 
retina,  and  thus  prevent  their  being  reflected.  It  serves  the  same 
purpose  as  the  black  paint  with  which  the  inside  of  optical  instru- 
ments is  darkened.  Albinoes,  in  whom  this  layer  has  little  or  no 
pigment,  are,  consequently,  dazzled  by  daylight  and  see  better  in 
the  dusk.* 

*  In  many  of  the  nocturnal  carnivorous  quadrupeds,  the  inner  surface  of  the 
choroid  at  the  bottom  of  the  eye  presents  a  brilliant  colour  and  metallic  lustre.  It 
ia  called  the  tapeiicm.    By  reflecting  the  rays  of  light  a  second  time  through  the 
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The  arteria  centralis  retinou,  after  emerging  through  the 
poms  opticus,  divides  into  two  branches — an  upper  and  a  lower — 
which  then  form  a  delicate  network  of  blood-vessels  throughout 
the  nerve-fibre  layer,  penetrating  as  far  as  the  inner  nuclear  layer, 
beyond  which  no  capillaries  can  be  traced.  After  maceration  in 
water,  the  nervous  substance  can  be  removed  with  a  camel's 
hair  brush,  and  then  in  an  injected  eye  the  network  formed  by  the 
vessels  can  be  distinctly  seen.  The  arteries  of  the  retina  do  not 
communicate  directly  with  the  choroidal  vessels. 

Structuee  of  '^^^  various  layers  of  the  retina  are  thinner  at 
THE  Macula  the  fovea,  except  the  cones,  which  are  much  elon- 

LuTEA  AND  FoTEA  gatcd.  It  Is  dcstitute  of  rods  and  of  the  nerve- 
Centbazis.  ^Y)re  layer.    At  the  margin  of  the  fovea  most  of 

the  layers  are  thicker  than  elsewhere. 

AQTIE0T7S  The  aqueous  humour  consists  of  a  few  drops  of 

Humour.  an  alkaline  clear  watery  fluid,  which  fills  the  space 

between  the  cornea  and  the  lens.*  The  iris  lies  in  it,  and  divides 
the  space  into  two  chambers  of  unequal  size — an  anterior  and  a 
posterior.  The  posterior  is  much  the  smaller  of  the  two  ;  indeed, 
the  iris  rests  on  the  capsule  of  the  lens,  so  that,  strictly  speaking, 
there  is  no  interval  between  the  opposed  surfaces,  hence  no  such 
space  really  exists.  This  accounts  for  the  frequent  adhesions  which 
take  place  during  inflammation  of  the  iris,  between  the  iris  and 
the  capsule  of  the  crystalline  lens.f  A  delicate  layer  of  epithelium 
covers  the  posterior  surface  of  the  cornea,  but  nothing  like  a  con- 
tinuous membrane  can  be  demonstrated  on  the  iris  or  the  capsule 
of  the  lens.  The  anterior  chamber  is  remarkable  for  the  rapidity 
with  which  it  absorbs  and  secretes,  as  is  proved,  in  the  one  case, 
by  the  speedy  removal  of  extravasated  blood ;  in  the  other,  by  the 
rapid  reappearance  of  the  aqueous  humour  after  the  extraction  of 
a  cataract. 

retina,  it  probably  enables -the  animal  to  see  better  in  the  dusk.  It  is  tbe  cause  of 
the  well-known  glare  of  the  eyes  of  cats  and  other  animals  ;  and  the  great  breadth 
of  the  luminous  appearance  arises  from  the  dilatation  of  the  pupil. 

*  The  solid  constituent  is  mainly  composed  of  chloride  of  sodium. 

•f-  Some  anatomists  describe  the  anterior  chamber  as  lined  by  a  serous  membrane 
called  the  membrane  of  the  aqueous  humjur. 
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The  ViTREors  ^'^^  vitreous  body  is  a  transparent,  gelatinous- 
BoDT  AND  THE  lookiug  siiLstance,  which  fills  up  nearly  four-fifths 
Hyaloid  Mem-  of  the  interior  of  the  globe  (p.  634).  It  can  be 
BRANE.  easily  separated  from  the  retina,  except  at  the 

optic  disc;  in  front  it  presents  a  deep  depression,  in  which 
the  crystalline  lens  is  embedded.  It  is  surrounded  by  a  delicate 
transparent  membrane,  the  hyaloid  membrane,  which  forms  a 
capsule  for  the  vitreous  body,  and  is  sufficiently  strong  to  keep  it 
in  shape  after  the  stronger  tunics  of  the  eye  have  been  removed. 

When  the  vitreous  humour  has  been  hardened  in  chromic 
acid  it  is  rendered  somewhat  opaque,  and  presents,  especially  at 
its  outer  part,  a  lamellar  appearance.    It  consists  of  a  fluid  con- 
tained in  the  meshes  of  a  cellular  structure,  which  communicate 
freely  with  each  other  j  for  if  any  part  of  it  be  punctured,  the 
humour  gradually  drains   away.*     If  examined  carefully,  the 
lamellation  is  seen  to  be  arranged  concentrically,  the  layers,  as 
they  approach  the  centre,  becoming  less  firm  in  consistence.  The 
vitreous,  moreover,  on  a  transverse  section  shows  a  radial  striation, 
but  whether  this  exists  naturally,  or  is  the  result  of  post-mortem 
changes,  or   from  chemical  reagents,  is  not  known.  Eunning 
through  the  middle  from  before  backwards  is  a  small  canal — 
canal  of  Stilling — about  a  line  in  diameter, 
which  contains  fluid,  and  is  broader  behind 
than  in  front;   this  in  the  foetus  lodges  a  ii^^^^^fek 
small  branch  of  the  retinal  artery,  which  ii^^^^^^Mk 
ramifies  on  the  back  of  the  capsule  of  the  lens.  ^^^^^^^ 

Zo     o  Z  NN        Surrounding  the   hollow  /^'^^^^^^^^^ 
in  the  vitreous  which    re-  W  /  ^^^^^^^M 
ceives  the  crystalline  lens  is  the  zone  of  ^^^SeM^ 
Zinn,\  This  zone  is  best  exposed  by  remov-  ^^^^^^^  ™^ 
ing  the  ciliary  processes.    It  appears  as  a  Canai  of  Petit  (inflated). 

11         Ti-         j-1  J       ijr  it.     Zone  of  Zinn  (exaggerated). 

dark,  radiating  disk,  and  extends  irom  the 

front  margin  of  the  retina  nearly  to  the  capsule  of  the  lens  ; 

*  This  is  composed  mainly  of  water,  with  albuminate  of  soda,  and  mucin, 
f  Zinn  was  Professor  of  Anatomy  at  Gottingen  about  the  middle  of  the  eighteenth 
century,  and  author  of  '  Descriptio  Anat.  Oculi  Humani.' 
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its  surface  is  marked  by  prominent  ridges,  which  correspond  with 
the  intervals  between  the  ciliary  processes  (fig.  164).  It  assists 
in  maintaining  the  lens  in  its  proper  position,  and  is  firmly 
connected  with  its  capsule. 

Canal  of  If  the  transparent  membrane  between  the  zone 

of  Zinn  and  the  margin  of  the  lens  be  carefully 
punctured,  and  the  point  of  a  small  blow-pipe  gently  introduced, 
and  air  or  fluid  injected,  we  may  succeed  in  inflating  a  canal  which 
encircles  the  lens  :  this  is  the  canal  of  Petit,  or  '  canal  godronne ' 
(fig.  164).  This  canal  is  usually  described  as  formed  by  the 
separation  of  the  hyaloid  membrane  into  two  layers ;  the  anterior 
— the  zone  of  Zinn — being  continued  forwards  in  front  of  the  lens, 
the  posterior  passing  behind  it. 

Ceystalxine  The  crystalline  lens  (fig.  161)  is  a  perfectly 

^^^s-  translucent  solid  body,  situated  immediately  be- 

hind the  pupil,  and  partly  embedded  in  the  vitreous  body.  It  is 
convex  on  both  sides,  but  more  so  behind.  In  early  life  it  is 
nearly  spherical  and  "Soft,  but  it  becomes  more  flattened,  firmer,  and 
amber-coloured  with  advancing  age.  In  the  adult  its  transverse 
diameter  is  about  one-third  of  an  inch ;  its  antero-posterior,  one- 
fifth  of  an  inch. 

The  lens  is  surrounded  by  a  capsule  equally  translucent  as 
itself.  The  capsule  is  brittle,  and  is  composed  of  a  structure 
similar  to  the  elastic  layer  of  the  cornea.  It  is  four  times  thicker 
in  front  than  behind,  as  might  be  expected,  for  the  sake  of  more 
effective  support.  No  vascular  connection  whatever  exists  between 
the  lens  and  its  capsule.^  The  lens  protrudes  directly  the  capsule 
is  sufficiently  opened. 

Minute  Stkuc-       The  minute  structure  of  the  lens  can  only  be 
TUKE  or  THE         made  out  after  being  hardened.    It  is  soft,  almost 
gelatinous  in  consistence  outside,  but  each  suc- 

*  Tlie  vessel  of  the  capsule  of  the  lens  is  derived  from  the  arteria  centralis  retinae, 
and  in  mammalia  can  only  be  injected  in  the  fcetal  state.  In  the  reptilia,  however, 
the  posterior  layer  of  the  capsnle  is  permanently  vascular.  This  small  artery  passes 
forwards  througla  the  canal  of  Stilling  to  the  posterior  part  of  the  capsule  of  the 
lens,  on  which  it  radiates  into  numerous  small  branches,  communicating  with  branches 
in  the  iris  and  pupillary  membrane. 
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cessive  layer  becomes  more  dense,  so  that  the  central  part  is  hard, 
and  constitutes  the  nucleus.  It  is  seen  to  be  divided  into  three 
equal  parts,  by  three  lines,  which  radiate  from  the  centre  to  within 
one-third  of  the  circumference.  Each  of  these  portions  is  com- 
posed of  numerous  concentric  layers,  arranged  one  within  the 
other,  like  the  coats  of  an  onion.  If  any  single  layer  be  examined 
with  the  microscope,  it  is  seen  to  be  composed  of  fibres  about 
s^oVo^^  of  an  inch  in  thickness,  running  in  a  curved  direction, 
and  connected  together  by  finely  serrated  edges.  On  a  transverse 
section  the  lens  fibres  are  found  to  be  hexagonal  prisms,  with  very 
little  connecting  substance.  Between  the  front  of  the  lens  and  its 
capsule  is  a  layer  of  flattened  cells  with  well-marked  excentric 
nuclei.  The  beautiful  dove-tailing  of  the  fibres  of  the  lens  was 
first  pointed  out  by  Sir  David  Brewster ;  and  to  see  it  in  perfec- 
tion, one  ought  to  examine  the  lens  of  the  cod-fish. 

The  function  of  the  lens  is  to  bring  the  rays  of  light  to  a  focus 
upon  the  retina.* 

*  The  lens  contains  about  60  per  cent,  of  water,  and  30  per  cent  of  albuminoids. 
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The  parts  constituting  the  organ  of  hearing  should  be  examined 
in  the  following  order: — 1.  The  outer  cartilage  or  pinna  ;  2.  The 
naeatus  auditorius  externus  ;  which  leads  to  3.  The  tympanum  or 
middle  ear  ;  and  4.  The  labyrinth  or  internal  ear,  comprising  the 
vestibule,  cochlea,  and  semi-circular  canals, 
p^^^^  The  pinna  or  auricle  is  irregularly  oval,  and 

presents  on  its  external  aspect  niunorous  eminences 
and  hollows,  which  have  received  the  following  names  : — The  cir- 
cumferential folded  border  is  called  the  helix ;  the  ridge  within  it, 
the  antihelix  ;  between  these  is  a  curved  groove,  called  the  fossa 
of  the  helix.  The  antihelix  bifurcates  towards  the  front,  and 
encloses  the  fossa  of  the  antihelix.  The  conical  eminence  in  front 
of  the  meatus  is  termed  the  tragus^  on  which  some  hairs  are 
usually  found.  Behind  the  tragus,  and  separated  from  it  by  a 
deep  notch  {incisura  intertragica),  is  the  antitragus.  The  lobule 
is  the  soft  pendulous  part,  and  consists  of  fat  and  fibrous  tissue. 
The  deep  hollow,  which  collects  the  vibrations  of  sound,  and  con- 
veys them  into  the  external  meatus,  is  termed  the  concha.  The 
pinna  is  composed  of  yellow  fibro-cartilage,  with  a  little  fat  and 
cellular  tissue.  It  is  attached  by  an  anterior  ligament  to  the  root 
of  the  zygoma,  and  by  sl  posterior  to  the  mastoid  process  of  the 
temporal  bone.  When  the  skin  of  the  pinna  is  removed,  we  find 
that  the  cartilage  has  a  tubular  prolongation  inwards,  which  forms 
the  external  part  of  the  meatus  auditorius.  It  does  not,  however, 
form  any  part  of  the  lobule,  and  is  incomplete  behind  the  tragus, 
the  deficiency  being  filled  up  with  fibrous  tissue.  The  cartilage 
further  presents  several  fissures  {fissures  of  Santorini)  at  the 
anterior  part  of  the  tubular  prolongation,  which  are  completed  by 
firm  fibrous  tissue. 
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Muscles  of  The  muscles  which  move  the  cartilage  of  the 

THE  Pinna,  ear  as  a  whole,  have  been  described  (p.  2).  Other 
small  muscles  extend  from  one  part  of  the  cartilage  to  another ; 
but  they  are  so  indistinct  that,  unless  the  subject  be  very  muscular, 
it  is  difficult  to  make  them  out.  The  following  six — four  on  the 
front  of  the  auricle  and  two  behind  it — are  usually  described : — 

(a)  The  musculus  major  helicis  runs  vertically  along  the 

front  margin  of  the  helix. 
(6)  The  musculus  minor  helicis  lies  over  that  part  of  the 

helix  which  is  connected  with  the  concha. 

(c)  The  musculus  tragicus  lies  vertically  over  the  outer  surface 

of  the  tragus. 

(d)  The  musculus  antitragicus  passes  transversely  from  the 

antitragus  to  the  lower  part  of  the  antihelix. 

(e)  The  musculus  transversus  is  on  the  cranial  aspect  of  the 

pinna  ;  it  passes  nearly  transversely  from  the  back  of  the 
concha  to  the  helix. 
(/)  The   musculus   obliquus   extends  vertically  from  the 
cranial  aspect  of  the  concha  to  the  convexity  below  it. 

The  arteries  of  the  pinna  are  derived  from  the  posterior 
auricular,  and  from  the  auricular  branches  of  the  temporal 
and  occipital.  The  veins  empty  themselves  into  the  temporal 
vein.  The  nerves  are  furnished  by  the  auriculo-parotidean  branch 
of  the  superficial  cervical  plexus,  the  auriculo-temporal  branch  of 
the  inferior  maxillary,  the  posterior  auricular  branch  of  the  facial, 
and  the  auricular  branch  of  the  pneumogastric. 

Meatus  Audi-  This  passage  leads  down  to  the  membrana 
TORius  ExTERNus.  tympaul,  and  conveys  the  vibrations  of  sound  to 
the  tympanum.  It  is  about  an  inch  and  a  quarter  in  length  ;  its 
external  opening  is  longest  in  its  vertical  direction :  its  termina- 
tion is  broadest  in  its  transverse.  The  canal  inclines  at  first 
upwards  and  forwards,  and  then  curves  a  little  downwards.'^  Its 

*  To  obtain  a  correct  knowledge  of  the  length  and  dimensions  of  the  meatus, 
sections  should  be  made  through  it  in  different  directions,  or  a  cast  be  taken  of  it  in 
plaster-of-Paris. 
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floor,  owing  to  the  oblique  direction  of  the  membrana  tympani,  is 
a  little  longer  than  the  roof.  It  is  not  of  equal  calibre  throughout, 
the  narrowest  part  being  about  the  middle  ;  hence  the  difficulty 
of  extracting  foreign  bodies  which  have  passed  to  the  bottom  of  the 
canal.  It  is  formed,  partly  by  a  tubular  continuation  of  the 
cartilage  of  the  auricle,  partly,  by  an  osseous  canal  in  the  temporal 
bone.  The  cartilaginous  portion  is  about  half  an  inch  long  and 
is  firmly  connected  with  the  osseous  portion,  which  is  about  three- 
fourths  of  an  inch.  The  skin  and  the  cuticle  are  continued  down 
the  passage,  and  becoming  gradually  thinner,  form  a  cul-de-sac 
over  the  membrana  tympani.  The  outer  portion  is  furnished  with 
hairs  and  ceruminous  glands  which  secrete  the  cerumen  or  wax, 
and  are  only  found  over  the  cartilaginous  portion  of  the  canal.  Its 
arteries  are  derived  from  the  posterior  auricular,  internal  maxillary 
and  temporal ;  its  nerve  from  the  amiculo-temporal. 
Tysipanum  "^^^  tympanum,  or  middle  ear,  is  an  irregular 

cavity  in  the  petrous  part  of  the  temporal  bone, 
and  separated  from  the  external  auditory  meatus  by  the  membrana 
tympani.  It  is  lined  with  mucous  membrane  and  filled  with  air, 
which  is  freely  admitted  through  the  Eustachian  tube  ;  so  that 
the  atmospheric  pressure  is  equal  on  both  sides  of  the  membrane. 
A  chain  of  small  bones,  retained  in  their  position  by  ligaments 
and  acted  upon  by  muscles,  passes  across  it.  The  use  of  these 
bones  is  to  communicate  the  vibrations  of  the  membrana  tym- 
pani to  the  labyrinth.  For  this  purpose  one  end  of  the  chain  is 
attached  to  the  membrane,  the  other  to  the  fenestra  ovalis.  The 
antero-posterior  diameter  of  the  tympanum  is  rather  less  than  half 
an  inch,  its  vertical  and  transverse  diameters  about  a  quarter  of  an 
inch.  The  cavity  is  bounded  by  a  roof,  a  floor,  an  outer,  an  inner, 
an  anterior,  and  a  posterior  wall.  Its  roof  is  formed  by  a  thin 
plate  of  bone  corresponding  with  the  anterior  surface  of  the  pars 
petrosa  ;  its  floor,  by  a  thin  plate,  which  forms  the  jugular  fossa. 
Its  outer  wall  is  formed  by  the  membrana  tympani,  and  partly  by 
bone  ;  the  latter  is  pierced  by  the  fissura  Grlaseri  (which  gives  passage 
to  the  processus  gracilis  of  the  malleus  and  the  laxator  tympani), 
and  by  the  canal  of  Huguier  for  the  exit  of  the  chorda  tympani 
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nerve.  The  inner  ivall  presents  the  following'  objects,  beginning 
from  above  :  1.  A  ndge,  indicating  the  line  of  the  aqueductus 
Fallopii ;  2.  The  fenestra  ovalis,  which  leads  into  the  vestibule,  . 
but  is  closed  in  the  recent  state  by  a  membrane,  to  which  is 
attached  the  base  of  the  stapes  ;  3.  Below  the  fenestra  ovalis  is  a 
bony  prominence,  the  promontory  ;  it  is  occasioned  by  the  first 
turn  of  the  cochlea,  and  is  marked  by  grooves,  in  which  lie  the 
branches  of  the  tympanic  plexus  of  nerves ;  4.  Below  and  behind 
this,  is  the  fenestra  rotunda  ;  it  leads  into  the  scala  tympani  of 
the  cochlea,  but  is  closed  in  the  recent  state  by  membrane  ; 
5.  Immediately  behind  the  fenestra  ovalis,  is  a  small  conical 
eminence,  named  the  pyramid,  in  the  summit  of  which  is  a  small 
aperture,  from  which  the  tendon  of  the  stapedius  emerges. 

The  posterior  wall  presents  three  or  four  openings,  which 
Lead  into  the  mastoid  cells,  and  convey  air  into  them  from  the 
tympanum  ;  also  a  small  foramen,  foramen  chordce  posterius,  for 
the  passage  of  the  chorda  tympani  nerve. 

The  antenor  wall  leads  to  the  Eustachian  tube,  and  (in  the  dry 
bone)  to  the  canal  for  the  tensor  tympani,  which  are  separated 
from  each  other  by  a  bony  septum,  the  processus  cochleariformis. 

Lastly,  a  nerve  called  the  chorda  tympani  (a  branch  of  the 
portio  dura)  runs  across  the  cavity,  covered  by  mucous  membrane. 

Membrana  ,  The   membrana   tympani  is  a   thin  semi- 

Tympani.  transparent   disk   which  completely  closes  the 

bottom  of  the  meatus  auditorius  externus.  It  is  nearly  circular, 
and  its  circumference  is  set  in  a  bony  groove,  so  that  it  is  stretched, 
somewhat  like  the  parchment  of  a  drum,  on  the  outer  wall  of  the 
tympanum.  Its  plane  is  not  vertical,  but  slants  from  above  down- 
wards, forming,  with  the  floor  of  the  meatus,  an  angle  of  55°. 
It  is  slightly  conical,  the  apex  being  directed  inwards  towards  the 
tympanum,  and  between  its  layers  is  inserted  the  handle  of  the 
malleus.  It  is  composed  of  three  layers :  an  outer,  formed  by 
an  extremely  thin  layer  of  true  skin  ;  an  inner,  by  the  mucous 
membrane  of  the  tympanum  ;  and  a  middle  layer,  consisting  of 
fibrous  tissue  ;  some  of  the  fibres  radiate  from  the  centre,  others 
are  circular,  forming  a  circumferential  ring  close  to  the  osseous 
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groove.  The  membrane  is  supplied  with  blood  from  the  tympanic 
branch  of  the  internal  maxillary,  the  stylo-mastoid  branch  of  the 
posterior  am-icular,  and  the  Vidian. 

Eustachian  For  a  complete  account  of  the  Eustachian  tube 

Tube.  ^gee  p.  186).    It  proceeds  from  the  anterior  part 

of  the  tympanum,  downwards,  forwards,  and  inwards,  to  the 
pharynx. 

OssicxjLA  The  three  small  bones  in  the  tympanum  are 

AuDiTus.  named  after  their  fancied  resemblance  to  certain 

implements,  the  malleus,  incus,  and  stapes.    They  are  articulated 

Fig.  166.       "     to  each  other  by  perfect  joints,  and  are  so 

placed  that  the  chain  somewhat  resembles 

the  letter  Z.    Their  use  is  to  transmit  the 

vibrations  of  the  membrana  tympani  to  the 

membrane  of  the  fenestra  ovalis,  and,  through 

it,  to  the  fluid  contained  within  the  vestibule. 

But  they  have  another  use,  which  would  be 

THE  OSSICLES  OF  THE  BIGHT  iucompatiblo  wlth  a  single  bone — namely, 

TYMPANUM.  permit  the  tightening  and  relaxation  of 

c.  stapes.  It  lies  horizontally  the  membrane,  and  thus  adapt  it  either  to 
and  forms  a  right  angle  with         •  ,    ,  i       •  i  i       i  i 

the  long  process  of  the  incus,  rcsist  the  impulso  01  a  vory  loud  souud,  or 
to  favour  a  more  gentle  one. 

The  malleus,  or  hammer  bone,  consists  of  an  upper  part  or 
head,  which  is  suspended  to  the  roof  of  the  tympanum  by  the  sus- 
pensory ligament,  and  articulates  posteriorly  with  the  incus.  From 
it  proceeds  the  handle,  which  is  nearly  vertical,  and  is  attached 
along  its  whole  length  to  the  upper  half  of  the  membrana  tympani. 
The  long  process  (processus  gracilis)  projects  at  right  angles  from 
the  head  of  the  malleus,  runs  into  the  Grlaserian  fissure,  and 
receives  the  insertion  of  the  laxator  tympani.  The  processus 
brevis,  situated  at  the  junction  of  the  long  process  and  the  head, 
looks  towards  the  membrana  tympani,  and  receives  the  insertion  of 
the  tensor  tympani. 

The  incus,  or  anvil  bone,  is  shaped  like  a  tooth  with  two  unequal 
widely  separated  fangs.  Its  broad  part  or  body  presents  a  concavo- 
convex  articulation  for  the  head  of  the  malleus ;  its  long  process 
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runs  nearly  parallel  with  the  handle  of  the  malleus,  and  articulates 
with  the  stapes  through  the  intervention  of  a  small  bone,  the  os 
orbiculare,  which,  in  adult  life,  forms  part  of  the  long  process,  but 
in  foetal  life  is  a  separate  bone ;  its  short  process  is  directed  back- 
wards, and  its  point  is  fixed  in  a  small  hollow  at  the  commence- 
ment of  the  mastoid  cells. 

The  stapes,  or  stirrup  bone,  lies  horizontally.  Its  head  articulates 
with  the  long-  process  of  the  incus.  Two  diverging  crura  pass 
from  the  head  to  the  base,  which  is  attached  to  the  membrane 
covering  the  fenestra  ovalis.  The  stapedius  muscle  is  inserted 
into  the  posterior  part  of  its  neck. 

The  tympanic  bones  are  maintained  in  their  positions  by 
various  ligaments.  The  anterior  ligament  of  the  malleus  passes 
from  the  head  of  this  bone  to  the  anterior  wall  of  the  tympanum  ; 
the  suspensory  ligament  descends  from  the  roof  of  the  tympanum 
outwards  to  the  head  of  the  malleus,  and  the  posterior  ligament 
of  the  incus  passes  from  the  short  process  to  the  posterior  wall  near 
the  mastoid  cells.  The  ossicles  are  connected  by  an  imperfect 
capsular  ligament,  which  passes  from  the  long  process  of  the 
incus  to  the  head  of  the  stapes ;  and  by  another  which  passes 
from  the  head  of  the  malleus  to  the  incus.  The  surfaces  of  the 
bones  forming  these  two  little  joints  are  covered  with  cartilage. 
The  joints  have  also  synovial  membranes. 

The  muscles,  by  moving  the  tympanic  bones,  tighten  or  relax 
Muscles  of  the  membrana  tympani.  The  tensor  tympani 
THE  Tyupantjm.  tuus  lu  a  Canal  above  and  parallel  to  the  Eustachian 
tube,  from  the  cartilaginous  part  of  which  it  arises,  as  well  as  from 
the  apex  of  the  petrous  portion  of  the  temporal  bone.  It  passes 
backwards,  and  terminates  in  a  round  tendon,  which  enters  the 
front  wall  of  the  tympanum  through  a  special  bony  canal,  and  is 
inserted  into  the  root  of  the  handle  of  the  malleus.  Its  nerve 
comes  from  the  otic  ganglion.  Its  action  is  to  draw  inwards  the 
head  of  the  malleus,  and  thus  render  the  membrane  tense.  The 
laxator  tympani  arises  from  the  spinous  process  of  the  sphenoid, 
and  the  Eustachian  tube,  and  is  inserted  into  the  neck  of  the 
malleus  close  to  the  root  of  the  processus  gracilis.    It  is  supplied 
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by  a  branch  of  the  facial  nerve."^  Its  action  is  to  relax  the  mem- 
brana  tympani.  The  stapedius  arises  from  the  hollow  of  the 
pyramid,  and  its  tendon  runs  forwards  to  be  inserted  into  the 
neck  of  the  stapes,  f  Its  nerve  is  derived  from  the  facial.  By 
its  action  it  increases  the  tension  upon-the  fluid  in  the  vestibule. 

The  tympanum  is  lined  with  mucous  membrane,  which  is 
continuous  with  that  of  the  pharynx.  It  covers  the  ossicles,  and 
is  prolonged  into  the  mastoid  cells.  The  membrane  is  pale  and 
thin,  and  lined  with  columnar  ciliated  epithelium,  except  on  the 
promontory,  the  membrana  tympani,  and  the  ossicles,  where  there 
is  only  a  single  layer  of  flattened  cells. 

Chorda  Tym-  A  branch  {chorda  tympani)  of  the  facial  nerve 
PANi.  enters  the  tympanum  through  a  foramen  at  the 

base  of  the  pyramid  (foramen  chords  posterius) ;  it  then  crosses 
the  tympanum  between  the  handle  of  the  malleus  and  the  long 
process  of  the  incus,  leaves  the  tympanum  through  a  foramen 
(foramen  chordae  anterius),  and  then  traverses  a  canal  [canal  of 
-ETu^mer),  which  runs  close  to  the  Grlaserian  fissure.  It  eventually 
joins  the  submaxillary  ganglion  (p.  51). 

Blood-Vessels  The  tympanum  is  supplied  with  blood— 1,  by 
OF  THE  Tym-  the  tympanic  branch  of  the  internal  maxillary, 
^ANTJM.  which  enters  through  the  fissura  Grlaseri ;  2,  by 

the  stylo-mastoid  branch  of  the  posterior  auricular ;  3,  by  small 
branches  from  the  ascending  pharyngeal,  which  enter  with  the 
Eustachian  tube  ;  4,  by  branches  from  the  internal  carotid  artery  ; 
and  5,  by  the  petrosal  branch  of  the  arteria  meningea  media. 

The  mucous  membrane  is  supplied  with  branches  from  the 
tympanic  plexus,  which  is  formed  by  filaments  from  the  tympanic 
branch  of  the  glosso-pharyngeal  nerve,  from  the  carotid  sympathetic 
plexus,  and  from  the  large  and  small  superficial  petrosal  nerves. 

This,  in  consequence  of  its  complexity,  is  called 
the  labyrinth.    It  consists  of  cavities  excavated 

*  This  is  -usuallj  regarded  as  a  muscle,  and  is  described  here  as  such ;  no  mus- 
cular fibres,  ho-we.Ter,  can  be  traced  in  it,  so  that  it  is  probably  only  ligamentous  in 
structure — a  fact  borne  out  in  the  lower  animals. 

t  There  is  a  little  sheath,  lined  with  synovial  membrane,  to  facilitate  the  play  of 
the  tendon  in  the  pyramid. 
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in  the  most  compact  part  of  the  temporal  bone.  The  cavities  are 
divided  into  three — a  middle  one,  called  the  vestibule,  being  a 
centre  in  which  all  communicate ;  an  anterior,  named  from  its 
resemblance  to  a  snail's  shell,  the  cochlea ;  and  a  posterior,  con- 
sisting of  three  semicircular  canals.  These  cavities  are  filled  with 
a  clear  fluid,  called  the  endo-lymph,  and  contain  a  membranous 
expansion  (the  membranous  labyrinth),  upon  which  the  filament^s 
of  the  auditory  nerve  are  expanded. 

The  vestibule,  or  central  chamber,  is  an  irregular 
oblong  cavity,  about  one-fifth  of  an  inch  in  its 
widest  part.    It  communicates  in  front  with  the  cochlea,  through 

Fig.  166. 


Vestibttlb. 


1.  The    superior  semicir- 

cular canal. 

2.  The  posterior  semicir- 

cular canal. 

3.  The    external  semicir- 

cular canal. 

4.  Common  opening  of  the 

superior  and  posterior 
semicircular  canals. 


5.  Aqueductus  vestibuli. 

6.  Aqueductus  cochleae. 

7.  Fovea  hemi-elliptica. 

8.  Fovea  hemispherica. 

9.  Scala  tympani. 
10.  Scala  veatibuU. 


OSSEOUS  LABYRINTH  OF  THE  RIGHT  SIDE  (Sommering). 

the  scala  vestibuli ;  behind,  with  the  five  openings  of  the  semi- 
circular canals ;  on  the  outside  with  the  tympanum,  through  the 
fenestra  ovalis ;  on  the  inside  is  a  shallow  depression,  the  fovea 
hemispherica,  through  which  are  transmitted  the  branches  of  the 
auditory  nerve.  Posteriorly,  this  depression  is  bounded  by  a  ridge, 
the  crista  vestibuli,  and  in  some  subjects  there  is  behind  this 
eminence  the  opening  of  a  small  canal,  called  the  aqueductus 
vestibuli.  It  leads  to  the  posterior  surface  of  the  temporal  bone,^ 
and  transmits  a  small  vein.  In  the  roof  is  an  oval  depression,  the 
fovea  hemi-elliptica,  which  lodges  the  utricle. 

SEMlCmCITLAtt  The  semicircular  canals,  three  in  number,  are 

Canals.  situated  above,  and  rather  behind  the  vestibule. 
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Each  canal  forms  about  two-thirds  of  a  circle,  and  is  about  one- 
twentieth  of  an  inch  in  diameter.  They  open  at  each  extremity 
into  the  vestibule,  therefore  there  should  be  six  apertures  for  them  ; 
but  there  are  only  five,  since  one  of  the  apertures  is  common  to 
tlie  extremities  of  two  canals.  The  canals  are  not  of  equal 
diameter  throughout ;  each  presents  at  one  end  a  dilatation  termed 
the  ampulla,  about  one-tenth  of  an  inch  in  diameter.  This  dila- 
tation corresponds  to  a  similar  dilatation  of  the  membranous  sac, 
upon  which  the  auditory  nerve  expands.  Each  canal  differs  in  its 
direction ;  they  are  named  accordingly,  supenor,  posterior,  and 
external.  The  superior  s.  c.  is  also  the  most  anterior  of  the  three  ; 
its  direction  is  vertical,  and  runs  across  the  petrous  bone ;  the 
ampulla  is  at  the  outer  extremity.    Its  non-ampullated  extremity 

Fig.  167. 


1.  Scala  tympani. 

2.  Scala  vestibuli. 


3.  Lamina  spiralis 

ossea. 

4.  Modiolus,  or  central 

piUar. 


THE  OSSEOUS  COCHLEA. 


opens  by  a  common  orifice  with  the  posterior  s.  c.  The  posterior 
s.  c.  is  also  vertical,  runs  parallel  to  the  posterior  surface  of  the 
petrous  bone,  and  consequently,  at  right  angles  to  the  preceding ; 
the  ampulla  is  at  the  lower  end.  The  external  s.  c.  is  horizontal 
in  position,  with  the  convexity  of  the  arch  directed  backwards;  the 
ampulla  is  at  the  outer  end. 

The  cochlea  is  the  most  anterior  part  of  the 
internal  ear  :  it  very  closely  resembles  a  common 
snail's  shell,  and  is  placed  so  that  the  base  of  the  shell  corresponds 
to  the  bottom  of  the  meatus  auditorius  internus,  while  the  apex 
'is  directed  forwards  and  outwards.  Its  base  is  about  a  quarter  of 
an  inch  in  diameter.  It  consists  of  the  spiral  convolutions  of  two 
parallel  and  gradually  tapering  tubes,  which  wind  round  a  central 
pillar,  called  the  modiolus.    The  partition  by  which  the  tubes. 


Cochlea. 
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scalce,  are  separated  is  termed  the  lamina  spiralis.  In  the  dry 
bones  this  partition  is  only  partial ;  but  in  the  recent  state  it 
is  completed  by  a  membrane.  The  spiral  canal  is  about  the  -J^  of 
an  incli  in  diameter,  and  is  about  one  inch  and  a  half  long,  and, 
after  making  two  turns  and  a  half,  terminates  at  the  ajjex  of  the 
cochlea  in  a  rounded  dome,  the  cupola.  Here  the  partition  dis- 
appears, and  is  called  the  helicotrema,  so  that  the  two  scal^  com- 
municate with  each  other  in  this  situation.  These  tubes  are 
called  the  scales  of  the  cochlea,  and  are  filled  with  fluid.  The 
upper  one,  the  scala  vestibuli,  opens  into  the  vestibule ;  the 
lower  one,  rather  the  larger  of  the  two,  is  called  the  scala  tym- 
pani,  and  leads  to  the  membrane  which  closes  the  foramen  ro- 
tundum  of  the  tympanum.  At  its  commencement  there  is  the 
opening  of  the  aqueductus  cochleae,  which  transmits  a  small 
branch  to  the  jugular  vein. 

The  central  pillar  of  the  cochlea  is  called  the  modiolus.  It 
is  of  considerable  thickness  at  the  base,  but  gradually  tapers 
towards  the  apex.  Its  interior  is  traversed  by  numerous  canals, 
which  transmit  small  vessels  and  nerves  to  the  lamina  spiralis. 
One  of  these  canals,  larger  than  the  others,  runs  down  the  centre 
of  the  modiolus  nearly  to  the  apex,  and  transmits  a  small  artery, 
the  arteria  centralis  modioli. 

The"  lamina  spiralis,  the  partition  between  the  two  tubes  or 
scales  of  the  cochlea,  is  made  up,  on  the  inner  half,  of  bone, 
{lamina  spiralis  os,sea) ;  on  the  outer  half,  of  membrane,  which, 
as  wiU.  be  presently  described,  consists  of  two  layers.  The  lamina 
spiralis  ossea  ends  at  the  cupola  in  a  hook-line  process,  the  hamulus. 
On  a  vertical  section  it  is  seen  to  be  composed  of  two  plates, 
between  which  the  structure  is  spongy,  and  presents  a  number  of 
small  canals  for  the  passage  of  the  small  filaments  of  the  cochlear 
division  of  the  auditory  nerve  in  their  course  to  the  membranous 
part  of  the  lamina.  Winding  round  the  modiolus,  close  to  the 
attachment  of  the  lamina  spiralis  ossea,  is  a  small  canal,  called  the 
canalis  spiralis  modioli. 

Mejibranous  If  the  bony  labyrinth  just  described  be  properly 
Labyrinth.  understood,  there  will  not  be  much  difficulty  in 

u  u 
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comprehending  the  shape  of  the  membranous  labyrinth  in  its 
interior, —  a  structure  supporting  the  ultimate  ramifications  of  the 
auditory  nerve.  The  membranous  labyrinth  floats  in  a  fluid 
called  the  jperi-lymph  or  liquor  Cotunnii,  which  is  secreted  by  the 
delicate  serous  membrane  lining  the  osseous  labyrinth. 

The  membranous  labyrinth  is  a  sac,  contained  partly  in  the 
vestibule  and  partly  in  the  semicircular  canals  :  that  situated  in 
the  vestibule  is  termed  the  vestibular  portion  ;  that  in  the  bony 
canals,  the  membranous  semicircular  canals. 

The  sac  in  the  vestibule  is  so  constructed  as  to  form  two  sacs 
of  imequal  size,  which  indirectly  communicate  with  each  other.* 
The  larger  of  the  two,  called  the  utricle  or  common  sinus,  is 
oval,  and  communicates  with  the  five  openings  of  the  membranous 
semicircular  canals.  It  is  lodged  in  the  fovea  hemielliptica,  and 
its  wall  is  thickest  close  to  the  crista  vestibuli,  where  branches  from 
the  auditory  nerve  enter  it.  The  smaller,  called  the  saccule,  is 
globular  and  flattened,  and  lies  in  the  fovea  hemispherica,  in  front 
of  the  utricle.  It  is  connected  with  the  membranous  canal  of  the 
cochlea  by  a  small  short  duct,  termed  the  canalis  reuniens. 

The  utricle  and  the  saccule  contain  on  their  inner  wall  a  minute 
mass  of  calcareous  matter  in  connection  with  nerve  ends,  called 
by  Breschet  the  otoliths  or  otoconia.  They  are  crystals  of  car- 
bonate of  lime,  and  are  present  in  the  labyrinth  of  all  mammalia. 
From  their  greater  hardness  and  size  in  aquatic  animals,  there  is 
reason  to  believe  that  they  perform  the  ofl&ce  of  rendering  the 
vibrations  of  sound  sharper  and  more  distinct.f 

Membranous  The  membranous  semicircular  canals  present 

Semiciecular  the  same  dilatations  or  ampullae  as  the  bony  ones. 
Canals.  q^^q  gj)i(j^  ^t^^  at  this  part  they  nearly  fill  their 

*  From  the  utricle  there  proceeds  a  small  canal,  "which  lies  in  the  aqueductus 
vestibuli ;  this  is  joined  close  to  its  commencement  by  a  similar  canal  from  the 
saccule ;  thus  forming  the  indirect  communication  above  alluded  to. 

t  For  a  detailed  description  of  the  relation  of  the  otoliths  Mnth  the  hair-like 
processes  of  the  nerve-filaments,  the  student  is  referred  to  an  article  by  Dr.  Urban 
Pritchard  in  the  'Quarterly  Journal  of  Microscopic  Science,'  October,  1876,  entitled 
'The  Termination  of  the  Nerves  in  the  Vestibule,  and  Semicircular  Canals  of 
Mammals.' 
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bony  cases  ;  but  in  the  rest  of  their  extent  the  diameter  of  the 
membranous  canal  is  not  more  than  one-third-  that  of  the  bony. 
At  the  ampullated  extremity  the  sac  is  connected  on  its  outer 
aspect  by  blood-vessels  and  nerves  to  the  periosteum,,  forming,  on 
section,  a  septum,  called  the  septum  transversum. 

The  membranous  labyrinth  is  protected,  inside  and  out,  by 
fluid.  The  fluid  in  the  interior  is  termed  the  endolymph,  and 
the  thin  layer  between  it  and  the  bone,  the  perilymph  or  liquor 
Cotunnii;  thus  the  delicate  nervous  membrane  is  placed  between 
two  layers  of  fluid. 

Distribution  The  auditory  nerve  or  portio  mollis  of  the 
OF  THE  Auditory  seventh  pair,  passes  down  the  meatus  auditorius 
internus,  and  at  the  bottom  of  it,  divides  into  an 
anterior  and  posterior  branch,  which,  after  breaking  up  into 
numerous  fasciculi,  are  distributed  to  the  cochlea  and  to  the 
vestibule. 

The  vestibular  nerve  divides  into  five  branches,  which  pro- 
ceed to  the  utricle,  the  saccule,  and  the  three  ampullae  of  the 
semicircular  canals,  respectively  :  those  for  the  utricle,  and  the 
superior  and  external  semicircular  canals  enter  the  vestibule  along- 
the  crista  vestibuli ;  that  for  the  saccule  enters  through  the  fovea 
hemispherica,  and  that  for  the  posterior  semicircular  canal  is  con- 
tinued along  a  bony  canal  to  its  termination.  The  nerves  to  the 
semicircular  canals  enter  the  ampullae  by  a  forked  swelling  which 
corresponds  to  each  septum  transversum. 

The  membranous  semicircular  canals  consist  of  three  layers, 
an  outer  or  fibrous  layer,  which  is  connected  with  the  periosteum 
by  blood-vessels,  and  contains  irregular  pigment-cells  ;  a  middle  or 
tunica  propria,  clear  and  structureless ;  and  an  inner  or  epithelial 
layer,  which  lines  the  inner  space  of  the  tunica  propria.  At  the 
ampullse  the  epithelial  layer  is  composed  of  the  columnar  variety, 
upon  which  are  arranged  cells  of  a  spindle  shape,  having  delicate 
ciliated  processes  (auditory  hairs)  projecting  into  the  endolymph. 

It  has  been  stated  that  in  the  bony  cochlea  there  is  a  partial 
septum,  dividing  the  spiral  tube  into  two  incomplete  scalae.  In  the 
recent  condition,  however,  the  osseous  lamina  spiralis  is  continued 

u  u  2 
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outwards  by  a  thick  membrane,  the  basilar  membrane  (fig.  168)  ; 
thus  dividing  the  tube  into  an  upper  canal,  the  scala  vestibuli, 
and  a  lower,  the  scala  tympani.  The  upper  scale  is  subdivided  by 
an  oblique  membrane- — membrane  of  Reissner — into  two  canals, 
an  inner,  the  scala  vestibuli,  and  an  outer,  the  d/actus  cochlearis. 
The  ductus  cochlearis  or  scala  media  terminates  at  the  helicotrema 
in  a  cul-de-sac ;  inferiorly  it  is  connected  with  the  cavity  of  the 
saccule  by  a  long,  narrow  duct,  called  the  canalis  reuniens. 

On  examining  the  membranous  continuation  of  the  lamina 
spiralis,  it  is  seen,  not  far  from  its  attachment  to  the  osseous  zone, 

Fig.  168. 


DIAGEAMMATIC  SECTION  OF  A  COII.  OF  THE  COCHLEA. 

(From  Quain.) 


s  V.  Scala  vestibuli. 

D  c.  Ductus  cochlearis. 

s  T.  Scala  tympani. 

m  R.  Membrane  of  Eeissner. 

lis.  Limbus  laminae  spiralis. 

m  T.  Membrana  tectoria. 


r  c.  Rods  of  Corti. 

m  b.  Membrana  bosilaris. 

Is  p.  Ligamentum  spirale. 

s  s.  Sulcus  spiralis. 

g  s.  Ganglion  spirale. 


to  be  thickened  into  an  elongated  crest,  the  limbus,  which  over- 
hangs a  groove,  called  the  sulcus  spiralis.  The  structure  of  the 
limbus  consists  of  firm  connective  tissue,  on  the  under  part  of  which 
are  found  numerous  cells.  The  basilar  membrane  forms,  at  the 
base  of  the  cochlea,  but  a  small  breadth  of  the  septum,  the  broadest 
part  being  formed  of  bone,  but  it  gradually  increases  in  breadth 
towards  the  cupola,  where  it  constitutes  nearly  the  entire  septum. 
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It  consists  of  a  firm,  fibrillated  tissue,  which  is  probably  formed,  at 
any  rate  on  its  upper  surface,  of  a  structure  closely  resembling 
the  organ  of  Corti. 

The  membrane  which  separates  the  scala  vestibuli  and  the 
ductus  cochlearis  is  a  delicate  almost  structureless  layer,  the  onem- 
hrane  of  Reissner.  It  appears  to  be  composed  of  connective  tissue, 
lined  on  its  vestibular  surface  with  flattened  connective-tissue 
cells,  and  on  its  cochlear  surface  with  squamous  epithelium. 

At  the  point  of  attachment  of  the  basilar  membrane  with  the 
outer  wall  of  the  cochlea  may  be  seen  a  triangular  projection,  which, 
formerly  described  as  a  muscle,  {cochlears  muscle),  is  now  generally 
believed  to  be  a  collection  of  connective-tissue  cells,  and  called 
the  ligamentum  spirale. 

Ohgak  of  The  organ  of  Corti  is  a  highly  complex  structure, 

CoBTi.  placed  on  the  upper  surface  of  the  basilar  mem- 

brane, and  the  floor  of  the  ductus  cochlearis.  The  central  part  of 
the  organ  of  Corti  is  formed  by  two  sets  of  slanting  rods — inner 
and  outer  rods  of  Corti*  which  rest  against  each  other  at  their 
upper  extremities,  thus  forming  a  triangular  tunnel  beneath  them, 
filled  in  the  recent  state  with  endolymph. 

On  the  inner  side  of  the  inner  rods  is  a  single  row  of  cells 
tipped  with  ciliated  processes,  called  the  inner  hair-cells  ;  and  on 
the  outer  side  of  the  outer  rods  are  three  rows  of  similar  cells, 
termed  the  outer  hair-cells. 

The  only  remaining  membrane  to  be  described  is  the  tectonal 
membrane,  which  lies  above  and  parallel  to  the  basilar  membrane, 
but  does  not  extend  much  more  than  half-way  over  it.  It  is  con- 
nected on  its  inner  side  with  the  limbus  spiralis,  and  is  then  con- 
tinued outwards,  overlying  and  resting  upon  the  rods  of  Corti, 
and  ends  in  a  free  extremity.  It  is  a  strong,  elastic  membrane, 
distinctly  fibrous,  especially  upon  its  inner  and  thicker  part. 

The  cochlear  division  of  the  auditory  nerve  (the  vestibular  has 
already  been  described,p.  659)  is  a  short,  thick  branch,  which  breaks 
up  into  numerous  filaments  at  the  bottom  of  the  meatus  auditorius 

*  The  inner  rods  are  stated  to  bo  more  numerous  than  the  outer,  in  the  proportion 
of  6,000  of  the  inner  to  ■lr,500  of  the  outer  rods. 
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internus.  These  enter  the  canals  in  the  base  of  the  modiolus,  and 
then  arch  outwards  between  the  plates  of  the  lamina  ossea.  In 
their  course  outwards  between  the  plates,  they  pass  through  the 
spirally  arranged  ganglionic  cells,  beyond  which  they  form  a  wide 
plexus.  Tbey  are  collected  together  close  to  the  free  border  of  the 
osseous  zone,  forming  a  very  minute  nerve-plexus,  whose  filaments 
interlace  freely  ;  they  then  enter  the  membranous  zone  to  be  con- 
nected with  the  jgner  hair-cells  of  the  organ  of  Corti.* 

The  vessels  which  supply  the  cochlea  are  from  ten  to  twelve  in 
number,  and  are  derived  from  the  auditory  artery  ;  they,  like  the 
nerves,  enter  the  bony  canals  of  the  modiolus,  and  then  turn  out- 
wards to  ramify  upon  the  osseous  zone,  supplying  its  periosteum. 
The  plexus  formed  by  these  branches  communicates  with  a  vessel 
known  as  the  vas  spirale,  which  runs  longitudinally  in  the  liga- 
mentum  spirale  to  the  outer  attachment  of  the  membrana  basil- 
aris.  The  veins  from  the  cochlea  terminate  in  the  superior 
petrosal  sinus,  having  previously  joined  those  of  the  vestibule  and 
semicircular  canals. 

*  Some  anatomists  describe  filaments  as  passing  between  the -rods  of  Corti  to  end 
in  the. outer  hair-cells. 
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The  form,  size,  position,  and  other  external  characters  of  the 
mammary  gland  vary  more  or  less  in  different  persons.  The 
longest  diameter  of  the  gland  is  in  a  direction  upwards  and  out- 
wards towards  the  axilla ;  its  thickest  part  is  at  the  centre  ;  and 
the  fulness  and  roundness  of  the  gland  depend  upon  the  amount 
of  fat  about  it.  Its  deep  surface  is  flattened  in  adaptation  to 
the  pectoral  muscle,  to  which  it  is  firmly  connected  by  an  abund- 
ance of  areolar  tissue.  In  its  vertical  direction  the  breast  corre- 
sponds to  the  space  between  the  third  and  sixth  or  seventh  ribs ; 
in  its  lateral  direction,  to  the  space  between  the  side  of  the 
sternum  and  the  axilla,  while  the  nipple  corresponds  to  the  fourth 
rib,  or  a  little  below  it. 

It  is  enclosed  by  a  fascia,  which,  not  only  supports  it  as  a 
whole,  but  penetrates  into  its  interior,  so  as  to  form  a  framework 
for  its  several  lobes  ;  hence  it  is  that,  in  cases  of  mammary  abscess, 
the  matter  is  apt  to  be  circumscribedj  not  diffused. 

The  nipple  {mammilla)  projects  a  little  below  the  centre ;  it 
is  surrounded  by  a  coloured  circle,  termed  the  areola ;  this  circle 
is  of  a  rose-pink  colour  in  virgins,  but,  in  those  who  have  borne 
children,  of  a  dark  brown.  It  begins  to  enlarge  and  grow  darker 
about  the  second  or  third  month  of  pregnancy,  and  these  changes 
continue  till  parturition.  The  areola  is  abimdantly  provided  with 
papillse,  and  with  subcutaneous  sebaceous  glands,  to  lubricate 
the  surface  during  lactation ;  the  areola  as  well  as  the  nipple  is 
destitute  of  fat. 

The  gland  itself  consists  of  distinct  lobes  held 
together  by  firm  connective  tissue,  and  provided 
with  separate  lactiferous  ducts.    Each  lobe  divides  and  subdivides 
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into  lobules,  and  the  duct  branches  out  accordingly.*  Traced  to 
their  origin,  we  find  that  the  ducts  commence  in  clusters  of 
minute  cells,  and  that  the  blood-vessels  ramify  minutely  upon 
these  cells  ;  altogether,  then,  a  single  lobe  might  be  compared  to 
a  bunch  of  grapes,  of  which  the  stalk  represents  the  main  duct. 
The  main  ducts  [galactophorus  ducts)  from  the  several  lobes, 
from  fifteen  to  twenty  in  number,  converge  towards  the  nipple, 
and,  just  before  they  reach  it,  become  dilated  into  small  sacs  or 
amjoullce,  two  or  three  lines  wide ;  after  this  they  run  up  to  the 
apex  of  the  nipple,  and,  running  parallel,  terminate  in  sej)arate 
orifices. 

The  vesicles  and  the  galactophorus  ducts  are  lined  with 
columnar  epithelium,  except  at  their  orifices,  where  it  becomes 
squamous. 

The  arteries  of  the  gland  are  derived  from  the  long  thoracic, 
the  internal  mammary,  and  the  intercostah ;  the  nerves  come 
from  the  anterior  and  lateral  cutaneous  branches  of  the  intercostal 
nerves  and  from  the  descending  branches  of  the  cervical  plexus. 
The  veins  diverge  from  the  nipple,  and  terminate  in  the  axillary 
and  internal  mammary  veins. 

The  lymphatics  run  chiefly  to  the  axillary  glands. 

*  It  is  observed,  in  some  cases,  that  one  or  more  lobules  run  off  to  a  consider- 
able distance  from  the  main  body  of  the  gland,  and  lie  embedded  in  the  subcutaneous 
tissue.  This  should  be  remembered  when  it  is  necessary  to  remove  the  entire 
gland. 
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STRircTtiRE  OF  The  scrotuDi  is  a  pouch  of  skin  for  the  lodgment 
THE  ScEOTUM.  of  thc  testes,  and  presents  in  the  middle  line  a  ridge, 
the  raphe,  on  each  side  of  which  it  is  corrugated  into  rugse.  It 
is  composed  of  six  tunics: — 1.  The  skin  ;  2.  The  tunica  dartos ; 
3.  A  layer  of  connective  tissue  ;  4.  The  spermatic  fascia ;  5.  The 
cremaster  or  suspensory  muscle  ;  6.  The  infundibuliform  fascia, 
derived  from  the  fascia  transversalis. 

Each  of  these  coverings  cannot  be  demonstrated  under  ordi- 
nary circumstances,  because  they  are  so  blended  together ;  but  they 
can  be  shown  when  hjrpertrophied  in  the  case  of  old  and  large 
herniae. 

^^^^^  The  dartos  is  a  thin  layer,  consisting  of  mus- 

cular fibres  of  the  involuntary  kind,  like  those  of 
the  bladder  and  intestines.  It  serves  to  corrugate  the  loose  and 
extensible  skin  of  the  scrotum,  and  in  a  measure  to  support  and 
brace  the  testicles.  It  is  more  abundant  in  the  anterior  than  the 
posterior  part  of  the  scrotum. 

Later  of  Con-  Beneath  the  dartos  is  a  large  quantity  of  loose 
NECTiTE  Tissue.  connective  tissue,  remarkable  for  the  total  absence 
of  fat.  Together  with  the  dartos,  it  forms  a  vertical  partition 
between  the  testicles,  termed  the  septum  scroti.  It  is  not  a  com- 
plete partition,  since  air  or  fluid  will  pass  from  one  side  to  the 
other.  The  great  abundance  and  looseness  of  this  tissue  explains 
the  enormous  swelling  of  the  scrotum  in  cases  of  anasarca,  and  in 
cases  where  the  urine  is  effused  into  it  in  consequence  of  rupture 
or  ulceration  of  the  urethra. 

The  spermatic  fascia,  cremaster  muscle,  and  the  infundibuli- 
form fascia  have  been  described  (pp.  359,  361,  366). 
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Testis. 


The  testicle  is  a  gland  of  an  oval  shape  with 
flattened  sides,  suspended  obliquely,  so  that  the 
upper  end  is  directed  forwards  and  outwards,  the  lower  end  in  the 
reverse  direction.  The  left  is  generally  a  little  the  lower  of  the 
two.  Each  testis  is  about  an  inch  and  a  half  in  length,  and  one 
in  breadth,  and  weighs  about  six  drachms  ;  but  few  organs  present 
greater  variations  in  size  and  weight,  even  in  men  of  the  same 
age  ;  generally  speaking,  the  left  is  the  larger.  The  front  and 
sides  of  the  testes  are  smooth,  and  covered  with  the  visceral  layer 
of  the  tunica  vaginalis ;  but  along  the  posterior  part  of  the  gland 

Fig.  169. 


1.  Mediastinum   testis,  con- 

taining the  rate  testis. 

2,  2.  Trabeculse. 

3.  One  of  the  lobules. 

4,  4.  Vasa  recta. 


5.  Coni  vasculosi,  forming  the 

'  globus  major'  of  the  epi- 
didymis. 

6.  Globus  minor,  orlower  end 

of  epididymis. 
J.  Vas  deferens. 


DIAGRAM  OF  A  VERTICAL  SECTION  THROUGH  THE  TESTICLE. 


EPIDinXMIS. 


is  placed  a  long  narrow  body,  termed  the  epididy- 
mis; this  is  not  a  part  of  the  testicle,  but  an 
appendage  to  it,  formed  by  the  convolirtions  of  its  long  excretory 
duct.  Its  upper  larger  end  is  called  the  globus  major,  and  is 
connected  with  the  testicle  by  the  efferent  ducts ;  the  lower  end, 
globus  minor,  is  only  connected  with  the  testicle  by  fibrous 
tissue  ;  that  part  of  the  epididymis  between  these  two  portions  is 
called  the  body.  A  considerable  quantity  of  unstriped  muscular 
fibre  exists  at  the  posterior  part  of  the  epididymis  and  testis 
beneath  the  infundibuliform  fascia,  and  has  been  described  by 
KoUiker  as  the  inner  muscular  tunic. 
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Proper  Co-  The  coverings  of  the  testicle  are — 1.  A  serous 

vERiNos  oT  THE  membrane,  called  the  tunica  vaginalis,  to,  facili- 
Testiclb.  -j^a^^e       movements ;  2.  A  strong  fibrous  mem- 

brane, called  the  tunica  alhuginea,  to  support  the  glandular 
structure  within ;  3.  A  delicate  stratum  of  minute  blood-vessels, 
which  some  anatomists  have  described  as  a  distinct  coat,  under 
the  name  of  tunica  vasculosa. 

Tunica  The  tunica  vaginalis  is  a  closed  serous  sac,  one 

Vaginalis.  part  of  which  (tunica  vaginalis  propria)  adheres 

closely  to  the  testis ;  the  other  (tunica  vaginalis  reflexa)  is  re- 
flected loosely  around  it.  On  opening  the  sac,  it  will  be  seen  that 
the  visceral  layer  completely  covers  the  testicle,  except  behind, 
where  the  vessels  and  duct  are  situated  (iig.  170);  and  that  it 
covers  the  outer  part  of  the  epididymis  in  front  and  behind,  form- 
ing here  a  pouch  called  the  digital  fossa.  The  parietal  layer 
extends  upwards  for  a  variable  distance  upon  the  cord.  The 
interior  of  the  sac  is  smooth  and  polished,  like  all  other  serous 
membranes,  and  lubricated  by  a  little  fluid.  An  excess  of  this 
fluid  gives  rise  to  the  disease  termed  '  hydrocele.' 

The  tunica  vaginalis  was  originally  derived  from  the  perito- 
neum. In  some  subjects  it  still  communicates  with  that  cavity 
by  a  narrow  canal,  and  is  therefore  liable  to  become  the  sac  of  a 
hernia  (see  diagram,  p.  370).  Such  herniae  are  called  congenital 
— a  bad  term,  since  they  do  not  necessarily  take  place  at  birth, 
but  may  occur  at  any  period  of  life,  even  in  very  old  age.*  Some- 
times the  communication  continues  through  a  very  contracted 
canal,  open  to  the  passage  of  fluid  .alone ;  or  the  communication 
may  be  only  partially  obliterated,  and  then  one  or  more  isolated 
serous  sacs  are  left  along  the  cord.  Such  an  one,  when  distended 
with  fluid,  gives  rise  to  hydrocele  of  the  cord. 

Tunica  This  tunic  is  a  dense,  inelastic  membrane,  com- 

Albuginea.  posed  of  fibrous  tissue,  interlacing  in  every  direc- 

tion ;  analogous  to  the  sclerotic  coat  of  the  eye.    It  completely 

*  Ijt  would  be  a  better  term  to  call  this  lesion,  a  hernia  in  the  tunica  vaginalis, 
denoting  thereby  its  anatomical  position ;  at  the  same  time  implying  a  congenital 
arrest  iu  derelopment,  and  without  limiting  its  occurrence  to  any  ago  of  life. 
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invests  the  testicle,  but  not  the  epididymis.  At  the  posterior  part 
of  the  gland  it  penetrates  into  its  substance  for  a  short  distance, 
and  forms  an  incomplete  vertical  septum,  termed,  after  the 
anatomist  who  first  discovered  it,  corpus  Highmonanum,  and 
subsequently  by  Sir  A.  Cooper,  mediastinum  testis  (fig.  170). 
This  septum  transmits  the  blood-vessels  of  the  organ,  and  contains 
also  the  network  of  seminal  ducts,  called  the  rete  testis,  shown  in 
diagram  (fig.  169). 

From  the  mediastinum  testis  are  given  off,  in  all  directions,  a 
number  of  diverging  slender  fibrous  cords,  which  traverse  the 
interior  of  the  gland,  and  are  attached  to  the  inside  of  the  tunica 

Fig.  170. 


1.  Spermatic  artery. 

2.  Vas  deferens. 

3.  Deferential  artery. 


4.  Epididymis. 

5.  Mediastinum  testis. 

6.  C.  Cavity  of  tunica 

yaginaUs. 


TEANSVEBSB  SECTION  THEOtTQH  THE  TESTICLE  (diagrammatic). 

(The  dots  show  the  reflections  of  the  tunica  Taginalis.) 

albuginea.  They  serve  to  maintain  the  general  shape  of  the  testi- 
cle, to  support  the  numerous  lobules  of  which  its  glandular  sub- 
stance is  composed,  and  to  convey  the  blood-vessels  into  it.  These 
septa  (trabeculse  testis)  as  well  as  the  mediastinum  from  which 
they  proceed,  are  readily  seen  on  making  a  transverse  section  through 
the  gland  (fig.  170).* 

Tunica  Eespecting    the   so-called   tunica  vasculosa 

Vasculosa.  nothing  more  need  be  said  than  that  it  consists  of  a 
multitude  of  minute  blood-vessels,  formed  by  the  ramifications  of 

*  Kolliker  has  demonstrated  unstriped  muscular  fibres  upon  the  septa  as  -well  as 
the  mediastinum. 
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the  gpermatic  axtery,  and  held  together  by  delicate  areolar  tissue. 
It  covers  the  inner  surface  of  the  tunica  albuginea,  and  gives  off 
branches,  which  nm  with  the  fibrous  septa  into  the  interior  of  the 
gland. 

Mix\TjTE  When  the  testis  is  cut  into,  its  interior  looks 

Structure.  soft  and  pulpy  and  of  a  reddish-grey  colour. 

It  consists  of  a  multitude  of  minute  convoluted  tubes — tubuli 
seminiferi — which  have  each  a  length  of  about  two  feet  and  a 
quarter,  and  a  diameter  averaging  y-i-g-  of  an  inch.  For  economy 
of  space  they  are  arranged  in  lobules,  between  three  and  five 
hundred  *  in  number,  of  various  sizes,  and  contained  in  the 
compartments  formed  by  the  fibrous  septa  proceeding  from  the 
mediastinum  testis.  A  few  only  of  these  lobules  are  shown  in  the 
diagram.  Though  disposed  in  lobules,  still  they  communicate 
with  each  other,  and  thus  form  one  large  network  of  tubes.  The 
tubuli  are  lined  with  flattened  cells  of  several  strata  in  thickness, 
resting  upon  a  basement  membrane.  They  commence  either 
by  anastomosing  loops,  or  by  blind  dilated  extremities,  and 
after  pursuing  a  convoluted  course,  unite  into  from  thirty  to 
fifty  straight  vessels  (yasa  recta),  which  penetrate  the  medias- 
tinum testis,  and  there  form  a  plexus  of  seminal  tubes,  termed 
the  rete  testis.  This  lies  along  the  back  of  the  gland.  From  the 
upper  part  of  the  rete,  the  secretion  is  conveyed  to  the  upper 
part  of  the  epididymis  by  twelve  to  fifteen  tubes,  termed  vasa 
efferentia,  which  perforate  the  tunica  albuginea  in  their  course  to 
the  globus  major.  These,  after  forming  a  number  of  coils,  termed 
com  vasculosi,\  collectively  constitute  the  globus  major  of  the 
epididymis. 

At  the  globus  major  the  smaller  tubes  terminate  in  a  single 
duct — the  canal  of  the  epididymis,  which  in  its  descent  describes 
an  extremely  tortuous  coil,  constituting  the  body  and  globus  minor 
of  the  epididymis.  The  length  of  the  canal  of  the  epididymis  is, 
in  its  natural  condition,  about  three  inches,  but  when  unravelled 

*  The  larger  estimate  is  that  by  Kranse;  the  smaller  that  by  Berres. 
t  The  coni  vasculosi  are  about  ^  of  an  inch  in  diameter,  and  about  six  to  eight 
lines  long  ;  when  unravelled  they  attain  a  length  of  six  to  eight  inches. 
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it  is  nearly  twenty  feet  in  length.  The  diameter  of  the  canal  at  its 
commencement  is  about      of  an  inch  ;  at  the-  globus  minor  about 
of  an  inch,  after  which  it  again  increases  in  diameter.    It  is 
lined  with  columnar  ciliated  epithelium. 
„    _  The  vas  deferens  begins  at  the  lower  part  of  the 

VAS  Deferens.  ^  o  i. 

globus  minor ;  at  first  it  is  somewhat  convoluted, 
but  as  it  ascends  behind  the  epididymis,  it  becomes  subsequently 
straight,  and  joins  the  other  component  parts  of  the  cord.  After 
passing  through  the  inguinal  canal,  it  enters  the  abdomen  through 
the  internal  ring.  It  then  winds  round  the  outer  side  of  the 
epigastric  artery,  and,  after  crossing  over  the  external  iliac  artery 
and  vein,  it  enters  the  pelvis,  curves  raund  the  side  and  lower 
part  of  the  bladder,  and  empties  itself  into  the  prostatic  part  of 
the  urethra,  after  running  a  course  of  about  two  feet. 

In  connection  with  the  anterior  aspect  of  the  cord,  j  ust  above 
the  epididymis,  are  two  or  three  small  masses  of  convoluted  tubes, 
which  are  known  as  the  organ  of  Giraldes,  or  the  'parepididy- 
mis. They  are  lined  with  squamous  epithelium,  and  are  probably 
the  remains  of  part  of  the  Woolffian  body. 

The  hydatids  of  Morgagni  are  one  pr  two  small  pedunculated 
bodies,  situated  between  the  globus  major  and  the  body  of  the 
testis.  They  are  formed  by  pouchings  of  the  tunica  vaginalis, 
and  are  filled  with  blood-vessels  bound  together  by  connective 
tissue.* 

The  vas  aherrans  is  a  small  convoluted  tubule,  with  a  csecal 
extremity,  found  between  the  epididymis  and  the  cord,  and  com- 
municating usually  with  the  canal  of  the  epididymis.  It  is  about 
an  inch  in  length,  but  when  frayed  out  varies  from  two  to  twelve 
inches  in  length.  It,  like  the  organ  of  Giraldes,  is  connected  with 
a  foetal  structure,  the  Woolffian  body. 

Spermatic  The  spermatic  cord  is  composed  of  the  spermatic 

GoHD.  vessels,   nerves,    and    lymphatics ;  of  the  vas 

deferens,  with  the  deferential  artery  (a  branch  of  the  superior 
vesical) ;  of  the  cremaster  muscle,  and  the  cremasteric  artery,  a 

*  The  largest,  -which  lies  upon  the  top  of  the  testis,  is  stated  fo  be  the  vestige  of 
Miiller's  duct. 
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branch  of  the  deep  epigastric.  It  begins  at  the  internal  ring, 
traverses  the  inguinal  canal,  and  extends  to  the  testis,  where  its 
component  parts  pass  to  their  respective  destinations.  The 
coverings  of  the  cord  have  been  described  with  the-  anatomy  of  the 
parts  of  hernia  (p.  369). 

The  course  of  the  spermatic  arteries  and  veins  has  been 
described  in  the  dissection  of  the  abdomen  (p.  4Q3).  The  artery 
is  remarkably  tortuous  as  it  descends  along  the  cord ;  it  enters  the 
back  part  of  the  testicle,  and  breaks  up  into  a  number  of  fine 
ramifications,,  which  spread  out  on  the  inner  surface  of  the  tunica 
albuginea.  The  spermatic  veins  leave  the  testis  at  its  back  part, 
and,  as  they  ascend  along  the  cord,  become  extremely  tortuous, 
and  form  a  plexus  termed  pampioiiform.  It  is  usually  stated  that 
these  veins  are  destitute  of  valves  ;  and  this  fact  is  adduced  as  one 
of  the  reasons  for  the  occurrence  of  varicocele.  It  is,  however, 
certain  that  the  larger  veins  do  contain  valves. 

The  lymphatics  of  the  testis  pass  through  the  lumbar  glands ; 
hence  these  glands,  and  not  the  inguinal,  become  affected  in  malig- 
nant disease  of  the  testis. 

The  nerves  of  the  testicle  are  derived  from  the  sympathetic. 
They  descend  from  the  abdomen  with  the  spermatic  arteries,  and 
come  from  the  aortic  plexus,  with  a  few  filaments  from  the  hypo- 
gastric plexus,  which  surround  the  deferential  artery  (p.  442). 
This  accounts  for  the  ready  sympathy  of  the  stomach  and  intestine 
with  the  testicle,  and  for  the  constitutional  effects  of  an  injury  to 
it. 

Descent  or  The  testicle  is  originally  developed  in  the  lumbar 

THE  Testis.  region,  immediately  below  the  kidney,  and  is 

loosely  attached  to  the  back  of  the  abdomen  by  a  fold  of  peritoneum, 
termed  the  mesorchium,  along  which  its  vessels  and  nerves  run  up 
to  it,  as  to  any  other  abdominal  viscus.  From  the  lower  end  of 
the  gland  a  fibrous  cord,  termed  the  gubernaculum  testis  * 
proceeds  to  the  bottom  of  the  scrotum.    There  is  no  evidence  to 

*  Mr.  Curling  considers  the  gubernaculum  testis  to  be  a  muscular  cord.  See  his 
Observations  on  the  Structure  of  the  Gubernaculum,  and  <5n  the  Descent  of  the  Testis 
in  the  Fcetus :  'Medical  Gazette,'  April  10,  1841. 
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■warrant  the  assumption  that  the  gradual  contraction  of  the 
gubernaculum  effects  the  descent  of  the  testis.  The  organ  begins 
to  descend  from  the  lumbar  region  about  the  fifth  month  of  foetal 
life,  reaches  the  internal  ring  about  the  seventh,  and  about  the 
ninth  has  entered  the  scrotum.  Its  original  peritoneal  coat  is 
retained  throughout ;  but  as  it  enters  the  inguinal  canal,  the 
peritoneal  lining  of  the  abdomen  is  pouched  out  before  it,  and 
eventually  becomes  the  tunica  vaginalis  reflexa.  Immediately 
after  the  descent  of  the  testis,  its  serous  bag  communicates 
with  the  abdomen,  and  in  the  lower  animals  continues  to  do  so 
throughout  life.*  But  in  the  human  subject  the  canal  of  com- 
mimication  soon  begins  to  close.  It  closes  at  the  upper  extremity 
first,-f-  and  the  closure  is  generally  complete  in  a  child  bom  at  its 
full  time.J  This  provides  against  the  occiurence  of  ruptures,  to 
which  man,  owing  to  his  erect  position,  is  more  exposed  than 
animals.  At  the  end  of  the  first  month  after  birth,  the  canal  is 
entirely  obliterated  from  the  internal  ring  to  the  testis.  >Some- 
times,  however,  this  obliteration  fails,  or  is  only  partial ;  hence 
may  arise  congenital  hernia,  or  hydrocele.  The  possible  existence 
of  a  communication  between  the  tunica  vaginalis  and  the  peritoneal 
cavity  of  the  abdomen,  is  one  reason  among  many  why  caution 
should  be  observed  in  treating  hydroceles  in  children  with  stimu- 
lating injections. 

*■  According  to  Professor  Owen,  the  African  orang  outang  {Simia  troglodytes)  is 
the  only  exception  to  this  rule.  In  this  animal  it  is  interesting  to  observe  that  the 
lower  extremities  are  more  fully  developed  as  organs  of  support,  and  there  is  a  liga- 
mentum  teres  in  the  hip-joint. 

t  The  frequency  of  hernia  in  the  funicular  portion  of  the  vaginal  process  of  the 
peritoneum  hardly  bears  this  out. 

I  Camper  has  shown,  that  the  canal  on  the  right  side  is  nearly  always  open  at 
birth,  whereas  that  on  the  left  is  usually  closed.  This  explains  the  greater  frequency 
of  hernia  on  the  right  side  in  children  under  one  year  old.  Thus  out  of  3,014  cases 
of  inguinal  hernia  seen  at  the  City  of  London  Truss  Society  under  one  year,  2,269 
occurred  on  the  right  side,  and  745  on  the  left;  or  in  the  proportion  of  3  to  1. 
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Abdomen,  parts  exposed  on  opening,  373 

Abdominal  aorta,  relations  of,  401 

Achillis  tendo,  550 

Alimentary  eanal,  length  of,  377 

Anser  hypoglossi,  35 

Antrum  pylori,  489 

Aorta,  abdominal,  384,  401 

arch  of,  128 

branches  of,  385 

descending  thoracic,  141 

parts  within  arch,  130 

relations  of  arch  to  sternum,  130 
Aponeiirosis,  lumbar,  234,  313 

of  scalp,  2 

temporal,  96 

vertebral,  234 
Apparatus  ligamentosus  colli,  249 
Appendices  epiploicae,  493 
Appendix  vermiformis,  375 
Aqueduct  of  Sylvius,  612 
Aqueductus  cochleae,  657 

fallopii,  15 
Aqueous  humour,  C44 
Arachnoid  membrane  of  brain,  578 
Arbor  vitse,  616 

of  uterus,  471 
Arch,  crural,  357,  504 
deep,  507 

palmar,  superficial,  300 
Arches,  palatine  anterior,  202 
Arciform  fibres  of  medulla,  586 

fibres  of  Eolando,  628 
Arteria  sacra  media,  385,  404 
Abteries 

alar  thoracic,  263 

anastomotica  magna  of  thigh,  523 
of  arm, 281 

angular,  86 

anterior  auricular,  95 
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Aeteeies  {continued) 

anterior  peroneal,  556 

tibial,  529 
arteria  sigmoidea,  390 
articular  of  popliteal,  544,  552 
auditory,  682 
auricular  anterior,  95 

branch  of  occipital,  55 

posterior,  3,  56 
axillary,  263 
axis,  thoracic,  259 
azygos,  552,  544 
of  the  back,  244 
basilar,  581,  582 
bicipital,  267 

brachial,  course  and  relations,  278 
brachio-cephalic,  130 
bronchial,  151,  176 
buccal,  101 

of  the  bulb  of  urethra,  427 
carotid,  common,  course  of,  32 
internal,  177,  580 

at  base  of  skull, 

227 
course  of,  109 
curves  of,  16 
left,  common,  131 
carpal  of  radial,  anterior,  291 

posterior,  292,  335 
of  ulnar,  anterior,  293 
posterior,  293 
centralis  modioli,  657 

retinae,  214,  644 
cerebellar,  anterior,  582 
inferior,  581 
superior,  682 
cerebral,  anterior,  581 
middle,  581 
posterior,  581,  582 
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Arteries  {continued) 

cervical,  ascending,  67 

deep,  69 
choroid,  anterior,  581 

posterior,  582 
ciliary,  214 

anterior,  215,  639 
long,  215,  639 
short,  215 
circumflex  anterior  of  arm,  267 
posterior  of  arm,  266 
circumflexa  ilii,  deep,  361,  367, 
coccygeal,  541 
cceliac  axis,  385,  386 
colic,  middle,  391 

right,  391 
colica  dextra,  390 
media,  390 
sinistra,  390,  392 
comes  nervi  ischiatici,  539,  541 
mediani,  296 
phrenici,  121 
common  iliac,  relations  of,  404 
communicating,  anterior,  581 

posterior,  581 
coronaria  ventriculi,  -386 
coronary,  163 

inferior,  86 
superior,  86 
of  corpus  callosum,  581 
cremasteric,  367 
crico-thyroid,  54 
cystic,  386 

of  the  crus  penis,  427 
deep  cervical,  244 
deferential,  442 
descending  palatine,' 102 
digital  of  foot,  561 

of  great  toe,  531 
of  hand,  300 
dorsal  of  index  finger,  335 
of  thumb,  335 
of  penis,  427 
dorsalis  hallucis,  531 
linguae,  52 
pedis,  631 
scapulfe,  265,  323 
epigastric,  355 
epigastric  deep,  366 

puhic  branch  of,  367 
ethmoidal,  anterior,  215 
posterior,  215 
external  carotid,  course  of,  52 
circumflex,  521 
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Aster lES  {continued) 

external  iliac,  relations  of,  405 
mammary,  265 
pudic,  355 
pudic,  deep,  497 

facial,  45,  85 

femoral,  518 

frontal,  3,  215 

gastric,  386 

gastro-duodenalis,  386 

gastro-epiploica  dextra,  386 
sinistra,  386 

gluteal,  441,  536 
hsemorrhoidal,  external,  417 
inferior,  417 
superior,  392 
helicine  of  penis,  458 
hepatic,  386 
hyoid,  inferior,  53 
superior,  51 
iliac,  440 
iliac  internal,  440 
ileo-colic,  391 
ilio-lumbar,  440 
inferior  dental,  100 

external  articular,  552 
internal  articxilar,  552 
infra-orbital,  93,  102 
spinous,  68,  316 
innominate,  130 
intercostal,  148 

anterior,  121,  149 
collateral,  149 
posterior,  149 
superior,  68 
internal  circumflex,  621 

mammary,  65,  68,  121 
maxillary,  99 
interosseous,  anterior,  296 
common,  293 
dorsal  of  band,  325 
metatarsal.  531 
palmar,  309 
perforating  of,  309 
posterior,  333 
recurrent,  333 
intra-spinal,  244 
ischiatic,  441,  540 
labial  inferior,  86 
lachrymal,  214 
laryngeal,  superior,  53 
lateral  sacral,  441 
lateralis  nasi,  86 
of  ligamentum  teres,  521,  525 
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Aeteeies  (^continued) 
lingual,  51 

rule  for  finding,  52 
lumbar,  385,  403 

abdominal  br.  of,  403 
dorsal  branch  of,  403 
spinal  branch  of,  403 
malleolar,  530 
masseteric,  101 
mastoid,  55 
mediastinal,  121 

posterior,  161 
meningea  media,  12 

parva,  12,  100 
meningeal  anterior,  12 

middle,  12,  100 
posterior,  12,  55,  57,  581 

mental,  94 

mesenteric,  inferior,  385,  390,  392 
superior,  385,  390,  391 
metatarsal,  531 
middle  hsemorrhoidal,  442 
meningeal,  100 
sacral,  443 
temporal,  95 
vesical,  442 
musculo-phrenic,  121 
mylo-hyoid,  101 
nasal,  102 

branch  of  ophthalmic,  215 
nutrient  of  femur,  522 
of  fi-bula,  556 
of  humerus.  281 
of  tibia,  656 
obturator,  442,  524 
occipital,  3,  55,  244 

auricular  branch  of,  65 
oesophageal,  151 
omental,  388 
ophthalmic,  214 
ovarian,  475 

palatine,  ascending,  45,  108 

of  ascendi  ng  pharyngeal,  110 
inferior,  45 
palmar  arch,  deep,  309 
palmaris  profunda,  309 
palpebral,  inferior,  215 
superior,  215 
pancreatic,  386 
pancreatica  magna,  388 
pancreatico-duodenal,  inferior,  391 
superior,  386, 
391 

pancreaticae  parvse,  388 
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Aeteeies  {contimicd) 

perforating  of  intercostal,  121 
plantar,  561 
profunda,  521 

peroneal,  556 

pharyngeal,  ascending,  56,  110 
phrenic,  385,  402 
plantar,  external,  561 
internal,  561 
popliteal,  544,  551 
posterior  circumflex,  320 
scapular,  316 
tibial,  555 
princeps  cervicis,  55,  244 

poUieis,  308 
profunda  femoris,  520 
inferior,  281 
superior,  279 
ptery  go-palatine,  102 
pterygoid,  101 
pudic,  425,  442,  541 
pxilmonary,  151 
pyloric,  386 
radial,  290 

recurrent,  291 
in  palm,  308 
radialis  indicis,  309 
recurrent  tibial,  530 
renal,  385,  402 
sacra  media,  443,  385 
scapular,  posterior,  68 
of  septum,  102 
sigmoidea,  392 
spermatic,  385,  403 
spheno-palatine,  102 
spinal,  anterior,  581,  625 
lateral,  66 
posterior,  581,  625 
splenic,  386,  387 
sterno-mastoid,  inferior,  68 
middle,  54 
superior,  55 
stylo-mastoid,  56,  652 
subclavian,  branches  of,  65 
course  of,  60 
left,  62,  131 
sublingual,  course  of,  62 
submental,  45 
subscapular,  265 
superficial  circumflexa  ilii,  496 
epigastric,  496 
external  pudic,  496 
perineal,  418 
superficialis  colli,  68,  313,  316 
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Artbkies  {continuecT) 

super&cialis  volse.  291 
superior  dental,  102 

epigastric,  121 
external  articular,  552 
hsemorrhoidal,  390 
intercostal,  65 
internal  articular,  552 
profunda,  324 
thyroid,  53 
vesical,  441 
supra-acromial.  68,  315 
orbital,  8,  214 
renal,  385,  402 
scapular,  67,  315,  323 
sural,  544,  553 
tarsal,  531 

temporal  anterior,  95 
deep,  101 

anterior,  101 
posterior,  95,  101 
superficial,  3,  94 
thoracica  acromialis,  259 
alaris,  263 
humeraria,  259 
inferior  or  long,  265 
superior  or  short,  259 
thymic,  121 
thyroid  axis,  65,  67 
inferior,  67 
tonsillar,  45 
trans rersalis  colli,  68 

faciei,  87.  95 
humeri,  67,  315 
transverse  communicating  of  ankle, 
556 

perineal,  418 
tympanic  of  internal  carotid,  228 

maxillary,  1 00 

ulnar,  292 

palmar  recurrent  of,  300 
peourrent  anterior,  293 
posterior,  293 
ulnarls  profunda,  300 
uterine,  4  68 
vaginal,  468 
vasa  brevia,  384,  386 

intestiui  tenuis,  391 
vertebral,  65,  66,  581 
vesical,  inferior,  442 
middle,  442 
superior,  441 
vidian,  102 
Aryteno-epiglottic  foldg,  193 


BUR 

Arytenoid  cartilages,  192 
Auricle,  left,  161 

right,  156 
Auriculo  ventricular  opening,  left,  162 

right,  159 
Axilla,  boundaries  of,  262 

contents  of,  261 

dissection  of,  261 

fascia  of,  261 

glands  of,  263 

Back 

cutaneous  nerves  of,  310 

muscles  of,  234,  310 
Bile-duct,  389 
Bladder,  female,  465 

gall,  480 

ligaments,  false,  of,  429 

lymphatics  of,  449 

peritoneal  covering  of,  412 

positions  of,  413 

urinary,  blood-vessels  of,  44d 

urinary,  position  of,  435 
structiu-e  of,  446 
uvula  of,  448 
Bodies,  olivary,  585 

restiform,  586,  627 
Body,  vitreous,  644 
Beain 

arteries  of,  380 

convolutions  of,  592 

dissection  of,  578 

fitsures  of,  689 

general  description  of,  583 

membranes  of,  578 

peculiarities  of  circulation  in,  583 
Bronchus,  left,  170 

right,  170 
Burn's  falciform,  process  of,  502 
Bursae,  biceps,  near  tendon  of,  346,  276 

of  carpus,  305 

over  knuckles,  325 

over  olecranon,  325 

over  patella,  517 

under   coraco-aoromial  ligament, 
341 

under  coraco-brachialis,  277 
under  deltoid,  320 
under  gastrocnemius,  549 
under  gluteus  maximus,  535 

medius,  535 
under  gracilis,  612 
under  l^tissimus  dorsi,  312 
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Bursfe,  under  Ugamentum  patellae,  51 7 
under  obturator  internus,  537 
under  popliteus,  553 
under  Sartorius,  510 
under  semi-membranosus,  546 
under  subscapularis,  322 
under  teres  major,  322 
under  triceps,  324: 
under  tuberosity  of  Ischium,  533 

Caecum.  375 

meso-caecum,  375 
Canal  of  Bowman,  635 

crural,  507 

of  epididymis,  669 

of  Huguier,  227,  650 
"  of  Hunter,  519 

inguinal,  366 

of  Petit,  646 

of  Reeklinhausen,  635 

of  Schlemm,  635 

of  Stilling,  645 

for  tensor  tympani,  651 
Canaliculus  of  eyelid,  80 
Canals  of  cervix  uteri,  471 

reunieus,  658 

semicircular,  655 

spiralis  modioli,  657 
Capsule,  Glisson's,  477 
Caput  coli,  375 

gallinaginis,  450 
Cartilages,  tarsal,  80 
Caruncula  lachrymalis,  78 
Carunculse  myrtiformes,  462 
Cauda  equina,  621,  625 
Central  canal  of  spinal  cord,  623 

tendon  of  Perineum,  418 
Cerebellum,  613 

amygdalae  of,  615 

fissure  of,  great  horizontal,  613 

flocculus  of,  615 

lateral  hemispheres  of,  613 

lobes  of,  614,  616 

peduncles  of  inferior,  616 
middle,  616 
superior,  611,  616 

vermiform  process  of,  613 

uvula  of,  615 
Cerebrum,  588 

Chambers  of  eye,  anterior,  638 
posterior,  638 
Chordae  Willisii,  9 
Chordae  tendinese,  158 


COR 

Choroid  coat  of  the  eye,  636 

plex^^s,  607 

of  the  fourth  ventricle,  612 

plexuses.  579 
Cilia,  78 

Ciliary  muscle,  636,  638 

processes,  636 
Circle  of  AVillis,  582 
Clitoris,  459 
Cochlea,  656 
Cceliac  axis,  386 
Colon,  ascending,  375,  38S 

commencement  of,  375 

descending,  375,  383 

hepatic  flexure  of,  375 

sigmoid  flexure  of,  376 

splenic  flexure  of,  376 

transverse,  375,  383 

transverse  meso -colon,  380,  383 
Columnse  corneae,  158 
Columns,  anterior  of  medulla,  626 

lateral  of  medulla,  627 
Commissure,  great  transverse,  600 

anterior,  609 

middle,  609 

optic,  596 

posterior,  610 

of  spinal  cord,  622 
Coni  vaseulosi  testis,  669 
Conjunctiva  oculi,  631 
Convolution,  frontal,  592 

occipital,  592 

parietal,  592 

temporo-sphenoidal,  592 

uncinate  or  hippocampal,  593 
Cord  spermatic,  670 
Cornea,  634 

Corneal  tubes  of  Bowman,  635 
Cornicula  laryngis,  190 
Cornieulnm  laryngis,  192 
Corpora  albicantia,  594 

mammellaria,  594 

quadrigemina,  611 
Corpus  Arantii,  160 

callosum,  589,  600 

cavernosum  penis,  456 

dentatum,  586,  616 

fimbriatum,  606 

geniculatum  externum,  60U 
internum,  609 

Highmorianum,  668 

luteum,  475 

spongiosum  penis,  456 

striatum,  606 


678 


INDEX. 


COB 

Corti,  organ  of,  66 1 

rods  of,  661 
Cotunnii  liquor  or  peri-lymph,  658 
Cowper's  glands,  425,  452 
Cricoid  cartilage,  191 
Cricothyroid  membrane,  191 
Crista  vestibuli,  655 
Crura  cerebri,  structure  of,  628 
Crural  arch,  604 
canal,  507 
Crus  clitoridis,  459 

penis,  466 
Crystalline  lens,  646 
Cuneiform  cartilages,  192 
Cianeus,  593 
Cupola,  657 


Dartos  scroti,  665 

tunica,  417 
Deglutition,  mechanism  of,  188 
Descemet,  membrane  of,  635 

DiAPHKAGM,  395 

aortic  opening  of,  396 
central  tendon  of,  396 
functions  of,  397 
nerves  of,  397 

oesophageal  opening  of,  397 

openings  of,  396 

vena  cava,  opening  of,  397 
Diogenes,  cup  of,  297 
Discus  proligerus,  475 
Dissection 

of  the  eye,  631 

of  male  perineum,  414 

of  the  organ  of  hearing,  648 

of  spinal  cord,  617 

of  upper  arm,  271 
Duct,  nasal,  231 

thoracic,  142 
Ducts, 

bile,  389 

cystic,  480 

galactophorus,  664 

of  parotid  gla  id,  89 

of  prostate,  461 

of  Eivinus,  50 

of  sublingual  gland,  50 

of  submaxillary  gland,  44 

Wharton's,  44 
DncTtrs 

anteriosus,  152,  168 

cochlearis,  660 

communis  choledochus,  389,  480 


FAS 

Ductus  {continued) 

communis  ejaculatorius,  437 

venosus,  168,  169 
Duodenum,  course  of,  374 

relations  of,  392 
Dura  mater,  6 

sinuses  of,  8 


Ear,  muscles  of,  2 
Elbow,  triangle  at  bend  of,  287 
Endocardium,  165 
Endolymph,  659 
Epididymis,  666 

globus  major,  666 
minor,  666 
Epiglottis,  192 

cushion  of,  195 
Eustachian  tube,  186 
Eyelids,  structure  of,  79 


Face,  dissection  of,  73 

Fallopian  tube,  464 
tubes,  473 

fimbriae  of,  473 

Falx  cerebri,  7 
cerebelli,  7 

Fascia 

cervical,  deep,  21 
iliaca,  399 
of  the  leg,  526 
lumbar,  235 
perineal  deep,  417 
superficial,  417 
plantar,  567 
prsevertebral,  22 
propria  of  hernia,  507 

Fascije 

anal,  431 
of  the  arm,  275 
of  the  fore-arm,  286 
on  back  of  forearm,  286 
buccal,  85 
cremasteric,  361 
cribriform,  496,  501 
falciform  of  Burns,  502 
infundibuliform,  366 
intercolumnar,  369 
lata  of  thigh,  600 
of  metacarpus,  327 
obturator,  431 
palmar,  297 
pelvic,  480 
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.Fascije  (continued) 

pelvic,  in  female,  465 

recto-vesical,  431 

semi-lunar  of  biceps,  276 

spermatic,  359 

superficial  of  abdomen,  354 
thigh,  496 

transversalis,  364 
Fasciculi  teretes,  627 
Faucium  isthmus,  183 
Fenestra  ovalis,  651 

roBunda,  651 
Ferrein,  pyramids  of,  485 
Fibro-cartilages,  between  radius  and  ulna, 
347 

interarticular  of  jaw,  253 

of  clavicle,  339 

inter-vertebral,  247 
Fimbriae  of  the  ovary,  464 
Fissura  palpebrarum,  78 
fissures,  calcarine  of  brain,  591 

calloso-marginal  of  brain,  591 

of  Bichat,  606 

central  of  brain,  589,  590 

great  transverse,  606 

longitudinal  of  brain,  588 

nerves  in  sphenoidal,  16 

parieto-occipital  of  brain,  589,  591 

primary  of  brain,  589 

of  Sylvius,  588,  590 
Flexor  tendons  in  palm,  sheaths  of,  303 
Fostal  circulation,  168 
Folds,  aryteno- epiglottic,  193 

glosso-epiglottic,  193,  104 
Foramen  chordae  anterius,  654 
posterius,  654 

caecum  of  medulla,  584 

of  Monro,  606 

qiiadratum,  397 

of  Winslow,  381 
Foramina,  ovale  of  heart,  157,  162 

of  Thebesius,  158 
Fornix,  605 

Fossa  uavicularis  of  urethra,  454 
Fossae,  ischio- rectal,  415,  428 
Fovea  hemispherica,  655 

hemi-elHptica,  655 

centralis,  640 
Fraenum  preputii,  455 

Galen,  rete  mirabile  of,  582 

veins  of,  608 
Gall  bladder,  480 


Gall  bladder,  situation  of,  377 
Ganglia,  abdominal  of  sympathetic,  407 

cerncal,  inferior,  117 
middle,  116 
superior,  115 

semi-lirnar,  385,  395,  407 

of  spinal  nerves,  624 

sympathetic  of  neck,  115 

thoracic  of  sympathetic,  147 
Ganglion  diaphragmaticum,  397 

Gasserian,  13 

impar,  114,  445 

jugular,  224 

of  glosso-pharyngeal,  109 
lenticular,  215 
ophthalmic,  215 
otic,  222 
petrous,  224 

of  glosso-pharyngeal,  109 
of  pneumogastric  of  root.  111 
of  trunk,  112 

of  Ri'bes,  114 

of  root  of  pneumogastric,  225 

spheno-palatine,  220 

submaxillary,  51,  107- 
Gimbernat's  ligament,  504 
Glands  anal,  415 

agminate,  492 

axilliry,  263 

of  Bartholin,  463 

of  Brunner,  492 

buccal,  85 

Cowper's,  425,  452 

deep  cervical  lymphatic,  38 

of  Duverney,  463 

lachrymal,  209 

of  Lieberkiihn,  492 

lymphatic,  of  elbow,  275 

superficial  of  neck,  20 
inguinal,  355 

Meibomian,  81 

mesenteric,  390 

molar,  85 

oesophageal,  145 

of  Pacchioni,  9 

palatine,  187 

parotid,  relations  of,  88 

peptic,  490 

of  Peyer,  492 

popliteal,  544 

prostate,  438 

pyloric,  490 

salivary  sublingual,  50 

solitary,  493 
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Glands  (continued) 

aubmaxillary,  43 

lymphatic,  46 

superficial  inguinal,  496 

tracheal,  171 
Glandula  socia  parotidis,  88 
CrlandulBB  concatenatse,  39 

Pacchioni,  9 
Glans  clitoridis,  460 
Glisson's  capsule,  389,  477 
Glosso-epiglottic  folds,  193 

pharyngeal  nerre,  698 
Glottidis  rima,  194 
Graafian  resicles,  4-75 
Gubernaculum  testis,  671 
Gyrus  fornicatus,  593 

Hamstring  muscles,  545 
Hamulus  of  cochlea,  657 
Heart,  attachment  of  large  arteries  to,  165 

dissection  of,  155 

fibroiis  skeleton  of,  164 

form  and  position  of,  134,  137 

nerves  of,  152 

peculiarities  of  foetal,  167 

position  and  form  of,  134 

thickness  of  its  cavities,  166 
Heart  valves,  position  of,  138 
Helicotrema,  657 

Henle,  looped  tubes  of,  in  kidney,  486 
Hernia,  congenital,  370 

direct  inguinal,  369 

encysted,  371 

funicular,  371 

femoral,  anatomy  of  parts  concerned, 
503 

coverings  of,  508 
seat  of  stricture  in,  509 
division  of  stricture  in,  509 
infantile,  371 
inguinal,  direct,  369 
oblique  inguinal,  S68 
position  of  spermatic  cord  in,  371 
seat  of  stricture  in,  371 
Horophili  torcular,  11 
Hesselbacli's  triangle,  369 
Key's  ligament,  503 
Hippocampus  major,  604,  607 
minor,  603,  607 
Houston,  valves  of,  495 
Huguier,  canal  of,  650 
Humour,  aqueous,  644 
vitreous,  644 


JOl 

Hunter's  canal,  519 
Hyaloid  membraue,  644 
Hydatids  of  Morgagni,  671 
Hymen,  462 
Hypoglossal  nerve,  599 


Heo-csecal  valve,  495 
Heum,  374 
Incus,  652 

Infandibulnm  of  right  ventricle,  159 

Interarticular  fibro-cartilage  of  knee,  570 

Internal  ear,  654 

Intestine,  large,  375 

external  characters  of, 493 
small,  374 

glands  of,  492 
lymphatics  of,  493 
nerves  of,  493 
structure  of,  490 

Iris,  638 

arteries  of,  639 

muscular  fibres  of,  639 

nerves  of,  639 
Ischio-rectal  fossa,  428 
Iter  a  tertio  ad  quartum  ventriculum, 
609,  612 


Jacob's  membrane,  643 
Jejunum,  374 
Joints,  ankle,  572 

between  atlas  and  axis,  250 

of  carpus,  348 

costo-stemal,  252 

crico-arytenoid,  192 
thyroid,  201 

elbow,  343 

of  the  fingers,  351 

of  the  foot,  574 

hip,  566 

intercarpal,  349 

knee,  568 

carpo-metacarpal,  350 
lower  jaw,  252 
occipito-atlantoid,  249 
radio-carpal  of  wrist,  346 
radio-ulnar,  inferior,  346 
STiperior,  345 
ribs  of  the,  251 
scaputo-clavicular,  340 
shoulder,  341 
sterno-clavicular,  338 
tarsal,  5<.4 
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Joints,  tarsometatarsal,  576 
of  the  thumb,  349 
tibio-fibular,  superior,  572 
inferior,  572 
of  the  toes,  577 

■vnrist,  synovial  membrane  of,  351 


Kidneys,  relations  of,  394 
situation  of,  378 
structure  of,  483 


Labia  majora,  459 

minora,  459,  460 
Labyrinth  of  internal  ear,  654 
Lachrymal  gland,  209 

sac,  231 
Lacunae  of  urethra,  454 
Lamina  cinerea,  594 

cribrosa,  633 

fusca,  633 

spiralis  of  cochlea,  657 
Lancisi,  nerves  of,  601  * 
Laryngotomy,  40 
Larynx,  cartilages  of,  189 
dissection  of,  189 
mucous  membrane  of,  193 
muscles  of,  197 
nerves  of,  200 
opening  of  inferior,  194 
superior,  194 
sacculus  of,  195,  196 
ventricle  of,  195,  196 
vessels  of,  199 
Lawrence,  on  femoral  hernia,  507 
Lens,  crystalline,  646 
Ligaments,  alaria,  570 
of  ankle  anterior,  673 
posterior,  573 
annular  anterior  of  ankle,  527 
external  do.,  527 
internal  do.,  527 
of  carpus  anterior,  301 
of  radius,  345 
posterior  of  wrist,  326 
anterior  of  carpus,  348 
elbow,  345 
wrist,  346 
astragalo-calcaneal,  574 
scaphoid,  574 
atlanto-axoid  anterior,  250 
posterior,  250 
broad  tarsal,  80 


LIG 

Ligaments  {continued) 
broad  of  uterus,  463 
calcaneo-cuboid  inferior,  575 
superior,  575 
scaphoid,  675 
of  carpus  lateral  external,  348 
internal,  348 
interosseous,  348 

conoid,  340 
coraco-acromial,  341 
clavicular,  340 
humeral  or  accessory,  342 
coronaiy  of  knee,  571 
costo-clavicular  or  rhomboid,  339 
sternal,  252 
transverse  anterior,  251 
middle,  251 
posterior,  251 
vertebral  or  stellate,  25 1 
cotyloid,  568 
cri  co-thyroid,  191 
crucial,  670 
denticulate,  620 
external,  575 

lateral  of  elbow,  344 
of  jaw,  252 
of  wrist,  346 
tarsal,  80 
glenoid  of  shoulder,  343 
gJosso-epiglottic,  202 
great  sacro-ischiatic,  566 
Gimbernat's,  369,  504 
Hey's,  503 
of  hip  joint,  666 
hyo-epiglottic,  193 
ilio-femoral,  568 
lumbar,  665 
interartieular  of  rib,  251 
intercarpal,  349 
inter-clavicular,  338 
internal  lateral  of  elbow,  344 
annular  of  ankle,  555 
lateral  of  jaw,  252- 
of  wrist,  346 
interosseous  of  fore-arm,  345 
of  leg,  572 
of  metacarpus,  350 
of  tarsus,  676 
interspinous,  246 
of  jaw,  internal  lateral,  107 
of  knee  joint,  568 
lateral  of  ankle,  external,  572 
internal,  572 
external  of  knee,  569 
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Ligaments  {continued) 

lateral  internal  of  knee,  669 
latum  pulmonis,  139 
lesser  eacro-ischiatic,  566 
of  the  liver,  377,  477 
mueosum  of  knee,  570 
Duchfg,  234,  248,  311 
occipito-atlantoid  anterior,  249 
posterior,  249 
axoid,  249 
oblique  of  radius,  345 
odontoid  or  check,  249 
orbicular  of  radius,  345 
of  the  ovary,  463,  474 
palmar  of  lingers,  304,  352 
palpebral,  80 
of  ijatella,  516 
of  the  pelvis,  564 
plantse  breve,  575 

longum,  575 
posticum  Winslowii,  546,  569 
posterior  of  carpus,  348 
of  elbow,  345 
of  wrist,  346 
Poupart's,  357,  504 
pterygo-maxillary,  84,  180 
pubic  anterior,  365 
posterior,  365 
round  of  uterus,  464 
sacro-iliac,  anterior,  565 

interosseous,  566 
oblique,  566 
posterior,  565 
ischiatic,  great,  566 
less,  566 
spinal  anterior  common,  246 

posterior  common,  246 
of  the  spine,  246 
stellate,  251 

Bterno-clavicular  anterior,  338 
posterior,  338 

stylo-hyoid,  108 
stylomaxillary,  23,  46 
subflava,  246 
sub-pubic,  365 
supra- spinous,  246 
suspensorium  penis,  456 
teres,  567 

of  liver,  372 
thyro-epiglottic,  193 

hyoid  anterior,  1 90 

lateral,  190 
tibio-fibular  anterior,  571 

posterior,  571 


LYM 

Ligaments  (contimced) 

transverse  of  atlas,  250 
fingers,  298 
knee,  571 
metacarpal,  336 
metatarsal,  577 

trapezoid,  340 

trinngular  of  urethra,  417,  422,  424 
of  tympanic  bones,  653 
"Winslowii  posticum,  569 

LlGAMENTUM 

arcudtum  externum,  396 
internum,  396 
spirals,  661 
suspensorium,  250 
Ligature  of  external  iliac  artery,  406 

LiNEA 

alba,  357,  363 

semi-lunaris,  363 

splendens,  620 

transversa,  362 
Liston,  ligature  of  external  iliac,  497 
Lithotomy,  415 

parts  divided  in,  424 

LlVEB 

description  of,  475 

fissures  of,  476 

functions  of,  480 

ligaments  of,  377,  477 

lobes  of,  476 

lobules  of,  478 

lymphatics  of,  480 

nerves  of,  480 

position,  377 
Lobes  of  brain,  central,  591 
frontal,  591 
parietal,  591 
occipital,  591 
temporo-sphenoidal,  591 
Lobulus  Spigelii,  476 
Locus  niger,  629 

perforatus  anticus,  594 
posticus,  594 
Lower,  tubercle  of,  158 
Lung,  constituents  of  root,  153 
Lungs,  lobules  of,  174 

lymphatics  of,  176 

nerves  of,  176 

position  of,  124 

position  and  form  of,  140 

structure  of,  169,  172 
Lymphatic  glands,  bronchial,  162 

intercostal,  161 
Lymphatics  in  lumbar  region,  401 
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Lymphatics  of  small  intestine,  493 
of  testis,  671 

Lyra,  606 


Macula  lutea,  640 
Malleus,  652 

Malpighi,  capsules  of,  484 

pyramids  of,  484 
Malpighi  an,    corpuscles    of  spleen, 
482 

Mammary  gland,  663 

arteries  of,  664 

lymphatics  of,  664 

structure  of,  663 
Mammilla,  664 
Mastic:ition,  muscles  of,  94 
Meatus  auditorius  extornus,  649 

uricarius,  female,  460 
Mediastinum 

anterior,  122 

middle,  122 

posterior,  122,  141 

testis,  668 
Medulla  oblongata,  683 

minute  structure  of,  626 
Membrana  pupillaris,  640 

tectoria,  661 

tympani,  651 

arteries  of,  652 
Membrane,  basiUir,  660 

costo-coracoid,  258 

hyaloid,  644 

of  Reissner,  660 
Membraneous  labyrinth,  657 

semicircular  canals,  658 
Mesentery,  382 
Mesorchium,  672 
Modiolus  of  cochlea,  657 
Monro,  foramen  of,  606 
Morgagni,  hydatids  of,  671 

sinus  of,  180 

Miiller,  fibres  of,  642 
Muscles 

abdominal,  functions  of,  363 
nerves  of,  364 

abductor  indicis,  337 

minimi  digiti  manus,  307 

pedis,  558 
pollicis  manus,  306 
pedis,  686 

accelerator  urinse,  420 

accessorius  ad  sacro-lumbalem,  236 
flexor,  660 
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Muscles  (continued) 

adductor  brevis  femoris,  513 
longus,  612 

magnus,  514 
pollicis  manus,  307 
pedis,  562 

anconeus,  330 
aryteno-epiglottideus,  198 
arytenoideus,  198 
attoUens  aurem,  2 
attrahens  aurem,  2 
azygos  uvulae,  184,  185 
biceps  of  arm,  276 
brachialis  anticus,  278 
buccinator,  83 
cervicalis  ascendens,  236 
ciliaris,  77 
cilifiry,  636,  638 
coccygeus,  439 
cochlearis,  661 
complexus,  238 
compressor  naris,  82 

sticculi  laryngis,  196 

urethrse,  425 

in  the  female,  461 
coraco-brachialis,  277 
corrugator  supercilii,  77 
cremaster,  361 

crico-arytenoideus  lateralis,  198 
posticus,  197 
crico-thyroideus,  197 
cruraeus,  516 
deltoid,  318 
depressor  alae  nasi,  82 

anguli  oris,  75 
labii  inferioris,  75 
diKftstricu-s,  41 
dilatator  iridis,  639 

naris  anterior,  82 
posterior.  82 
ejaeulator  urinae.  42  ) 
erector  clitoridis,  459 
penis,  420 
spinas,  236 
external  sphincter  ani,  416 
extensor  brevis  digitorum,  530 

carpi  radialis  brevior,  328 
longior,  328 
carpi  ulnaris,  330 
communis  digitorum,  329 
indicis,  332 
longus  digitorum,  628 
minimi  digiti,  330 
ossis  met.  pollicis,  331 


684 


'index. 


MUS 

MuscLKS  {continued) 

extensor  primi  internodiipollicis,331 
secimdi  internodii  poUicis, 
332 

proprius  pollicis,  629 
flexor  accessorius,  560 

brevis  digitorutn,  659 

minimi  digiti  mamis,308 
pedis,  663 
pollicis  mamis,  307 
pedis,  662 
carpi  radialis,  288 
ulnaris,  288 
flexor  cruris,  545 

longus  digitorum,  564 
pollicis,  554 

raanus,  295,305 
profundus  digitorum,  295 
gastrocnemius,  549 
gemellus  inferior,  537 
superior,  537 
genio-hyoglossus,  48 

hyoideus,  47 
gluteus  maximus,  534 
medius,  635 
minimus,  535 
gracilis,  512 
'hyoglossus,  47 
iliacus,  399 

inferior  constrictor  of  pharynx,  178 
infra-spinatus,  321 
intercostal,  148 
interosseous  of  foot,  663 

of  hand,  336 
interspinales,  240 
intertransversales,  240 
ischio-cavernous,  421 
latissimus  dorsi,  270,  312 
laxator  tympani,  653 
levator  anguli  oris,  83 

scapulae,  314 
ani,  439 

female,  465 
labii  inferioris,  75 

superioris  alsequo  nasi, 
83 

proprius,  83 

menti,  76 

palati,  185 

palpebrse,  79,  210 

prostatse,  439 
levatores  costarum,  240 
lingaales,  inferior,  205 
superior,  205 


MUS 

]\ftJSCLF.s  {continued) 

longissimus  dorsi,  236 
longus  colli,  245 
lumbricales,  manus,  306 
pedis,  660 

masseter,  96 

of  mastication,  94 

middle  constrictor  of  pharynx,  179 
mucosae,  491 
multifidus  spinae,  239 
muscularis  mucosas,  401 
mylo-hyoideus,  46 
obliquus  externus  abdominis,  357 
inferior,  216 

capitis,  241 
internus  abdominis,  359 
superior,  211 

capitis,  241 
obturator  externus,  538 
internus,  537 
occipito-frontalis,  2 
opponens  digiti  minoris,  308 

pollicis,  307 
orbicularis  oris,  74 

palpebrarum,  76 
omo-hyoid,  29,  315 
palato-glossus,  184,  185 
pharyngeus,  185 
palmaris  brevis,  297 
pectineus,  513 
pectoralis  major,  256 
minor,  263  ' 
perineus  brevis,  632 

longus,-  531,  664 
tertius,  528 
plantaris,  550 
platysma  myoides,  17 
palmaris  longus,  288 
popliteus,  553 
prsevertebral,  244 
pronator  quadratus,  296 
radii  teres,  288 
psoas  magnus,  398 
parvus,  399 
pterygoidfcus  externus,  98 
internus,  99 
pyramidalis,  363 

nnsi,  2,  82 
pyritonnis,  537 
quadratus  femoris,  537 

lumboi'um,  400 
quadriceps  femoris,  615 
recti  of  the  eye,  211 
rectus  abdominis,  362 
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Muscles  (oontinued) 

rectus  capitis  anticus  major,  245 
minor,  24:5 
lateralis,  242 
posticus  major,  240 
minor,  240 
externus  oeuli,  211 
femoris,  515 
internus  oculi,  211 
inferior  oculi,  211 
superior  oculi,  211 
retrahens  aurem,  3 
risorius,  17,  74 
rotatores  spinse,  239 
rhomboideus  major,  314 
minor,  314 
sacro-lumbalis,  236 
Sartorius,  510 
scalenus  anticus,  58 
medius,  58 
posticus,  58 
semi-membranosus,  546 
semi-spinalis  colli,  239 
dorsi,  239 
semi-tendinosus,  546 
serratus  magnus,  270,  316 

posticus  inferior,  234 
superior,  234 

soleus,  550 

sphincter  ani  internus,  494 
iridis,  639 
vaginse,  462 
vesicae,  446 
spinalis  dorsi,  238 
splenius  capitis,  235 

colli,  235 
stapedius,  654 
Bterno-cleido-mastoideus,  24 
hyoid,  29 
thyroid,  29 
stylo-glossus,  49,  107 
hyoideus,  43 
pharyngeus,  108 
subanconeus,  324 
subclavius,  258  • 
subcrurffius,  516 
sublimis  digitorum,  289 
Bubscapularis,  270,  322 
superior  constrictor  of  pharynx,  180 
supinator  radii  brevis,  332 
longus,  290 
supra-spinatus,  322 
temporal,  97 

tensor  fasciae  femoris,  514 


NER 

MrsctBs  (continued) 
tensor  palati,  185 
tarsi,  217 
tympani,  653 
teres  major,  270,  322 

minor,  321 
thyro-arytenoideus,  199 

hyoid,  31 
tibialis  anticus,  527 

posticus,  554,  564 
trachelo -mastoid,  237 
transversalis  abdominis,  361 
colli,  237 
pedis,  563 
transverso-spinalis,  238 
trans  versus  perinei,  421 

deep,  422 

trapezius,  311 
triangularis  sterni,  120 
triceps  extensor  cubiti,  284,  323 
femoris,  515 

of  ureters,  449 
vastus  externus,  516 
internus,  616 
zygomaticus  major,  76 
minor,  76 
Musculi  papillares,  158 
pectinati,  156,  161 


Nabothi  ovula,  471 

Nasal  fossae,  posterior  openings,  182 

Neck,  central  line  of,  39 

dissection  of,  17 
Nbhves 

abducens  oculi,  15 
accessory  obturator,  410 
anterior  crural,  410,  523 

cutaneous  of  abdomen,  356 
tibial,  632 
auditory,  15 
auriculo-parotidean,  20 

temporal,  5,  95,  105 
auricular  branch  of  pnexunogastric, 
112,  225 

posterior,  56 
axillary,  plexus  of,  267 
back,  cutaneous  of,  310 
buccal  branch  of  facial,  92 

of  inferior  maxillary,  104 
calcaneo-plantar,  557 
cardiac  branch  of  pneumogastric,  113, 
146 

inferior,  117 
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Nerves  {continued) 

cardiac  middle,  1 1 6 
superior,  116 
carotid  of  glosso-pbaryngeal,  109 
cervical,  acromial  branch  of,  21 
clavicular,  branch  of,  21 
first,  228 
second,  228 
sternal,  branch  of,  21 
superficial,  21 
cervico-facial,  91 
chorda  tympani,  107,  227,  654 
ciliary,  640 

long,  213 
circumflex,  269,  320 
coccygeal,  244,  444 
communicans  Peronei,  542 
communicans  noni,  35,  57 
cranial,  exit  of,  1 2 

at  base  of  skull,  224 
crural  branch  of  geni  to-crural, 

410,  500 
cutaneous  of  neck,  20 
thigh,  499 

external,  i 
internal,  499 
middle,  49 
dental,  anterior,  219 
posterior,  219 
descendens  noni,  35 
dorsal  branch  of  ulnar,  326 
eighth  pair,  15 

origin  of,  598 
external  cutaneous  of  leg,  532 

of  musculo-spiral, 
272 

of  peroneal,  526 
of  thigh,  410 

laryngeal,  200 

respiratory,  72 

of  Bell,  271 

facial,  15,  90 

cervical  branch  of,  21 

in  temporal  bone,  226 
fifth  pair,  13 

origin  of,  579 
first  pair,  1 3 

lumbar,  408 
fourth  cranial,  209 

pair,  origin  of,  597 

(patheticus),  13 
frontal,  208 

genital  branch  of  genito-cniral,  410 
genito-crural,  356,  409,  500 
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Nerves  (continued) 

gluteal,  external,  540 
inferior,  540 
superior,  445,  536 
glosso-pharyngeal,  15,  108,  206 
great  ischiatic,  538 

occipital,  5,  310 
gustatory.  50,  106 
hypoglossal,  15,  49,  114 
ilio-hypogastric,  356,  409 

inguinal,  356,  409,  500 
incisor,  106 
inferior  dental,  106 

laryngeal  or  recurrent,  145 
maxillary,  103 
infra-maxillary  of  facial,  92 
orbital  of  facial,  92 

of  siiperior  maxillary,  93 
trochlear,  93,  214 
intercostal,  150 

cutaneous  branches,  150, 

256 
humeral,  262 
lateral  cutaneous  of,  262 
internal  cutaneous  of  arm,  271 
interosseous  anterior,  295,  296 

posterior,  285,  325,  333 
ischiatic,  548 

great,  538,  542 
lesser,  445,  544 
Jacobson's  or  tympanic,  224,  225 
lachrymal  209 
laryngeal,  external,  55,  112 
inferior,  113 

inferior  or  recurrent,  200 
internal,  112 
recurrent,  113 
superior,  54,  112,  200 
lateral  cutaneous  of  abdomen,  356 
lesser  cutaneous  of  arm,  272 
ischiatic,  445,  539 
musculo-spiral,  272 
lingual,  50 

of  glosso-pharyngeal,  109 
long  or  inferior  pudendal,  540 
long  saphenous,  523 
lumbar,  plexus  of,  408 

sympathetic,  407 
lumbo-sacral,  444 

tympanic,  224,  225 
malar  branch  of  superior  maxillary, 
217 

malar  of  facial,  92 
median,  282,  294 
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Neryes  (continued) 

median  in  the  palm,  302 
mentiil,  94,  106 
masseteric,  104 
motor  oculi,  597 
motores  oculi,  13 
museulo-cutaneous,  283 

spiral,  284 
mylo-hyoid,  106 

hyoidean,  45 
obturator,  410,  524 
cccipital,  small,  21 
olfactory,  13,  233,  596 
optic,  13,  214 

origin  of,  596 
orbital  branch  of  superior  maxillary, 

217 
nasal,  213 
naso-lobular,  82,  93 
nervi  molles,  87 
nervus  aceessorius,  26 
ninth  pair,  15 

origin  of,  599 
palatine  anterior,  221 
external,  221 
nasal  branches  of,  221 
smaller,  221 
naso,  221 
palmar  branch  of  median,  297 
of  ulna,  297 
cutaneous  of  median,  295 
peroneal,  539,  542, 

superficial,  419 
pes  anserinus,  91 
petrosal,  external,  227 
great,  221,  226 
lesser,  222 
pharyngeal,  221 

of  pneumo-gastric,  1 1 2 
phrenic,  57,  59 

in  chest,  132 
plantar,  external,  562 
internal,  562 
pneumo-gastric,  15,  225 

in  the  chest,  145 
course  of,  110 
popliteal,  internal,  543 
portio  dura,  90 
posterior  auricular,  5,  91 

branches  of  spinal,  242 
tibial,  666 
thoracic,  72,  271 
pudendal,  inferior    or  long,  417, 
419 
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Nerves  (continued) 
pudic,  427,  445 

pulmonary  branches  of  pneumo-gas- 
tric, 146 
radial,  285,  292,  325 
recurrent  or  inferior  laryngeal,  145 
rhomboid,  315 
sacral,  443 

fourth,  417 
saphenous,  long,  523,  525 

short,  549 
second  pair,  13 

origin  of,  596 
seventh  pair,  15 

origin  of,  598 
short  saphenous,  543,  549 
shoulder,  cutaneous  of,  317 
sixth  cranial,  216 
pair,  15 
origin  of,  598 
small  occipital,  5 
in  sphenoidal  fissure,  16 
spinal,  623 

accessory,  15,  113,  314 
origin  of,  623 
posterior  branches  of,  242 
splanchnic,  great,  147 
lesser,  147 
smallest,  147 
suboccipital,  228 
subscapular,  269 
superior  gluteal,  445 

maxillary,  218 
supra-clavicular,  255 

maxillary  branch  of  facial,  92 
orbital,  4,  93,  209 
scapular,  72,  316,  323 
trochlear,  4,  93,  208 
sympathetic,  cervical,  114 

in  the  chest,  147 
in  the  pelvis,  445 
temporal  branch  of  superior  max- 
illary, 5,  217 
deep,  104 

anterior,  104 
posterior,  104 
temporo-facial,  5,  91 

malar,  94 
third  cranial,  216 
nerve,  13 

pair,  origin  of,  597 
thoracic  anterior,  260 
tonsillar  of  glosso-pharyngeal,  109 
trifacial,  13 
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Nekves  {continued)  _ 

trigeminal,  origin  ot,  &a/ 

trochlear,  597 

ulnar,  283,  294 

deep  palmar  branch  of  309 
dorsal,  cutaneous  of,  294 
in  the  palm,  301 

vestibular,  659 

vidian,  221,  222 

Nervi  moUes,  87. 

Nervus  accessorius,  599 

Nose 

arteries  of,  232 
cartilages  of,  228 
dissection  of,  228 
infundibulum  of,  230 
interior  of,  229 
meatus  of,  230 
mucous  membrane  ot,  Hi 
nerves  of,  233 
septum  of,  229 
veins  of,  233 


(Esophagus,  143  _ 
Olfactory  nerve,  origin  ot,  090 

sulcus,  595 
Olivary  bodies,  685 

nucleus,  586 

Omentum 

gastro-hepatic,  380  383 

splenic,  378,  «5o« 
great,  380 
lesser,  383 
Optic  nerve,  696 
Oebit 

contents  of,  208 
dissection  of,  206 
fascia  of,  207 
periosteum  of,  207 
Organ  of  Corti,  661 
%fGiraldes,67l 
of  hearing,  dissection  ot,  648 
Os  cordis,  165 
hyoides,  189 
orbiculare,  653 
uteri,  468 
Ossicula  auditus,  662 
Otoconia  or  otoliths,  658 
Ovaries,  situation  of,  474 
Oviducts,  473 

Pacini,  corpuscles  of,  303,  489 


Paxate 

arches  of,  184 

hard,  187 

soft,  183 

muscles  of,  184 
Palm  of  the  hand,  dissection  of,  297 
Pancreas,  relations  of,  393 

situation  of,  378 
Pauniculus  carnosus,  18 
Papilla  lachrymalis,  78 
Parotid  gland,  88 

structures  within,  89 
Patella,  ligament  of,  516 
Pelvic  fascia  in  female,  465 

viscera,  general  position  of  in  male, 
431 

side  view  of,  429 

Pelvis 

contents  of  male,  412 
dissection  of,  411 
functions  of,  411 

male  and  female,  41 1 

side  view  of  female,  465 
Penis 

glans,  455 

lymphatics  of,  459 

structure  of,  456 
Peptic  cells,  490 

glands,  490 
Pericardium,  134 

vestigial  fold  of,  137 
Peri-lymph,  or  liquor  Cotunnii,  658 
Perineum 

anal  division,  414 

central  tendon  of,  418 

in  the  female,  459 

male,  414 

urethral  division,  414 
Peritoneum,  course  of,  379 
greater  cavity  of,  381 
lesser  cavity  of,  381 
Pes  accessorius,  603 
anserinus,  74 
hippocampi,  604 
Petit,  canal  of,  646 
Phabynx, 

aponeurosis  of,  178,  180 
dissection  of,  177 
fascia  of,  178 
muscles  of,  178 
openings  into,  182 
Pia  mater  of  brain,  679 
Pineal  body,  610 
Pinna  of  the  ear,  648 
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Pinna  of  the  ear,  arteries  of,  649 

cartilage  of,  648 

ligaments  of,  648 
•  muscles  of,  648 

nerves  of,  649 
Pituitary  body  or  gland,  594 
Platysma,  17 
Pleura,  139 
Plexus  of  Nerves 

Auerbach's,  493 

cervical,  57 

inferior  hsemorrhoidal,  445 
Meissner's,  493 

mesenteric,  or  Auerbach's,  493 

oesophageal,  146 

patellar,  525 

prostatic,  445 

renal,  487 

sacral,  444 

superior  mesenteric,  493 
uterine,  445,  468 
vaginal,  445,  466,  468 

Plexuses 

axillary,  267 

brachial,  70,  267 

anterior,  1 1 1 

cardiac,  153 

carotid,  115 

cavernous,  116 

coronary,  153 

hypogastric,  408 

infraorbital,  92 

lumbar,  408 

posterior,  111 

pharyngeal,  109 

pterygoid  of  veins,  87 

pulmonary  anterior,  146 
posterior,  146 

solar,  385,  407 

of  veins,  pterygoid,  103 
Plica  semilunaris,  78 
Pomum  Adami,  190 
Pons  hepatis,  477 

varolii,  587 

minute  structure  of,  626 
Popliteal  space,  boundaries  of,  541 
Portio  dura,  598 

mollis,  598 
Porus  opticus,  640 
Poupart's  ligament,  504 
Preputium  clitoridis,  460 
Process,  vermiform  inferior,  613 

superior,  613 
Processes,  ciliary,  636 


SAC 

Processus  a  cerebello  ad  cercljrum,  61 1 

clavatus,  586 
Prajcuneus,  593 
Prostate,  450 

calculi  of,  451 

ducts  of,  451 

gland,  position  of,  438 
relations  of,  438 
Promontory  of  tympanum,  651 
Pubic  symphysis,  565 
Puncta  lachrymalia,  80 
Purictum  lachrymale,  78 
Pylorus,  glands  of,  490 

sphincter  of,  489 
Pyramids,  anterior  of  medulla,  584 

posterior,  628 

of  medulla,  586 

of  tympanum,  651 


Eanula,  44 

Eeceptaculum  chyli,  142,  39 J 
Eectum,  376 
Rectum,  arteries  of,  434 
course  of,  412 

digital,  examination  of,  434 

folds  of  mucous  membrane  in,  495 

relations  of,  432 

structure  of,  494 
Eeil,  fillet  of,  627 

island  of,  691 
Eecto-vaginal  pouch,  465 

vesical  poiich,  412 
Eegion,  infra-clawular,  258 

praecordial,  125,  137 

pterygo-maxillary,  94 

submaxillary,  41 
•   temporal,  94 
Eenal  capsules,  situation  of,  379 
Eespiration,  397 
Eete  mirabile  of  Galen,  582 

testis,  668 
Retina,  640 

arteries  of,  644 

minute  structure  of,  642 
Eima  glottidis,  194 
Eing,  crural  or  femoral,  505,  507 

external  abdominal,  358 

internal  abdominal,  365 
Eolando,  arciform  fibres  of,  586 
Ruysch,  tunic  of,  637 


Saccule  of  labyrinth,  658 
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SAC 

Sacro-iliac  symphysis,  665 

Saphenous,  opening  of  fascia  lata,  499, 601 

Scala  tympani,  657 

vestibuli,  657 
Scalp,  arteries  of,  3 

dissection  of,  1 

lymphatics  of,  6 

nerves  of,  4 

strata  composing,  1 

surgical  interest  of,  5 

veins  of,  3 
Scarpa's  triangle,  510 
Sclerotic  coat  of  eye,  632 
Scrotum,  dissection  of,  665 
Semi-lunai'  cartilages  of  knee,  570 
Septa,  external  intei-muscular  of  arm,  275 

internal  intermuscular  of  arm,  275 
Septum,  intermuscular  of  thigh,  501 

lucidum,  604 

scroti,  665 

pectiniforme,  456 
Sheath,  for  extensor  tendons  of  wrist, 
327 

of  femoral  vessels,  506 
Sheaths,  of  the  rectus  abdominis,  362 
Sigmoid  flexure  of  colon,  376 
Sinuses 

cavernous,  10,  15 

circular,  10 

coronary,  163 

inferior  longitudinal,  10 
petrosal,  10 

lateral,  9 

of  Morgagni,  180 

occipital,  11 

of  prostate,  450 

straight,  10 

superior  longitudinal,  8 
petrosal,  10 

transverse,  11 

of  Valsalva,  129,  161,  162 
Solar  plexus,  407 
Sole  of  the  foot,  557 
Spaces,  interpleural,  122 
Spermatic  cord,  670 
Spigelii  lobulus,  476 
Spinal  cord 

arachnoid  of,  619 

arteries  of,  625 

central  canal  of,  623 

ccrebro-spinal  fluid  of,  618 

commissures  of,  622 

columns  of,  622 

dissection  of,  617 


TON 

Spinal  cord  {continued) 

dura  mater  of,  618 

filum  terminalo  of,  620 

fissures  of,  621 

functions  of,  626 

ligamentum  dcnticulatiim  of.  620 

membranes  of,  618 

pia  mater  of,  620 

veins  of,  618 
Spine,  movements  of  the,  248 
Spleen,  situation  of,  378 

suspensory  ligament  of,  378 

structure  of,  481 
Stapes,  653 
Steno's  duct,  89 
Stomach,  position  of,  373 

structvu'e  of,  488 
Sub  arachnoid  fluid,  579 
Subdural  space,  6 

Supra-renal  capsules,  structure  of,  48 
Sylvius,  fissm-e  of,  688 
Sympathetic,  in  the  penis,  416 
Symphysis,  pubic,  565 
sacro-iliac,  565 


Tsenia  Hippocampi,  606 

semi-circularis,  607 
Tarsal  cartilages,  80 
Tegmentum,  629 
Tendo  Achillis,  550 

oculi,  76 

palpebrarum,  76 
Tendon,  central  of  diaphragm,  396 
Testis,  dissection  of,  667 

descent  of,  672 

gubernaculum  of,  672 
Tentorium  cerebelli,  7 
Thalamus  opticus,  608 
Thebesii  valvula,  158,  164 

foramina,  158 
Theca  of  flexor  tendons  in  palm,  303 
Thoracic  duct,  1 42 
Thorax,  boundaries  of,  118 

dissection  of,  118 
Thyroid  body,  36 

structure  of,  37 

cartilage,  190 
Tongue,  arteries  of,  200 

dissection  of,  201 

fibrous  septum  of,  206 

frajnum  of,  202 

glands  of,  204 

mucous  membrane  of,  202 
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TON 

Tongue  {continued) 

miiscular  fibres  of,  205 

nerves  of,  206 

papillte  of,  202 

taste  buds  of,  202 
Tonsils,  186 
Torcular  Herophili,  11 
Trabeculae  testis,  668 
Trachea,  169 
Tracheotomy,  40 
Ti'ansverse  raeso-colon,  383 
TiUANGXEs,  anterior  of  neck,  28 

digastric,  41 

of  flesselbacb,  369 

posterior  of  neck,  25 

of  Scarpa,  510 

sub-occipital,  242 

supra-clavicular,  27 
Ti'igone  of  bladder,  449 
Triticea  cartilago,  190 
Trochlea  of  superior  oblique  muscle,  211 
Tube,  Eustachian,  178,  181 

Fallopian,  464,  473 
Tuber  cinereum,  594 
Tubuli  seminiferi,  670 
Tunica  albuginea  of  the  ovary,  474 

testis,  667 

vaginalis,  667 
vasculosa,  667,  668 
Tympanum,  650 

boundaries  of,  650 
bones  of  the,  652 
blood-vessels  of,  654 


Urachus,  372 
Ureter,  436 

Ureters,  relations  of,  394 
Urethra,  bulb  of,  458 
female,  460 

side  view  of,  466 
lacuna  of,  454 
lymphatics  of,  455 
in  the  male,  438 

anatomy  of,  453 
Uterus,  467 

arteries  of,  466 

cervix  of,  467 

general  position  of,  463 

interior  of,  470 

ligaments  of,  465 

lymphatics  of,  469 

mouth  of,  468 

mucous  membrane  of,  472 


TEI 

Uterus  {continued) 

muscular  fibres  of,  472 

nerves  of,  468 
Utricle  of  labyrinth,  658 
Utriculus  of  prostate,  450 
Uvea,  638 
Uvula,  184 

of  bladder,  418 


Vagina,  462 

bulb  of,  462 

side  view  of,  466 

structure  of,  469 

sphincter  of,  470 
Vnllecula  of  cerebellum,  614 
Valsalva,  sinuses  of,  129,  161,  162 
Valves 

auriculo-ventricular,  left,  162 
right,  159 

Eustachian,  157 

of  Houston,  495 

ileo-csecal,  375,  495 

mitral  or  bicuspid,  162 

pulmonary  or  semilunar,  160 

tricuspid,  159 

of  Vieussens,  612 

of  Thebesius,  158,  164 
Valvulse  conniventes,  491 
Vas  aberrans,  671 

deferens,  437,  671 

spirale,  663 
Vasa  efferentia  testis,  670 

recta,  670 
Veins 

angular,  87 

anterior  jiigular,  19  i 
axillary,  267 
basilic,  274,  286 
brachial,  279 
brachio-cephalic,  126 

left,  126 

right,  126 
cardiac  anterior,  163 

great,  163 

posterior,  163 
cephalic,  259,  274,  286 
circumflexa  ilii,  deep,  367 

superficial,  356 
comites  of  brachial  artery,  281 
common  iliac,  relations  of,  404 
coronary,  168,  163 
epigastric,  356 
external  jugular,  18 
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VBl 

Veins  (continued) 

external,  pudic,  356 

or  short  saphena,  526 

facial,  44,  87 

frontal,  87 

of  Galen,  10,  608 

hoemorrhoidal,  inferior,  434 
middle,  434 
superior,  434 
plexus,  435 

intercostal,  149 

superior,  69 
internal  jugular,  34 

mammary,  68,  121 

maxillary,  102 

or  long  saphena,  525 
lingual,  52 
lumbar,  404 
median,  274,  286 

basilic,  274 

cephalic,  274 
mediana  profunda,  274,  286 
mesenteric  inferior,  392 
superior,  391 
occipital,  66 
ophthalmic,  215 
ovarian,  475 
pampiniform,  671 
pharyngeal  plexus  of,  178 
popliteal,  644,  653 
prostatic  plexus  of,  432 
pterygoid  plexus  of,  87,  103 
pudic,  427 
radial,  285 
ranine,  62 
renal,  402 
salvatella,  285 
saphena,  internal,  499 

long  or  internal,  525 
short  or  external,  525 
short  or  posterior,  545,  648 
scapular  posterior,  68 
spermatic,  403 
spinal  system  of,  617 
subclavian,  70 
supra-scapular,  68 


ZIN 

Vi:iNS  {continued) 

thyroid  inferior,  68 
superior,  64 

ulnar  anterior,  285 
posterior,  285 

uterine,  468 

vaginal  plexus  of,  466 

vena  portse,  388 

vertebral,  67 

vorticosse,  637 
Velum 

interpositum,  579,  607 

posterior  medullary,  616 
Veneris  mons,  459 
Vena  cava,  inferior,  404 

relations  of,  404 

superior,  127 
Vena  azygos  major,  141,  170 

minor,  141 
Venesection,  veins  and  nerves,  concern 

in,  274 
Ventricles,  fifth,  604 

fourth,  612 

lateral,  602 

left,  162 

right,  158 

septum  of,  604 

third,  609 
Veru  montanum,  450 
Vesicles,  graafian,  474 
Vesiculse  seminales,  437,  452 
Vestibule  in  female  pudenda,  460 

of  internal  ear,  655 
Villi,  structure  of,  491 
Vocal  cords,  false  or  superior,  195 

true  or  inferior,  196 


Willis,  circle  of,  582 
Winslow,  foramen  of,  381 

posterior  ligament  of,  546 
Wrisberg,  nerve  of,  262 


Zinn,  zone  of,  645 
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Practical  Anatomy : 

A  Manual  of  Dissections.  By  Ch  ristopher 
Heath,  Surgeon  to  University  College 
Hospital.  Fifth  Edition.  Crown  8vo, 
with  24  Coloured  Plates  and  269  Engrav- 
ings, 15s. 

Wilson's    Anatomist's  Vade- 

Mecum.  Tenth  Edition.  By  George 
Buchanan,  Professor  of  Clinical  Surgery 
in  the  University  of  Glasgow;  and  Henry 

E.  Clark,  M.R.C.S.,  Lecturer  on  Ana- 
tomy at  the  Glasgow  Royal  Infirmary 
School  of  Medicine.  Crown  8vo,  with 
450  Engravings  (including  26  Coloured 
Plates),  1 8s. 

Braune's  Atlas  of  Topographi- 
cal Anatomy,  after  Plane  Sections  of 
Frozen  Bodies.  Translated  by  Edward 
Bellamy,  Surgeon  to,  and  Lecturer  on 
Anatomy,  &c.,  at.  Charing  Cross  PIos- 
pital.  Large  Imp.  8vo,  with  34  Photo- 
lithographic Plates  and  46  Woodcuts,  40s. 

An  Atlas  of  Human  Anatomy. 

By    Rickmax    J.    Godlee,  M.S., 

F.  R.C.  S.,  Assistant  Surgeon  and  Senior 
Demonstrator  of  Anatomy,  University 
College  Hospital.  With  48  Imp.  4to 
Plates  (112  figures),  and  a  volume  of  Ex- 
planatory Text,  8vo,  ^4  14s.  6d. 

Anatomy  of  the  Joints  of  Man, 

liy  Henky  Morris,  Surgeon  to,  and 
Lecturer  on  Anatomy  and  Practical  Sur- 
gery at,  the  Middlesex  Ilosjiital.  8vo, 
with  44  Lithographic  Plates  (several  being 
coloured)  and  13  Wood  Engravings,  i6s. 


Surgical  Anatomy  : 

A  Series  of  Dissections,  illustrating  the 
Principal  Regions  of  the  Human  Body. 
By  Joseph  Maclise.  Second  Edition. 
52  folio  Plates  and  Text.    Cloth,  ;^3  12s. 

Medical  Anatomy. 

By  Francis  Sibson,  M.D,,  F.R.C.P., 
F.R. S.  Imp.  folio,  with  21  Coloured 
Plates,  cloth,  42s.,  half-morocco,  50s. 

Manual  of  the  Dissection  of  the 

Human  Body.  By  Luther  Holden, 
Consulting  Surgeon  to  St.  Bartholomew's 
and  the  Foundling  Hospitals.  Fourth 
Edition.    8vo,  with  170  Engravings,  i6s. 

By  the  same  Author, 

Human  Osteology : 

Sixth  Edition.  8vo,  with  61  Lithogi-aphic 
Plates  and  89  Engravings.  {In  the  Press. ) 

Also. 

Landmarks,  Medical  and  Surgi- 
cal. Third  Edition.    8vo,  3s.  6d. 

The  Student's  Guide  to  Surgical 

Anatomy  :  An  Introduction  to  Opera- 
tive Surgery.  By  Edward  Bellamy, 
F.R.C. S.  and  Member  of  the  Board  of 
Examiners.  Fcap.  8vo,  Avitli  76  Engrav- 
ings, 7s. 

The  Student's  Guide  to  Human 

Osteology.  P>y  Wivj.iam  Warwick 
Wacstaekic,  Assistant  Surgeon  to  St. 
Thomas's  Hospital.  Fcap.  8vo,  with  23 
Plates  and  66  Engravings,  los.  6d. 
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The  Anatomical  Remembran- 
cer ;  or,  Complete  Pocket  Anatomist. 
Eighth  Edition.    32mo,  3s.  6d. 

Diagrams  of  the  Nerves  of  the 

Human  Body,  exhibiting  their  Origin, 
Divisions,  and  Connections,  with  their 
Distribution  to  the  Various  Regions  of 
the  Cutaneous  Surface,  and  to  all  the 
Muscles.  By  William  H.  Flower, 
F.R.C.S.,  F.R.S.,  Hunterian  Professor 
of  Comparative  Anatomy  to  the  Royal 
College  of  Surgeons.  Third  Edition,  with 
6  Plates.    Royal  4to,  12s. 

Atlas  of  Pathological  Anatomy. 

By  Dr.  Lancereaux.  Translated  by 
W.  S.  Greenfield,  M.D.,  Professor 
of  Pathology  in  the  University  of  Edin- 
burgh. Imp.  8vo,  with  70  Coloured 
Plates,  ^5  5s. 

A  Manual  of  Pathological  Anat- 
omy. By  C.  Handfield  Jones, 
M.B.,  F.R.S.;  and  Edward  H.  Sieve- 
king,  M.D.,  F.R.C.P.  Edited  (with 
considerable  enlargement)  by  J.  F. 
Payne,  M.D.,  F.R.C.P.,  Lecturer 
on  General  Pathology  at  St.  Thomas's 
Hospital.  Second  Edition.  Crown  Svo, 
with  195  Engravings,  1 6s. 

Lectures  on  Pathological  Anat- 
omy. By  Samuel  Wilks,  M.D., 
F.R.S.,  Physician  to  Guy's  Hospital ;  and 
Walter  Moxon,  M.D.,  Physician  to 
Guy's  Hospital.  Second  Edition.  Svo, 
with  Plates,  i8s. 

Post-Mortem  Examinations: 

A  Description  and  Explanation  of  the 
Method  of  performing  them,  with  especial 
reference  to  Medico-Legal  Practice.  By 
Prof.  ViRCHOW.  Translated  by  Dr.  T. 
P.  Smith.  Second  Edition.  Fcap.  Svo, 
with  4  Plates,  3s.  6d. 

Principles  of  Human  Physi- 
ology. By  W.  B.  Carpenter,  C.B., 
M.D.,  F.R.S.  Ninth  Edition.  By 
Henry  Power,  M.B.,  F.R.C.S.  Svo, 
with  3  Steel  Plates  and  377  Wood  Engrav- 
ings, 3  is.  6d. 

A  Treatise  on  Human  Physi- 
ology. By  John  C.  Dalton,  M.D., 
Professor  in  the  College  of  Physicians  and 
Surgeons,  New  York.  Sixth  Edition. 
Royal  Svo,  with  316  Engi'avings,  20s. 

Text-Book  of  Physiology. 

By  J.  Fulton,  M.D.,  Professor  of 
Physiology,  &c.,  in  Trinity  Medical 
College,  Toronto.  Second  Edition.  Svo, 
with  152  Engravings,  15s. 

Practical  Histology. 

By  William  Rutherford,  M.D., 
F.R.S.  Third  Edition.  Crown  Svo,  with 
Engravings.  [In  the  Press.) 


Sanderson's  Handbook  for  the 

Physiological  Laboratory,  By  E. 
Klein,  M.D.,  F.R.S.  ;  J.  Burdun- 
Sanderson,  M.D.,  F.R.S.  ;  Michael 
Foster,  M.D.,  F.R.S.;  and  T,  Lauder 
Brunton,  M.D.,  F.R.S.  Svo,  with  123 
Plates,  24s. 

Histology  and  Histo-Chemistry 
of  Man.  By  Heinrich  Frey,  Pro- 
fessor of  Medicine  in  Zurich.  Translated 
by  Arthur  E.  J.  Barker,  Assistant- 
Surgeon  to  University  College  Hospital. 
Svo,  with  608  Engravings,  2 is. 

The  Marriage  of  Near  Kin, 

Considered  with  respect  to  the  Laws  of 
Nations,  Results  of  Experience,  and  the 
Teachings  of  Biology.  By  Alfred  H. 
Huth.    Svo,  14s. 

Medical  Jurisprudence  : 

Its  Principles  and  Practice.  By  Alfred 
S.  Taylor,  M.D.,  F.R.C.P.,  F.R.S. 
Second  Edition.  2  vols.  Svo,  with  189 
Engravings,  ^^i  lis.  6d. 

By  the  same  Author. 

A  Manual  of  Medical  Jurispru- 
dence. Tenth  Edition.  Crown  Svo, 
with  55  Engravings,  14s. 

Also. 

Poisons, 

In  Relation  to  Medical  Jurisprudence  and 
Medicine.  Third  Edition.  Crown  Svo, 
with  104  Engravings,  i6s. 

Lectures  on  Medical  Jurispru- 
dence. By  Francis  Ogston,  M.D., 
Professor  in  the  University  of  Aberdeen. 
Edited  by  Francis  Ogston,  Jun.,  M.D. 
Svo,  with  12  Copper  Plates,  iSs. 

A  Handy  -  Book  of  Forensic 
Medicine  and  Toxicology.  By  W. 
Bathurst  Woodman,  M.D.,  F.R.C.P., 
and  C.  Meymott  Tidy,  M.D.,  F.C.S. 
Svo,  with  8  Lithographic  Plates  and 
116  Engravings,  31s.  6d. 

Microscopical  Examination  of 

Drinking  Water.  By  John  D. 
Macdonald,  M.D.,  F.R.S.,  Assist- 
ant Professor  in  the  Army  Medical  School. 
Svo,  with  24  Plates,  7s.  6d. 

Sanitary  Examinations 

Of  Water,  Air,  and  Food.  A  Vade- 
Mecum  for  the  Medical  Officer  of  Health. 
By  Cornelius  B.  Fox,  M.D.,  F.R.C.P. 
Crown  Svo,  with  94  Engravings,  12s.  6d. 

Sanitary  Assurance  : 

A  Lecture  at  the  London  Institution.  By 
Prof.  F.  De  Chaumont,  F.R.S.  With 
Short  Addresses  by  J.  E.  Erichsen, 
F.R.S.,  Sir  J.  Fayrer,  K.C.S.I.,  and 
R.  Brudenkll  Carter,  F.R.C.S.,  &c. 
Royal  Svo,  is. 
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A  Manual  of  Practical  Hygiene. 

By  E.  A.  Parkes,  M.D.,  F.R.S.  Fifth 
Edition.  By  F.  Dk  Chaumont,  M.D., 
F.R.S.,  Professor  of  Military  Hygiene  in 
the  Army  Medical  School.  8vo,  with  9 
Plates  and  112  Engravings,  i8s. 

Dangers  to  Health  : 

A  Pictorial  Guide  to  Domestic  Sanitary 
Defects.  By  T.  Pridgin  Teale,  M.A., 
Surgeon  to  the  Leeds  General  Infirmary. 
Third  Edition.  8vo,  with  70  Lithograph 
Plates  (mostly  coloured).  los. 

A  Handbook  of  Hygiene  and 

Sanitary  Science.  By  Geo.  Wilson, 
M.A.,  M.D.,  Medical  Officer  of  Health 
for  Mid-Warwickshire.  Fourth  Edition. 
Post  8vo,  with  Engravings,  los.  6d. 

Also. 

Healthy    Life     and  Healthy 

Dwellings  ;  A  Guide  to  Personal  and 
Domestic  Hygiene.    Fcap.  8vo,  5s. 

Contributions  to   Military  and 

State  Medicine.  By  John  Martin, 
L.R.C.S.E.,  Surgeon  Army  Medical 
Department.    8vo,  ids.  6d. 

Pay     Hospitals     and  Paying 

Wards  throughout  the  World. 
By  Henry  C.  Burdett,  late  Secretary  to 
the  Seamen's  Hospital  Society.    8vo,  7s. 

By  the  same  Author. 

Cottage      Hospitals  —  General, 

Fever,  and  Convalescent  :  Their 
Progress,  Management,  and  Work.  Second 
Edition,  with  many  Plans  and  Illustra- 
tions.   Crown  8vo,  14s. 

Dress :    Its    Sanitary  Aspect. 

A  Paper  read  before  the  Brighton  Social 
Union,  Jan.  30,  1880.  By  Bernard 
Roth,  F.R.C.'S.    8vo,  with  8  Plates,  2s. 

Manual  of  Anthropometry : 

A  Guide  to  the  Measurement  of  the 
Human  Body,  containing  an  Anthropo- 
metrical  Chart  and  Register,  a  Systematic 
Table  of  Measurements,  &c.  By  Charles 
Roberts,  F.R.C. S.  8vo,  with  numerous 
Illustrations  and  Tables,  6s.  6d. 

Madness : 

In  its  Medical,  Legal,  and  Social  Aspects. 
Lectures  by  Edgar  Sheppard,  M.D., 
M.R.C.P.,  Professor  of  Psychological 
Medicine  in  King's  College.    8vo,  6s.  6d. 

Idiocy  and  Imbecility. 

By  William  W.  Ireland,  M.D., 
Medical  Superintendent  of  the  Scottish 
National  Institution  for  the  Education  of 
Imbecile  Children  at  Larbert,  Stirlingshire. 
8vo,  with  Engravings,  14s. 


A    Manual    of  Psychological 

Medicine  :  With  an  Appendix  of 
Cases.  By  John  C.  Bucknill,  M.D., 
F.R.S.,  and  D.  Hack  Tuke,  M.D., 
F.R.C. P.  Fourth  Edition.  8vo,  with 
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